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
DERMATOLOGISTS OF CENTRAL STATES RETIREMENT SAVINGS PLAN number (PN) » 001
1c Effective date of plan
08/01/1979

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) 31-0964774
DERMATOLOGISTS OF SOUTHWEST OHIO LLC 2C Plan Sponsor's telephone

number
937-433-7536

5300 FAR HILLS AVENUE 2d Business code (see
SUITE 300 instructions)
KETTERING, OH 45429-2381 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. 10/14/2021 RYAN STEPHENS
Signature of plan administrator Date Enter name of individual signing as plan administrator
:IIEGR,\IIE Filed with authorized/valid electronic signature. 10/14/2021 RYAN STEPHENS
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
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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 ‘ 1060
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) 1060
a(2) Total number of active participants at the end of the Plan YEAr ...........cccoeieriiiriieieeseece et 6a(2) 994
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 t0 fULUIE DENEFILS ...............cevieeueeeeieeeeeeeeeeee et see e 6C 204
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 1198
€ 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 1198
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 1139
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 6
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:
2A 2E 2F 2H 23
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) 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 ©) -1 A (Insurance Information)
actuary (4) C (Service Provider Information)
(3) D 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




SCHEDULE A Insurance Information OMB No. 1210-0110
(Form 5500) l

Department of the Treasury This schedule is required to be filed under section 104 of the 2020
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
. ) : This Form is Open to Public
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information Inspecption
pursuant to ERISA section 103(a)(2).
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
DERMATOLOGISTS OF CENTRAL STATES RETIREMENT SAVINGS PLAN plan number (PN) > 001

D Employer Identification Number (EIN)

C Plan sponsor’s name as shown on line 2a of Form 5500
31-0964774

DERMATOLOGISTS OF SOUTHWEST OHIO LLC

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and 11l can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
GