Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

1210-0089
This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
D fthe T
ﬁf’;ﬁl}egéﬁeéi sfr?,?éjery sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2020
Department of Labor » Complete all entries in accordance with

Employee Benefits Security

Administration the instructions to the Form 5500.

This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection

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 retumn/report is for: |:| a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of
’ participating employer information in accordance with the form instructions.)
a single-employer plan D a DFE (specify)
B This return/report is: |:| 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 Ifthe plan is a collectively-bargained plan, check here. . . .. ... ... . .. . e > |:|
D Check box if filing under: Form 5558 |:| automatic extension |:| the DFVC program
D special extension (enter description)
Part Il | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit plan
ONCOLOGY/HEMATOLOGY CARE, INC. DEFINED BENEFIT PLAN number (PN) » 004
1c Effective date of plan

01/01/2017

2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification

Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 31-1106418

ONCOLOGY/HEMATOLOGY CARE, INC. 2C Plan Sponsor's telephone

number
513-751-2145

5053 WOOSTER ROAD 2d Business code (see

CINCINNATI, OH 45226 instructions)
621111

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 accompanying schedules,
statements and attachments, 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.

ﬁg\é Filed with authorized/valid electronic signature. 10/11/2021 ROBERT BARRIGER
Signature of plan administrator Date Enter name of individual signing as plan administrator
:IIEGR,\IIE Filed with authorized/valid electronic signature. 10/11/2021 ROBERT BARRIGER
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

SIGN | Filed with authorized/valid electronic signature.

HERE

Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2020)
v. 200204




Form 5500 (2020) Page 2

3a Plan administrator's name and address 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 this plan, 4b EIN
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
5  Total number of participants at the beginning of the plan year 5 ‘ 179
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PIAN YEAI.............cc..vveivviveeeiereeseeseeeeeeeeeeseessees s 6a(1) 179
a(2) Total number of active participants at the end of the Plan YEAr ...........cccoeieriiiriieieeseece et 6a(2) 164
b Retired or separated participants reCeIVING DENETILS................coviviviveieereeeeeeeeteeeeee st eteee e er e s et e e ees s s e aeses s e eneneseseeens 6b 0
C Other retired or separated participants entitled to future DENETItS ............ooiii e 6¢C 0
d Subtotal. Add lINES BA(2), 61, AN BC......vvveeeeeeeeee e ee et ee et ee et et et ee e e e et e e eeeeee e e s e e ettt ten s eee e 6d 164
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........cccccoiiiiiiiiiins 6e 0
T TOtal. A lINES BA GNA BE. ........v.veveeeeececiceceeiete ettt ettt s ettt e bbb s bt e e s e et ettt e s e s s s sssesesetetet et s et s s ssseeaetetetesas 6f 164
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS IEMY ....eveeceecteeeeete ettt ee et et ee ettt et et ee e e e et e et et s e e s et s s e e seseee e e et e e et et s en s e e e e e e s et et et ettt et ssns s e et etet et et et asenn e e 69
h  Number of participants who terminated employment during the plan year with accrued benefits that were
€S5S thaN 100Y6 VESEM .....cv.ruiieiseesissiesiesssessessesssssssssssssesessses et ees et et e s et et e s st ettt s e st ettt sttt en st ensensentnes 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
1A 1B 1C 1D 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
Q) D Insurance Q) |:| Insurance
2 I Code section 412(e)(3) insurance contracts 2) I Code section 412(e)(3) insurance contracts
?3) Trust 3) Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
Q) R (Retirement Plan Information) Q) H (Financial Information)
2) |:| I (Financial Information — Small Plan)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money .
Purchase Plan Actuarial Information) - signed by the plan ©) |:| — A (Insurance Information)
actuary (4) C (Service Provider Information)
(3) SB (Single-Employer Defined Benefit Plan Actuarial ®) |:| D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |:| G (Financial Transaction Schedules)
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Part 11l | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) wevvevmererreieneiiee s [] yes [] No

If “Yes” is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| Yes D No

11c Enter the Receipt Confirmation Code for the 2020 Form M-1 annual report. If the plan was not required to file the 2020 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




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

This Form is Open to Public

Department of Labor

; 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
ONCOLOGY/HEMATOLOGY CARE, INC. DEFINED BENEFIT PLAN plan number (PN) > 004

C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF
ONCOLOGY/HEMATOLOGY CARE, INC.

D Employer Identification Number (EIN)
31-1106418

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 4450151
D) ACHUAHIAI VAIUE ...t en st en s ena s sen st en s, 2b 4450151
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...........ccocveevnieeeiinnen 0 0 0
b For terminated vested participants.... 0 0 0
C FOr active PartiCiPants ...........ccueiiiiiiiiiiiie it 179 3331212 3331212
O TOAL. .ottt 179 3331212 3331212
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 5.39 %
(ST V0o T= L2 To a0 Lo 1 SRR 6 1056101

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 05/20/2021
Signature of actuary Date

MARK STRAKOWSKI 20-06521

Type or print name of actuary
SMS RETIREMENT

Most recent enrollment number

513-984-6100

Firm name
4540 COOPER ROAD, SUITE 303
CINCINNATI, OH 45242

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
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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
=T L) IO RSP RRP 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
Y= OO 0 0
9  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. 872966
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 542 %.............. 47315
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
(=200 0 TP TP PP PU PR PPPPTPPN 0
C Total available at beginning of current plan year to add to prefunding balance 920281
d Portion of (c) to be added to prefunding balanCe...........c.cccceveveveveccerererereeeeeend
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 1lI Funding Percentages
14 Funding target attaiNMENt PEICENLAGE. ..........ovvereeereeeieiesssseseessssessssssssessssssssesssses s sssssessssesssessssesssesessessssesssessssesssassssesssensssasssssssssessesssssssesssanees 14 133.58 %
15 Adjusted funding target attaiNMENt PEFCENTAGE ...........eveeveueeeeteeeteeeeeeteeeeteeeteeeeteseeteseete e esetesetesseteseesese et eseeseae s eaessesesseseseesetesetesneeeanen 15 133.58 %
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEA'S TUNGING TEGUITEIMENL.............oeovoeeoeeeee oot eee et ee e e s s e s eeee s s eeee s s eneseeseees e enereen 121.80 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage............c.ccccocveveuene.... 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
02/18/2020 104170 0 07/31/2020 127083 0
03/16/2020 127083 0 08/20/2020 63542 0
04/30/2020 190625 0 09/18/2020 127083 0
05/15/2020 63542 0 10/21/2020 127083 0
06/15/2020 127083 0 11/23/2020 127083 0
07/06/2020 63542 0 12/28/2020 127083 0
Totals » | 18(h) 1525000 | 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. ...........cccccovveeercienennnn. 19a 0
b Contributions made to avoid restrictions adjusted to VAIUAHON TALE ................oeieeveeeeeeeeeeeeeeeeee oo 19b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19c 1477734
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 (4) 4th
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Part Il

Beginning of Year Carryover and Prefunding Balances

7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
D LST= L PSSR

(a) Carryover balance

(b) Prefunding balance

8 Portion elected for use to offset prior year's funding requirement (line 35 from prior

year)

9  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) ..........cccccceeeuee

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 % ..o

b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual

L] L0 PPN

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

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

12 Other reductions in balances due to elections or deemed elections ...........................,
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) .................,
Part 1lI Funding Percentages
14 Funding target attaiNMENt PEICENLAGE. ..........ovvereeereeeieiesssseseessssessssssssessssssssesssses s sssssessssesssessssesssesessessssesssessssesssassssesssensssasssssssssessesssssssesssanees 14 %
15 Adjusted funding target attaiNMENt PEFCENTAGE ...........eveeveueeeeteeeteeeeeeteeeeteeeteeeeteseeteseete e esetesetesseteseesese et eseeseae s eaessesesseseseesetesetesneeeanen 15 %
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 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage............c.ccccocveveuene.... 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
01/06/2021 63542 0
01/22/2021 63542 0
02/01/2021 22914
Totals » | 18(h) 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. 19a
b Contributions made to avoid restrictions adjusted to VAIUAHON TALE ................oeieeveeeeeeeeeeeeeeeeee oo 19b
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19c
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 (4) 4th
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Part V |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

1st segment:
3.64 %

2nd segment:
521 %

3rd segment:
5.94 %

a Segment rates:

D N/A, full yield curve used

b Applicable month (enter code)

21b

4

22 Weighted average retirement age

22

66

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 1056101
b Excess assets, if applicable, but not greater than liNE 31a ..........cceeveveveveviriveeeceeeeeieeete oo es e sennes 31b 1056101
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 0 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 1477734
[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 1477734
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




SCHEDULE C Service Provider Information OM8 No. 12100110

(Form 5500) 2020
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
This Form is Open to Public
Department of Labor .
Employee Benefits Security Administration b File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2020 or fiscal plan year beginning  01/01/2020 and ending  12/31/2020
A Name of plan B Three-digit
ONCOLOGY/HEMATOLOGY CARE, INC. DEFINED BENEFIT PLAN plan number (PN) 3 004
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ONCOLOGY/HEMATOLOGY CARE, INC. 31-1106418

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. .............. D Yes No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2020
v. 200204
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500)

2020

Page3-| 1

2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation

(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

SMS RETIREMENT

by the plan. If none,

(d)
Enter direct
compensation paid

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
Sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

31-1140818
(b) (c)
Service Relationship to
Code(s) |employer, employee
organization, or
person known to be
a party-in-interest
11 NONE

35000

Yes |:| No

Yes |:| No |:|

Yes |:| No |:|

(a) Enter name and EIN or address (see instructions)

FIDELITY BROKERAGE SERVICE LLC

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

(f). If none, enter -0-.

compensation for which you
answered “Yes” to element

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes |:| No |:|

Yes |:| No |:|

() Enter name and EIN or address (see instructions)

04-3523439
(b) (c) (d) (€)
Service Relationship to Enter direct Did service provider
Code(s) |employer, employee | compensation paid receive indirect
organization, or  |by the plan. If none,| compensation? (sources
person known to be enter -O-. other than plan or plan
a party-in-interest sponsor)
28 NONE 14933
Yes |:| No
(b) (c) (d) (€)
Service Relationship to Enter direct Did service provider
Code(s) |employer, employee | compensation paid receive indirect

organization, or
person known to be
a party-in-interest

by the plan. If none,

other than plan or plan

(f)

Did indirect compensation

(¢)]

Enter total indirect

compensation? (sources

enter -0-.

sponsor)

include eligible indirect
compensation, for which the
plan received the required
disclosures?

compensation received by
service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes |:| No |:|

Yes |:| No |:|

Yes |:| No |:|
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

(b) ©) (d) e o (0 _ @ ON
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -O-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
Yes|:| No|:| Yes|:| No|:| Yes|:| No|:|
(a) Enter name and EIN or address (see instructions)

(b) ©) (d) e AU _ @ ON
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -O-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
Yes|:| No|:| Yes|:| No|:| Yes|:| No|:|
() Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes |:| No |:|

Yes |:| No |:|

Yes |:| No |:|
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) service Codes (¢) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) service Codes (¢) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) service Codes (¢) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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| Part I | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE H Financial Information

(Form 5500)

Department of the Treasury

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

OMB No. 1210-0110

2020

This Form is Open to Public

» File as an attachment to Form 5500. Inspection

For calendar plan year 2020 or fiscal plan year beginning 01/01/2020

and ending  12/31/2020

A Name of plan
ONCOLOGY/HEMATOLOGY CARE, INC. DEFINED BENEFIT PLAN

B  Three-digit
plan number (PN) 4 004

C Plan sponsor’s name as shown on line 2a of Form 5500
ONCOLOGY/HEMATOLOGY CARE, INC.

D Employer Identification Number (EIN)
31-1106418

Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |IEs do not complete lines 1b(1), 1b(2), 1c(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 |Es also do not complete lines 1d and 1e. See instructions.

Assets

(a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ...........ccoouiiiiiiiiiii e la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYETr CONTDULIONS ....v.voveveveveeeeccececeeteteieses e 1b(1) 145830 149997
(2) Participant CONtHBULONS...............coevevreeeereeeseeeeeeseseeseses s 1b(2)
)T 13T OSSO 1b(3)
C General investments:
O deposiy e e o | 1@ 30398 31168
(2) U.S. Government securities 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEfEITEA ..ottt 1c(3)(A)
(B) AllOTNEI ...ttt 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIEfEITEA ..ottt lc(4)(A)
(B) COMMON ...ttt n s naneneenas 1c(4)(B)
(5) Partnership/joint VENUre INtEIESES ............oeeveveveiieereeereeeeeeeeeissenenenees 1c(5)
(6) Real estate (other than employer real property) 1c(6)
(7) Loans (other than to participants) 1c(7)
(8) PArtiCIPANT IOANS .........coveeeeeeieeeieeeeeseeeeeeesee et enessesaee et s s enenneeeees 1c(8)
(9) Value of interest in common/ColleCtiVe trUSES ............c..cvrvereerereererrrenen. 1c(9)
(10) Value of interest in pooled separate aCCOUNtS ..............cccverveverrerererrenen. 1c(10)
(11) Value of interest in master trust investment acCouNtS.............cococeveven.... 1c(11)
(12) Value of interest in 103-12 investment €Ntities .............ccceeeeeveverenans 1c(12)
(13) \f/ueggg)of interest in registered investment companies (e.g., mutual 1c(13) 2102189 4274539
(14) Value of funds held in insurance company general account (unallocated |1
[o10] 1= To1 ) OO P PP OPPPPTPN
(15) ONBI ...ttt ettt ettt na bbb saesa e ene s 1c(15) 2172108 2108094

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

Schedule H (Form 5500) 2020
v. 200204
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1d

Employer-related investments:

(1) Employer securities

(2) Employer real property
Buildings and other property used in plan operation ............cccoccoiieieieniniines
Total assets (add all amounts in lines 1a through 1€) .........ccccceeeeeeiiiiiinnenn.
Liabilities
Benefit claims payable ..............oooo e
Operating PaYabIES .........ceiii i
ACQUISItION INAEDIEANESS.....cciiiiiiiiiiii e
Other Iabilities. .........coiiiiiiii e
Total liabilities (add all amounts in lines 1g throughlj).........ccccccveeiiiiiinnneen.
Net Assets

Net assets (subtract line 1k from line 1f).......cccuvieiiiiiiiiie s

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

le

1f

4450525

6563818

19

1h

1i

1j

1k

u |

4450525

6563818

Part Il [Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not

a

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) Employers ........cccceevcveennnee.
(B)  PartiCIPANES ...ccuvieiiiiiie ettt
(C) Others (including rollOVErS)..........cuuieiiiiiiiiieeiiee e
(2) Noncash CONIBULIONS .........uvviiiiee e e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) .............
Earnings on investments:

(1) Interest:

(A) Interest-bearing cash (including money market accounts and
certificates of dePOSIL).........uveiiiiiiiiiiiiiee e

(B) U.S. GOVEINMENE SECUNMTIES ...vvvvveeeeiiiiiiiieeeeeiiiieereeessnineneeeeeesenees
(C) Corporate debt INStrUMENTS .........cceveiiiiiiiiieeie e
(D) Loans (other than to partiCipants) ..........ccouueeerieieeniieeniieeenieeeeine
(E) PartiCipant 08NS .........ccoiiiiiiiiiieiiiie et
[ T ¢ 2 =] (P SRRSO
(G) Total interest. Add lines 2b(1)(A) through (F).......ccocveivniiiiiiiiennnns

(2) Dividends: (A) Preferred StOCK.........c.vvvivieiiiiiiiiiee e
(B) COMMON STOCK .eceieiiiiiee e e ettt e e e e e s e e e e e s nnae e e e e e ennnees
(C) Registered investment company shares (e.g. mutual funds)..........
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)

(B) RENES et e e e e e e e rrr e e e e e

(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds
(B) Aggregate carrying amount (See instructions)..............cccuee..
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..............

(5) Unrealized appreciation (depreciation) of assets: (A) Real estate.....................

(B)  OtNEI ettt a e

(C) Total unrealized appreciation of assets.
Add lines 2b(5)(A) and (B) .....ueeeeeeeiiiiiiieee e

(a) Amount

(b) Total

2a(1)(A)

1525000

2a(1)(B)

2a(1)(C)

2a(2)

2a(3)

1525000

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

2b(1)(F)

2b(1)(G)

2b(2)(A)

2b(2)(B)

2b(2)(C)

39788

2b(2)(D)

2b(3)

39788

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)
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(a) Amount (b) Total

(6) Net investment gain (loss) from common/collective trusts....................... 2b(6)

(7) Net investment gain (loss) from pooled separate accounts...................... 2b(7)

(8) Net investment gain (loss) from master trust investment accounts .......... 2b(8)

(9) Netinvestment gain (loss) from 103-12 investment entities..................... 2b(9)

(10) Net inve.stment gain (loss) from registered investment 2b(10)
companies (e.g., mutual fundS) .........coooiiiiiiiiii e
C OtheriNCOME ...c.eeiiiiiiiie e 2c 599517
d Total income. Add all income amounts in column (b) and enter total.................... 2d 2164305
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers............. 2e(1)

(2) To insurance carriers for the provision of benefits ...........ccooccviiiininiinns 2e(2) 0

(B) OUNET .ot seen e 2¢e(3) 0

(4) Total benefit payments. Add lines 2e(1) through (3) ........ccceeveerverreerurenn. 2e(4) 0
f  Corrective distributions (S€e INSITUCHONS) .........cccoveveveveverereeeeeeeieeeeeseseneiena 2f 0
g Certain deemed distributions of participant loans (see instructions)............... 29 0
N INEIESE EXPENSE . ...eceveeeeeeeeeee ettt 2h 0
i Administrative expenses: (1) Professional fees ............cccocoeeeeevevrererenennns 2i(1) 35000

(2) Contract admiNiStrator fEES ........ccuuviiiiiei e 2i(2) 14933

(3) Investment advisory and management fees ..........cccuveveieiiiiiiiiiie e 2i(3) 0

() OUNET ..ottt ee e 2i(4) 1079

(5) Total administrative expenses. Add lines 2i(1) through (4) .........cccoueun.n. 2i(5) 51012
i Total expenses. Add all expense amounts in column (b) and enter total....... 2j 51012

Net Income and Reconciliation

K Netincome (loss). Subtract line 2j from N 2d ...........ccowwmmeerveeeeeessssssssssssssesee 2k 2113293
| Transfers of assets:

(1) TOHhIS PIAN.....ceeveeeeeeee ettt 21(2)

(2) From this plan .. 21(2)
Part Il Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
1) [X| unmodified @ [ ] Qualified (3)[ ] Disclaimer @) [ ] Adverse

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2) if the audit was
performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither.

Q) D DOL Regulation 2520.103-8 (2) |X| DOL Regulation 2520.103-12(d) (3) D neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: CLARK SCHAEFER HACKETT & CO. (2) EIN: 31-0800053

d The opinion of an independent qualified public accountant is not attached because:
2) D This form is filed for a CCT, PSA, or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

’ Part IV |Comp|iance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4q, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4. MTIAs also do not complete line 4l.

During the plan year: Yes No Amount

a  Was there afailure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.) .................. 4a X
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Yes No Amount
b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
Lo (L= A=Y 1) TSROSO 4b X
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .......cccccvveeeeiiiiviineeeeiiinnns 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if “Yes” is
[ QT=Yet =T 1) RSO RR 4d X
€  Was this plan covered by a fidelity DONA? ... 4e X
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
fraud OF DISNONESTY? ....eiiiiiieiiee ettt e et e ea et e st e e e e e e bt e e anbeeeens Af X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiSer? .........ccccceeervvieeniieeniieeenieeeenns 4g X
h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser? .................. 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for format rEQUIrEMENTS.).......ciuiiiiiii ettt e e a e e e e e e e e reeeaeaeas 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked and
see instructions for format reQUIrEMENTS.).....c.ooii it e et e et r e e e e eaeereeeaeaeas 4j X
K Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control Of the PBGC? ..........uiiiiiiiiiiiieiiiie et 4k X
I Has the plan failed to provide any benefit when due under the plan? ............cccooiiiiiiiic e, 4
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.1070-3.) 1ttt h et R bt e b et e e b e e e bt e e bttt e e aa et e nnr e e e anteeeenn am
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3...........ccoveiiiiiiiieieeenaniiieeenn 4n
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes @ No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
5b  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.)

5b(1) Name of plan(s)

5b(2) EIN(S)

5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and

(1S (0 Tox11o] 1 3 PSPPI
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year 4280010

Yes |:|No |:|Not determined




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500) 2020
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
o 6058(a) of the Internal Revenue Code (the Code). This Form is Open to Public
epar_tment of_Labor o ] Inspection
Employee Benefits Security Administration D File as an attachment to Form 5500. .
Pension Benefit Guaranty Corporation
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending 12/31/2020
A Name of plan B Three-digit
ONCOLOGY/HEMATOLOGY CARE, INC. DEFINED BENEFIT PLAN plan number
(PN) » 004
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ONCOLOGY/HEMATOLOGY CARE, INC. 31-1106418
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0

LTS3 (0110 PPN

2 Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):

EIN(s): 75-3182674

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3 0

Part 11 Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? ..........coovvveeennn. D Yes No D N/A
If the plan is a defined benefit plan, go to line 8.

5  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 ruling letter granting the waiver. Date: Month Day Year

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding
deficiency not waived) ................................................................................................................................ 6a
b  Enter the amount contributed by the employer to the plan for this plan Year ..............cccoeveeeveveveveveeeeeennnss 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ Negative amMOUNt).............ooiiiiiiiii e 6C
If you completed line 6¢, skip lines 8 and 9.
7 will the minimum funding amount reported on line 6¢ be met by the funding deadline?...............c.ccccoeveevrevernnnn. [] ves [] No ] wa

8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree With the ChaNGE? .........oii i et e I:I Yes D No N/A

Part Ill Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan

year that increased or decreased the value of benefits? If yes, check the appropriate
bOX. 1f N0, ChECK the “NO” DOX......c.eveeeeeriveieieeeees e ee et ees st e s D Increase D Decrease D Both No

| Part IV | ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.............. D Yes D No
11 @ Doesthe ESOP hold @ny Prefermed SLOCK? ....... ..o iwiieeeeeeeseeseee s eee e e s ees e s s e eee e s e et es e ee s en e D Yes D No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “DACK-t0-DACK” I0AN.) ......uuiiiieiiiiiii e e e e e e e e e e e e e e e snnreeeeeeeeannnes
12 Does the ESOP hold any stock that is not readily tradable on an established securities Mmarket?.............cccccoveeevecereeeeeeeeeeceeeene D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2020

v. 200204
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production |:| Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production |:| Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production |:| Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production |:| Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production |:| Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly |:| Weekly D Unit of production |:| Other (specify):
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14  Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employer |:| alternative |:| reasonable approximation (see 14a
instructions for required AttACNMENT)..........oi i e e e s e e e e e e sate b e e e e e e e sbbbreeeaeeeannnrnneas

b The plan year immediately preceding the current plan year. D Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment).............cccccveeiieiiiieeenenn.

C The second preceding plan year. D Check the box if the number reported is a change from what was 14c¢
previously reported (see instructions for required attaChMENT)........uuuiiiiiiiiii it e e e e s s r e e e e sannes

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year............cccccceevneen. 15a

b The corresponding number for the second preceding PIAN YA .............c.c.covrvevererireeeeeerereeeeeeeseerenesenennen 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year ........c.ccccccoieiiiiiiiiineeeeenns 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against SUCh WIthdrawn EMPIOYEIS ... .o ittt e e e e s et reaeessabbeeraeessanbbbeeeaeasannneneas

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attAChMENT. ........ i e e s e e a s e e

| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental
information to be INCluded as @n AtEACHIMENL............c.i i ettt h e e s e e r e et et e en e e san e e R e e e et e s st e e n e e s bn e e eeesneenneeennees D

19 If the total number of participants is 1,000 or more, complete lines (a) through (c)
a  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %
b  Provide the average duration of the combined investment-grade and high-yield debt:
|:| 0-3 years |:| 3-6 years D 6-9 years D 9-12 years D 12-15 years D 15-18 years |:| 18-21 years |:| 21 years or more
C  What duration measure was used to calculate line 19(b)?
|:| Effective duration |:| Macaulay duration |:| Modified duration D Other (specify):

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? D Yes D No
b Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:
D Yes.
D 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.
D 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.
D No. Other. Provide explanation
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One East Fourth Street, Suite 1200, Cincinnati, Ohio 45202
BUSINESS ADVISORS P 513.241.3111 | F 513.241.1212

INDEPENDENT AUDITORS' REPORT

To the Participants and Administrator of the
Oncology/Hematology Care, Inc. Defined Benefit Plan

Report on the Financial Statements

We have audited the accompanying financial statements of the Oncology/Hematology Care, Inc. Defined Benefit
Plan, which comprise the statements of net assets available for benefits as of December 31, 2020 and 2019, and
the related statements of changes in net assets available for benefits for the years then ended, and the related
notes to the financial statements.

Management’s Responsibility for the Financial Statements

Management is responsible for the preparation and fair presentation of these financial statements in accordance
with accounting principles generally accepted in the United States of America; this includes the design,
implementation, and maintenance of internal control relevant to the preparation and fair presentation of financial
statements that are free from material misstatement, whether due to fraud or error.

Auditors’ Responsibility

Our responsibility is to express an opinion on these financial statements based on our audits. We conducted our
audits in accordance with auditing standards generally accepted in the United States of America. Those
standards require that we plan and perform the audit to obtain reasonable assurance about whether the financial
statements are free from material misstatement.

An audit involves performing procedures to obtain audit evidence about the amounts and disclosures in the
financial statements. The procedures selected depend on the auditors’ judgment, including the assessment of the
risks of material misstatement of the financial statements, whether due to fraud or error. In making those risk
assessments, the auditor considers internal control relevant to the Plan’s preparation and fair presentation of the
financial statements in order to design audit procedures that are appropriate in the circumstances, but not for the
purpose of expressing an opinion on the effectiveness of the Plan’s internal control. Accordingly, we express no
such opinion. An audit also includes evaluating the appropriateness of the accounting policies used and the
reasonableness of significant accounting estimates made by management, as well as evaluating the overall
presentation of the financial statements.

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for our audit
opinion.

Opinion

In our opinion, the financial statements referred to above present fairly, in all material respects, information
regarding the Plan’s net assets available for benefits as of December 31, 2020 and the changes therein for the
year then ended, and its financial status as of December 31, 2019 and changes therein for the year then ended,
in accordance with accounting principles generally accepted in the United States of America.

cshco.com



Report on Supplemental Information

Our audits were conducted for the purpose of forming an opinion on the financial statements as a whole. The
accompanying supplemental schedule of assets (held at end of year) as of December 31, 2020 and the
supplemental schedule of reportable transactions for the year ended December 31, 2020 are presented for the
purpose of additional analysis and are not a required part of the financial statements but are supplemental
information required by the Department of Labor’'s Rules and Regulations for Reporting and Disclosure under the
Employee Retirement Income Security Act of 1974. Such information is the responsibility of the Plan’s
management and was derived from and relates directly to the underlying accounting and other records used to
prepare the financial statements. The information has been subjected to the auditing procedures applied in our
audits of the financial statements and certain additional procedures, including comparing and reconciling such
information directly to the underlying accounting and other records used to prepare the financial statements or to
the financial statements themselves, and other additional procedures in accordance with auditing standards
generally accepted in the United States of America. In our opinion, the information is fairly stated in all material
respects in relation to the financial statements as a whole.

g/ﬁ/ Stk HickeH 165

Cincinnati, Ohio
September 23, 2021



Assets:
Investments at fair value:

Money market fund
Mutual funds

Receivable:
Employer contributions

Net assets available for benefits

Oncology/Hematology Care, Inc. Defined Benefit Plan
Statements of Net Assets Available for Benefits
December 31, 2020 and 2019

2020 2019
$ 31,188 30,398
6,382,633 4,274,297
6,413,821 4,304,695
149,997 145,830
$ 6,563,818 4,450,525

See accompanying notes to the financial statements.
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Oncology/Hematology Care, Inc. Defined Benefit Plan
Statements of Changes in Net Assets Available for Benefits
Years Ended December 31, 2020 and 2019

2020 2019
Additions to net assets:
Interest and dividend income $ 39,788 47,713
Net appreciation in fair value of investments 599,517 481,206
Employer contributions 1,525,000 1,475,000
2,164,305 2,003,919
Deductions from net assets:
Benefit payments - 464,160
Administrative expenses 51,012 8,737
51,012 472,897
Net increase 2,113,293 1,531,022
Net assets available for benefits:
Beginning of year 4,450,525 2,919,503
End of year $ 6,563,818 4,450,525

See accompanying notes to the financial statements.
4



Oncology/Hematology Care, Inc. Defined Benefit Plan
Notes to the Financial Statements
December 31, 2020 and 2019

1. PLAN DESCRIPTION:

The following is a brief description of the Oncology/Hematology Care, Inc. Defined Benefit Plan (the Plan)
which was established on January 1, 2017. Participants should refer to the Plan agreement for a
complete description of the Plan’s provisions.

General

The Plan is a cash balance defined benefit plan providing retirement, disability, and death benefits to all
eligible partners and is subject to the provisions of the Employee Retirement Income Security Act of 1974,
as amended (ERISA). The Plan sponsor is Oncology/Hematology Care, Inc. (the Company). The Plan
includes all employees who were actively employed by the Company on January 1, 2017. Thereafter,
employees are eligible to participate in the Plan on January 1 or July 1 after completing one year of
service and are 21 years of age.

Floor offset provision
The Company instituted a floor offset provision in the Plan, whereby benefits payable to Plan participants
are offset by benefits provided by The US Oncology Clinical 401(k) Plan.

Participant’s accounts

Under the Plan provisions, annual employer contributions, as determined each year by an actuary, are
credited by the Company to the participants Cash Balance Account based on their group classification as
follows:

Group 1: $240,000 plus 3% of compensation
Group 2: $160,000 plus 3% of compensation
Group 3: $130,000 plus 3% of compensation
Group 4: $120,000 plus 3% of compensation
Group 5: $100,000 plus 3% of compensation
Group 6: $50,000 plus 3% of compensation
Group 7: $25,000 plus 3% of compensation
Group 8: 3% of compensation

Each participant’s accrued benefit shall be reduced by the Company contribution made on behalf of each
participant to The US Oncology Clinical 401(k) Plan. However, the reduction shall not be greater than the
benefit created by the contribution credits of 3% of compensation for such Plan year. The maximum
monthly benefit is the lesser of $17,917 or 100% of the highest thirty-six consecutive months of monthly
compensation, subject to service requirements. Salary based contributions credits are applied to current
compensation.

Vesting

The vested percentage of your benefit is based on total years of service from date of initial employment.
Participants with less than 3 years of service are not vested; participants are 100% vested in their Cash
Balance Account after they have completed 3 years of service or have reached the normal retirement age
of 65.



Oncology/Hematology Care, Inc. Defined Benefit Plan
Notes to the Financial Statements
December 31, 2020 and 2019

Funding policy

The Plan’s funding policy is for the Company to contribute an amount which will meet or exceed the
annual ERISA minimum funding requirement. Contributions of $1,525,000 and $1,475,000 were made
for the 2020 and 2019 plan years, respectively.

The Company’s contributions for 2020 and 2019 exceeded the minimum funding requirements of ERISA.

Although it has not expressed any intention to do so, the Company has the right under the Plan to
discontinue its contributions at any time and to terminate the Plan subject to the provisions set forth in
ERISA.

Pension benefits

Benefits are determined based on the participant’'s Cash Balance Account. Plan participants are eligible
for their plan benefit after attainment of normal retirement age, total and permanent disability, completion
of 10 years of participation or upon termination of employment. A spouse or other named beneficiary of
an active or terminated participant is eligible for a benefit upon the participant’s death prior to benefit
commencement. Benefit payments are made in the form of a lump sum payment equity to the
participant’s Cash Balance Account, or its actuarial equivalent if payment is made in a form other than a
lump sum payment.

2. SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES:
The following is a brief description of the significant accounting policies of the Plan.

Basis of accounting
The financial statements of the Plan have been prepared on the accrual basis.

Investment valuation and income recognition

Investments are reported at fair value. Fair value is the price that would be received to sell an asset or
paid to transfer a liability in an orderly transaction between market participants at the measurement date.
The Plan's Investment Committee determines the Plan's valuation policies utilizing information provided
by the investment advisers, custodians and insurance company.

Purchases and sales of securities are recorded on a trade-date basis. Interest income is recorded on the
accrual basis. Dividends are recorded on the ex-dividend date. Net appreciation includes the Plan’s gains
and losses on investments bought and sold as well as held during the year.

Use of estimates

The preparation of financial statements in accordance with accounting principles generally accepted in
the United States of America requires management to make estimates and assumptions that affect the
reported amounts of assets, liabilities, and changes therein; disclosure of contingent assets and liabilities;
and the actuarial present value of accumulated plan benefits at the date of the financial statements, and
changes therein. Actual results could differ from those estimates.

Payment of benefits
Benefit payments are recorded when paid to participants.



Oncology/Hematology Care, Inc. Defined Benefit Plan
Notes to the Financial Statements
December 31, 2020 and 2019

Expenses
Certain expenses of maintaining the Plan are paid directly by the Company and are excluded from these
financial statements.

Subsequent events
The Plan has evaluated subsequent events through the report date, the date the financial statements
were available to be issued.

3. ACTUARIAL PRESENT VALUE OF ACCUMULATED PLAN BENEFITS:

Accumulated plan benefits are those future periodic payments, including lump sum distributions that are
attributable under the Plan’s provisions to the service employees have rendered. Accumulated plan
benefits include benefits expected to be paid to (a) retired or terminated employees or their beneficiaries,
(b) beneficiaries of employees who have died, and (c) present employees or their beneficiaries. Benefits
under the Plan are accumulated based on employees’ compensation during each year of credited
service. The accumulated plan benefits for active employees will equal the accumulation, with interest, of
the annual benefit accruals as of the benefit information date. Benefits payable under all circumstances —
retirement, death, disability, and termination of employment — are included, to the extent they are deemed
attributable to employee service rendered to the valuation date.

The actuarial present value of accumulated plan benefits is determined by an independent actuary and is
the amount that results from applying actuarial assumptions to adjust the accumulated plan benefits to
reflect the time value of money (through discounts for interest) and the probability of payment (by means
of decrements such as for death, disability, withdrawal, or retirement) between the valuation date and the
expected date of payment. The significant assumptions underlying the actuarial computations are as
follows:

(a) life expectancy of participants — IRS 2020 and 2019 Static Mortality Table with separate tables for
annuitants and non-annuitants, as prescribed by Treasury regulation section 1.430(h)(3)-1(b),

(b) retirement age — normal retirement on the first of the month next following the month a participant
attains age 65 and accumulates 5 years of participation for the 2020 and 2019 Plan years and

(c) interest crediting rate of 4% in 2020 and 2019.

The foregoing actuarial assumptions are based on the presumption that the Plan will continue. Were the
Plan to terminate, different actuarial assumptions and other factors might be applicable in determining the
actuarial present value of accumulated plan benefits. The computations of the actuarial present value of
accumulated plan benefits were made as of January 1, 2020. Had the valuations been performed as of
December 31, 2020, there would be no material differences.



Oncology/Hematology Care, Inc. Defined Benefit Plan

The accumulated plan benefit information is as follows:

Accumulated plan benefits:
Vested benefits — active participants
Non-vested benefits

Total actuarial present value of accumulated plan benefits
The changes in the accumulated plan benefits are as follows:

Actuarial present value of accumulated plan benefits
at January 1, 2019

Increase (decrease) attributable to:
Benefits accumulated
Interest
Assumption changes
Benefits paid
Net increase

Actuarial present value of accumulated plan benefits
at January 1, 2020

4. FAIR VALUE MEASUREMENTS:

Notes to the Financial Statements
December 31, 2020 and 2019

January 1, 2020

$ 4,294,870

$ 4,294,870

$ 3,170,991

1,473,968
117,556

(3,485)

(464,160)
1,123,879

$ 4,294,870

The framework for measuring fair value provides a fair value hierarchy that prioritizes the inputs to

valuation techniques used to measure fair value. The hierarchy gives the highest priority to unadjusted
quoted prices in active markets for identical assets or liabilities (level 1 measurements) and the lowest
priority to unobservable inputs (level 3 measurements). The three levels of the fair value hierarchy are

described below.

Level 1 Inputs to the valuation methodology are unadjusted quoted prices for identical assets or

liabilities in active markets that the Plan has the ability to access.

Level 2 Inputs to the valuation methodology include:

¢ Quoted prices for similar assets or liabilities in active markets

¢ Quoted prices for identical or similar assets or liabilities in inactive markets;
¢ Inputs other than quoted prices that are observable for the asset or liability;
e Inputs that are derived principally from or corroborated by observable market data

by correlation or other means.

If the asset or liability has a specified (contractual) term, the level 2 input must be

observable for substantially the full term of the asset or liability.

Level 3 Inputs to the valuation methodology are unobservable and significant to the fair value

measurement.



Oncology/Hematology Care, Inc. Defined Benefit Plan
Notes to the Financial Statements
December 31, 2020 and 2019

The asset or liability’s fair value measurement level within the fair value hierarchy is based on the lowest
level of any input that is significant to the fair value measurement. Valuation techniques used need to
maximize the use of observable inputs and minimize the use of unobservable inputs.

Following is a description of the valuation methodologies used for assets measured at fair value.

Mutual funds: Valued at the quoted daily closing price as reported by the fund. Mutual funds held by
the Plan are open-end mutual funds that are registered with the Securities and Exchange
Commission. These funds are required to publish their daily net asset value (NAV) and to transact at
that price. The mutual funds held by the Plan are deemed to be actively traded.

Money market fund: The carrying value approximates fair value.

The methods described above may produce a fair value calculation that may not be indicative of net
realizable value or reflective of future fair values. Furthermore, while the Plan believes its valuation
methods are appropriate and consistent with other market participants, the use of different methodologies
or assumptions to determine the fair value of certain financial instruments could result in a different fair
value measurement at the reporting date.

The following table sets forth by level, within the fair value hierarchy, the Plan’s investments at fair value
as of December 31, 2020.

Investments at fair value as of December 31, 2020

Fair Value Level 1 Level 2 Level 3

Money market fund $ 31,188 31,188 - -

Mutual funds 6,382,633 6,382,633 - -
Total investments at

fair value $ 6,413,821 6,413,821 - -

The following table sets forth by level, within the fair value hierarchy, the Plan’s investments at fair value
as of December 31, 2019.

Investments at fair value as of December 31, 2019

Fair Value Level 1 Level 2 Level 3

Money market fund $ 30,398 30,398 - -

Mutual funds 4,274,297 4,274,297 - -
Total investments at

fair value $ 4,304,695 4,304,695 - -




Oncology/Hematology Care, Inc. Defined Benefit Plan
Notes to the Financial Statements
December 31, 2020 and 2019

5. PLAN TERMINATION:

While the Company has not expressed any intent to discontinue its contributions, it is free to do so at any
time, subject to penalties set forth by ERISA. In the event such discontinuance results in the termination
of the Plan, the Plan provides that the net assets of the Plan shall be allocated among the participants
and beneficiaries of the Plan in order provided for by ERISA, and any amounts remaining after said
allocation will be returned to the Company. To the extent unfunded vested benefits exists, ERISA
provides that such benefits are payable by the Pension Benefit Guaranty Corporation (PBGC) to
participants, up to specified limitations, as described in ERISA.

The Company intends to continue the Plan indefinitely for the benefit of the participants but reserves the
right to terminate the Plan at any time by resolution of its Board of Directors. In the event the Plan is
terminated, Plan assets are distributed to participants in accordance with the Plan agreement.

6. RISKS AND UNCERTAINTIES:

Plan contributions are made, and the actuarial present value of accumulated plan benefits are reported
based on certain assumptions pertaining to interest rates, inflation rates, and employee demographics, all
of which are subject to change. Due to uncertainties inherent in the estimations and assumptions
process, it is at least reasonably possible that changes in these estimates and assumptions in the near
term would be material to the financial statements.

7. RELATED PARTY TRANSACTIONS:

Certain Plan investments are mutual and money market funds managed by Fidelity Investment Company.
Fidelity Investment Company is the custodian as defined by the Plan and, therefore, these transactions
qualify as party in interest transactions.

8. TAX STATUS OF THE PLAN:

The Plan obtained its latest determination letter dated March 14, 2019, in which the Internal Revenue
Service stated that the Plan, as then designed, was in compliance with the applicable requirements of the
Internal Revenue Code (IRC). The Plan is currently being operated in compliance with the applicable
requirements of the IRC. Therefore, no provision for income taxes has been included in the Plan’s
financial statements.

9. PLAN OPERATIONS IMPACTED BY COVID-19:

On March 11, 2020, the World Health Organization declared the novel coronavirus (COVID-19) outbreak
a pandemic which has impacted the financial markets and global economy. The COVID-19 pandemic is
on-going and the duration and extent of the related financial impact on the Plan’s net assets available for
benefits and changes in net assets available is uncertain and cannot be reasonably estimated at this
time.
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Oncology/Hematology Care, Inc. Defined Benefit Plan
EIN 31-1106418 Plan #004
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

December 31, 2020

(b) (c) (d) (e)

Description of investment

Identity of issue, including maturity date,

*

*

borrower, lessor or rate of interest, collateral, Current
similar party par or maturity value Cost Value
Mutual Funds:

MFS International Diversification R6 Mutual fund $ 322992 $§ 376,224
T Rowe Price Blue Chip Growth Income Fund Mutual fund 469,288 677,767
Fidelity Total Bond Fund Mutual fund 559,186 584,900
PIMCO International Bond Fund Mutual fund 381,391 390,379
PIMCO Income Fund Institutional Class Mutual fund 547,302 547,848
PGIM Total Return Bond Fund Class Z Mutual fund 564,217 588,414
Thornburg Strategic Income Fund Class | Mutual fund 575,021 602,337
Thornburg LTD Term Income Mutual fund 507,036 506,670
iShares S&P 500 Index Mutual fund 537,038 681,708
iShares Core S&P Mid Cap ETF Mutual fund 235,582 296,940
iShares Russell 3000 Value Index Mutual fund 544,729 612,385
Vanguard Small-Cap Index Fund Mutual fund 266,711 344,584
iShares Dec 2021 Term Corporate ETF Mutual fund 170,246 172,477
6,382,633

Money Market Fund:

Fidelity Government Cash Reserves

Party-in-interest

Money market fund

$

31,188

31,188

$ 6,413,821
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Oncology/Hematology Care, Inc. Defined Benefit Plan
EIN 31-1106418 Plan #004

Schedule H, line 4j - Schedule of Reportable Transactions
Year Ended December 31, 2020

(h)

(a) Current
Identity (c) (d) (9) Value on (i)
of Party (b) Purchase Selling Cost of Transaction Net
Involved Description of Asset Price Price Asset Date Gain/(Loss)
Single Transactions in Excess of 5 Percent of the Plan Assets
$ 370,000 - -$ 370,000 -

Market Thornburg LTD Term Income

12
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Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

1210-0088
Department of the Treasury This form is required to be filed for employee benefit plans under sections 104
Internal Revenue Service and 4065 of the Empioyee Retirement Income Security Act of 1974 (ERISA) and
Department of Labor sections 6057(b), and 6058{a) of the Internal Revenue Code {the Code}. 2 0 2 0
Employee Benefits Security

Administration >  Complete all entries in accordance with
the Instructions to the Form 5500.

Pension Benefit Guaranty Corporation This Form is Open to Public

Inspection
| Part 1| 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 muitiemployer plan; I:l a mlIJIFipIEf-emponer ple.m (Filers- chfecking this box n.aust attach a-a list of.
participating employer information in accordance with the form instructions.)
E| a single-employer plan; a DFE (specify) _
B This returni/report is: the first return/report; the final return/report;
|:| an amended returnfreport; D a short plan year return/report (less than 12 months).
C Ifthe plan is a collectively-bargained plan, check here @GR  EQ E GG @ &M GRS A KGR E KW MG A B MR > D
D Check box if filing under: EI Form 5558; |:| automatic extension; D the DFVC program;
D special extension {enter description}
|Partil| Basic Plan Information -— enter all requested information
1a Name of plan 1b Three-digit plan
ONCOLOGY /HEMATOLOGY CARE, INC. DEFINED BENEFIT PLAN number (PN) » 004
- 1¢C Effective date of plan
01/01/2017
2a Plan sponsor's name {employer, if for a single-employer plan) 2b Employer Identification
M_ailing address (include room, apt,, suite no. and street or P.O. Box) _ ‘ . Number (EIN)
City or town, staie or province, country, and ZIP or foreign postal code (If foreign, see instructions) 31-1106418
ONCOLOGY /HEMATOLOGY CARE, INC. 2c Plan Sponser's telephone
number
(513) 751-2145
5053 WOOSTER ROAD 2d Business code {see
instructions)
US CINCINRATI OH 45226 621111

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 returnireport, including accompanying schedules,
statements and attachments, as well as the electronic version of this returnfreport, and to the best of my knowledge and belief, it is frue, correct, and complete.

" =

I's'lIEGRNE M y[D/N /,;1) 7{| Robert Barriger

Signature of plan administrator Date Enter name of individual signing as plan administrator
V?M%c_ﬁ&ﬁ’ Vo/11/ip | sovert secssaes

Slgnature of employen’plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE

Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 {2020)

v. 200204



Form 5500 (2020)

Page 2

3a Plan administrator's name and address E| Same as Plan Sponsor

3b Administrator's EIN

3c Administrator's telephone

number
4 I the name and/or EIN of the plan sponsor or the plan name has changed since the lasi return/report filed for this plan, 4b EIN
enter the plan sponsor's name, EIN and the plan name and the plan number from the last returnireport:
a Sponsor's name 4d PN
C Plan name
5 Total number of participants at the beginning of the plan year 5 | 179
6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6c, and 6d).
a(1) Total number of active participants at the beginning of the plan year E I E . s . v .« . . . |6a(1) 179
a{2) Total number of active participants at the end of the plan year ol e e e . . . . |6a(2) 164
b Retired or separated participants receiving benefits "B EIE r 3 s s+« « .+ . . .| 6b 0
¢ Ofther retired or separated parlicipants entitled to future benefits .. . T . - 0
d Subtotal. Add lines 6a(2), 6b,and6c. . . . . . . . . B E : . S I 1 164
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits e h e e e v v . .| Ge 0
f Total. AddlinesBdandBe . . . . .« 4 4 4 4 o+ o4 s w4 e s d B B e e e .. .| 6F le4
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete thisitem) . + « « + & v v 0 e 0 e e e e e e e e v . . .+ . « .| 69
h Number of participants who terminated employment during the plan year with accrued benefits that were
lessthan 100% vested + « « « « &+« 4 e e+ e e e 4 . .o . v+ « . .| 6h 0
7 Enter the total number of employers obligated to ceniribute 1o the plan {only multiemployer plans complete this item) 7

8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characferistics Codes in the instructions:

1a 1B 1¢ 1D 3D

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

9a Plan funding arrangement (check all that apply)

9b Plan benefit arrangement (check all that apply)

{1) Insurance (4] Insurance

(2) Caode section 412{e){3) insurance confracts (2) Code section 412(e)(3) insurance contracts
{3} Trust (3) Trust

{4) General assets of the sponsor {4} General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

a Pension Schedules
(1) E| R (Retirement Plan Information)
(2) D MB (Multiemplioyer Defined Benefit Plan and Certain Money

Purchase Plan Actuarial Information) - signed by the plan
actuary

(3} EI 8B (Single-Employer Defined Benefit Plan Actuarial
Information} - signed by the plan actuary

b  General Schedules

(1

2
(3)
{4)
{5
(6)

H (Financial Infermation)

A (Insurance Information})

C (Senvice Provider Information)

D (DFE/Participating Plan Information}
G (Financial Transaction Schedules)

% 1 {Financial Information - Small Plan}



Form 5500 {2020) Page 3

Part lll Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a Ifthe plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 28 CFR
25201012} . . . . . . . .[1lYes [JNo

If "Yes" is checked, complete lines 11b and 11¢.

11b 1s the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 28 CFR 2520.101-2.) . . [dyes [ONe

11¢ Enter the Receipt Confirmation Code for the 2020 Form M-1 annual report. If the plan was not required to file the 2020 Form M-1 annual report,
enter the Receipt Confirmation Code for the most recent Form M-t that was required 1o be filed under the Form M-1 filing requirements. (Failure to
enter a valid Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Raceipt Confirmation Code




Oncology/Hematology Care, Inc.
Defined Benefit Plan
Summary of Plan Provisions

Plan Year: 1/1/2020 to 12/31/2020
Valuation Date: 1/1/2020

Plan Effective Date January 1, 2017
Plan Year From January 1, 2020 to December 31, 2020
Eligibility All employees not excluded by class are eligible to enter on the

January 1 or July 1 coincident with or following the completion
of the following requirements:

1 year of service
Minimum age 21

Normal Retirement Age All participants are eligible to retire with their full retirement
benefit on the later of the following:

Attainment of age 65
Completion of 5 years of participation from entry date

Cash Balance Contribution Credit The plan provides the following cash balance contribution
credits to participants based on their group classification:

Group 1:
$240,000

Group 2:
$160,000

Group 3:
$130,000

Group 4:
$120,000

Group 5:
$100,000

Group 6:
$50,000

Group 7:
$25,000

The maximum monthly benefit is the lesser of $19,166.66 and 100%
of the highest 3-year average salary, subject to service requirements.

Salary based contribution credits are applied to current

compensation.
Normal Form of Benefit A benefit payable for the life of the participant
Accrued Benefit The normal retirement benefit described above calculated based

on salary and/or service on the calculation date, and payable on



Termination Benefit

Top-Heavy Minimum Benefit

Top-Heavy Status

Death Benefit

Cash Balance

Oncology/Hematology Care, Inc.

Defined Benefit Plan

Summary of Plan Provisions
Plan Year: 1/1/2020 to 12/31/2020
Valuation Date: 1/1/2020

the normal retirement date.

Credited years are plan years from the first day of the plan year
containing date of entry excluding the following:

Years before the effective date
Years with less than 1,000 hours

Upon termination for any reason other than death or retirement
a participant shall be entitled to a portion of the actuarial
equivalent of his accrued benefit in accordance with the
following vesting schedule:

Credited Years Vested Percent
1 0
2 0
3 100

Credited years are 12-month periods from date of hire to the
anniversaries of date of hire excluding the following:

Years with less than 1,000 hours

Top-heavy minimum benefits are provided under another plan
of the employer

A plan is top-heavy if over 60% of the value of all accrued
benefits in all of the employer's plans are for the benefit of key
employees. A key employee is generally an officer or owner of
the company. This plan is currently top-heavy.

Actuarial Equivalent of the accrued benefit earned to date of
death

The annual Interest Crediting Rate for this plan year is 4.00%



Oncology/Hematology Care, Inc.
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
1s attained, which is defined as:

The later of:

Attainment of age 65
Completion of 5 years of participation from entry date

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

Weighted average retirement age 66



SCHEDULE SB Single-Employer Defined Benefit Plan
(Form 5500) Actuarial Information

Department of the Treasury
Internal Revenue Service

Employee Benefits Security Administration

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 6059 of the

OMB No. 1210-0110

2020

This Form is Open to Public

Internal Revenue Code (the Code). Inspection
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
» Round off amounts to nearest dollar.
» 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
ONCOLOGY/HEMATOLOGY CARE, INC. DEFINED BENEFIT PLAN plan number (PN) > 004

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF

D Employer Identification Number (EIN)

ONCOLOGY/HEMATOLOGY CARE, INC. 31-1106418
E Type of plan:[X] Single [_] Multiple-A [_] Multiple-B F Prior year plan size:[X]100 or fewer [_]101-500 [_| More than 500
Partl | Basic Information

1 Enter the valuation date: Month 01 Day. 01 Year 2020
Assets:
A MAKEE VAIUE +uevraesteeessonnssstoosssssasstsossssssasssossssssasssssssssssassssosssssasssssssssnnannse 2a 4,450,151
D ACHUANIAI VAIUE +vreeernneereeeerenseesseeessssessssesssssossssossssesssssossssosssssansssossssossssoanes 2b 4,450,151

3 Funding target/participant count breakdown: (1) Number of (2) Vested Fundina (3) Total Fundina

participants Taraet Taraet
a For retired participants and beneficiaries receiving payment ..... 0 0 0
b For terminated vested participants «.ccceeeeeeeeeeecececcaannnes 0 0 0
. - 179 3,331,212 3,331,212

C For active participants  .ceeeecececececececececececececececececans
ATotal  teeerserunrereosesenasetsosssoenassssssssonsassssssssnnns 179 3.331,212 3.331,212

4  Ifthe planis in at-risk status, check the box and complete lines (a) and (b) «eeeeeeeeeeeeeess |:|
a Funding target disregarding prescribed at-risk assumptions seceeeeceeeeeieeeciecccecsececsececcscncnnes 4a
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in 4b

at-risk status for fewer than five consecutive years and disregarding loading factor ~ .eceeeeeeecennns
B Effective INtEreSt rate  eeeteesssessssteoossossssstoossssrasssssssssssasssssssssssasssossssssssssssssssnns 5 5.39 %
6 Target NOMMAl COSt teeeeeeeeeeeeeeeeeeeeeeeeeeeeeesasessasassssssssssssssssssssssassssssssssssssssassssans 6 1,056,101

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 presribed 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 _ 05/20/2021
Signature of actuary Date
Mark Strakowski 20-06521
Type or print name of actuary Most recent enrolliment number
SMS Retirement (513) 984-6100
Firm name Telephone number (including area code)
4540 Cooper Road, Suite 303
US Cincinnati OH 45242
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
(a) Carryover balance (b) Prefunding balance

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

YEAI) teverenersoenssosessssscsssssssssssssssssssssssssasssssssssssssssssssssssss 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from

PrOT YEAI) wevueeerseeeceeeeceeeseeossesocsososcsessssscsosscsessssscsnsscssssnes
9  Amount remaining (line 7 MiNUS lNE 8) vvvevveeeeeenneereeeaacnnneeeecaaannnnnes
10 Interest on line 9 using prior year's actual return of __15.52% <eeeeeeeeeeanns
11 Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior year) ............. 872,966

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 5.42 o, .... 47,315
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
] 00 3 Y 0

C Total available at beginning of current plan year to add to prefunding balance . 920,281

d Portion of (c) to be added to prefunding balance .......c.ceeeeeeeeeeeeceacnns 0
12 Other reductions in balances due to elections or deemed elections  veeeeeesseens 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d - line 12) «vevveens 0 0
Part Il Funding Percentages
14 Funding target attainMment PEIrCENTAGE teeessersssttosssersssstoosssssssstoossssssasssssssssssssssssssssassssosssssaassssssssnns 14 133.58 %
15 Adjusted funding target attainMeENt PErCENTAGJE  «veeerseerssstosssoenssstoossssnssssoossssssssssossssssassssosssorsssssossssnns 15 133.58 %
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce 16

current year's funding reqUIrEMENT  ceeeeeeeeeeeeeeeeoeeeeeseoocosssosssscsssssssssssssssssssssssssssssssssssssssssssssssssssss 121.80 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage ~ veveeecsseens 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
02/18/2020 104,170 09/18/2020 127,083
03/16/2020 127,083 10/21/2020 127,083
04/30/2020 190,625 11/23/2020 127,083
05/15/2020 63,542 12/28/2020 127,083
06/15/2020 127,083 01/06/2021 63,542
07/06/2020 63,542 01/22/2021 63,542
07/31/2020 127,083 02/01/2021 22,914
08/20/2020 63,542

Totals » |18(b) 1,525,000 |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 ..cececececececeens 19a 0

b Contributions made to avoid restrictions adjusted to valuation date seseeesssesssssscsssrsssssscsssenassss 19b 0

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date 19¢c 1,477,734
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a "funding shortfall” for the prior year? ceeeceeeeeeieieietetetesesesesesescsescscssscscssssssssssssssssssscscscns |:| Yes |Z| No

b Ifline 20a is "Yes," were required quarterly installments for the current year made in a timely manner?  ..ccceeeeececececccccnnens |:| 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) 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: I:l NJA, full yield curve used
3.64 % 5.21 % 5.94 %
b Applicable Month (ENtErcode) « « v v ¢ v o v e v v e e e e e e e e e e e e oo 21b 4
22 Weighted average retirement 8g€ « « « « « « o v o o o « o e o o o o o o o o s o s o n ot oo 22 66
23 Mortality table(s) (see instructions) [X] 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
1=t 1112711 S [ Yes [X] No
25 Has a method change been made for the current plan year? If "Yes," see instructions regarding required attachment « + « v « « o « 4 & |:| Yes E No
26 Is the plan required to provide a Schedule of Active Participants? If "Yes," see instructions regarding required attachment . . . .. .. [X] Yes [] No
27 |If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
attachment . . . . . . . . . . . o o o o o o o o o o o o o o o o o o o o o o o o o o o o o o o o oo ...
Part VII | Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all Prior YEars « « « v « « o o v o s o 4 o 4 o s o s 0 0 o0 0 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(line19a) e o o o o o o o o o o o o o o o o 4 4 o o o 4 o o o 4 4 o o o 4 o o o o 4 o o o s 4 o o o o o o o
30 Remaining amount of unpaid minimum required contributions (line 28 miNusliN€29) « « « v v v v ¢« o v o & 30
Part VIl | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target normal CoSt (NE 6): « ¢ o« « « o« o o o o o o o o o o o o o o o o o oo oo oo oo sssssas 31a 1,056,101
b Excess assets, if applicable, but not greaterthanline31a . .« « ¢ v ¢« v ¢ vt v v v vt et e e e e e 31b 1,056,101
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment . . . . ¢ ¢ ¢ ¢ v v v v v v v v v oo
b Waiver amortization installment  + v v v ¢« v v v o v o b e b e e e e e
33 Ifa waiver has been approved for this plan year, enter the date of the ruling letter granting the approval 33
(Month Day Year ) andthewaivedamount « « « v v ¢ v o ¢ o o o s
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

requirement . . o v e e e e e e e e e e e e .. 0 0 0
36 Additional cash requirement (line 34 MINUSINE35) '« ¢ v v v ¢ ¢ o s o o o o o o s o s o s o oo s osoes 36 0
37 Cpntributions allocated toward minimum required contribution for current year adjusted to valuation date 37
(INETOC) v v e e v e e e e e e e o e o oo oo o oo oo s oo oo oo oo ososoesocosoeoesos 1,477,734
38 Present value of excess contributions for current year (see instructions)
A Total (excess, if any, of INE 37 OVEr NE 36) « « « « « « o o o o o e o e o o o o oo oo nenennnns 38a 1,477,734
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 overline37) . ... ... 39 0
40 Unpaid minimum required contributions for all YEars  « « « v v v v« o 4 4 o s e 4 e v oo e e e 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:

A ScheduleeleCted « o ¢ o ¢ o ¢ o o o o o o o o o o o o o s o s o s o s s o s o s s s s s s s s s e s s

[] 2plus 7 years [_] 15 years

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

[]2008 []2009[ J2010 [ ] 2011




Oncology/Hematology Care, Inc.
Defined Benefit Plan
Summary of Actuarial Assumptions and Method

Plan Year: 1/1/2020 to 12/31/2020
Valuation Date: 1/1/2020

For Funding
Min Max
Interest Rates Seg 1: 3.64% 2.79%

Seg2: 5.21% 3.92%
Seg3: 5.94% 4.38%
Applicable Date 09/2019 09/2019
Pre-Retirement
Turnover None
Mortality None

Assumed Ret Age Normal retirement age 65 and
5 years of participation

Post-Retirement

Mortality 2020 Applicable Mortality
Table from Notice 2019-26

Assumed Benefit Form For Funding

Assumed Spouse's Age  Spouse assumed to be the
same age as participant

Participant is assumed to be
married to current spouse at
retirement if spouse's date of
birth is known

Calculated Effective Interest Rate

Cash Balance Projected Interest Crediting Rate

Actuarial Cost Method

For 417(e) For Actuarial Equiv.
Pre-Retirement: 4.00% Pre-Retirement: 5.50%
Post-Retirement: 4.00% Post-Retirement: 5.50%
None None

None None

Normal retirement age 65 and ~ Normal retirement age 65 and

5 years of participation 5 years of participation
2020 Applicable Mortality 2020 Applicable Mortality
Table from Notice 2019-26 Table from Notice 2019-26

100% Lump Sum / 0% Normal Form

Spouse assumed to be the
same age as participant

Participant is assumed to be
married to current spouse at
retirement if spouse's date of
birth is known

5.39%
4.00% annual rate

The Unit Credit funding method was used as
prescribed by the Pension Protection Act. This
method sets the funding target equal to the present
value of accrued benefits, and sets the normal cost
equal to the present value of the benefit accrued in
the current year.

An actuarial value of assets is used for funding purposes. This year the actuarial value of assets is

100.0% of the market value of assets.



Sve/
Age
<25
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65-69
70+

Total

<1

0

1-4

1

15

Oncology/Hematology Care, Inc.

5-9

0

Defined Benefit Plan

Schedule of Active Participant Data
Plan Year: 1/1/2020 to 12/31/2020
Valuation Date: 1/1/2020

10-14

0

15-19 20-24 25-29 30-34 35-39

0

0

0

* Employees who have not met the minimum eligibility requirements are excluded

Average Age: 53.4

Average Service: 3

40+

Total

15



Oncology/Hematology Care, Inc. Defined Benefit Plan
EIN 31-1106418 Plan #004
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

December 31, 2020

(b) (c) (d) (e)

Description of investment

Identity of issue, including maturity date,

*

*

borrower, lessor or rate of interest, collateral, Current
similar party par or maturity value Cost Value
Mutual Funds:

MFS International Diversification R6 Mutual fund $ 322992 $§ 376,224
T Rowe Price Blue Chip Growth Income Fund Mutual fund 469,288 677,767
Fidelity Total Bond Fund Mutual fund 559,186 584,900
PIMCO International Bond Fund Mutual fund 381,391 390,379
PIMCO Income Fund Institutional Class Mutual fund 547,302 547,848
PGIM Total Return Bond Fund Class Z Mutual fund 564,217 588,414
Thornburg Strategic Income Fund Class | Mutual fund 575,021 602,337
Thornburg LTD Term Income Mutual fund 507,036 506,670
iShares S&P 500 Index Mutual fund 537,038 681,708
iShares Core S&P Mid Cap ETF Mutual fund 235,582 296,940
iShares Russell 3000 Value Index Mutual fund 544,729 612,385
Vanguard Small-Cap Index Fund Mutual fund 266,711 344,584
iShares Dec 2021 Term Corporate ETF Mutual fund 170,246 172,477
6,382,633

Money Market Fund:

Fidelity Government Cash Reserves

Party-in-interest

Money market fund

$

31,188

31,188

$ 6,413,821

11



Oncology/Hematology Care, Inc. Defined Benefit Plan
EIN 31-1106418 Plan #004

Schedule H, line 4j - Schedule of Reportable Transactions
Year Ended December 31, 2020

(h)

(a) Current
Identity (c) (d) (9) Value on (i)
of Party (b) Purchase Selling Cost of Transaction Net
Involved Description of Asset Price Price Asset Date Gain/(Loss)
Single Transactions in Excess of 5 Percent of the Plan Assets
$ 370,000 - -$ 370,000 -

Market Thornburg LTD Term Income

12



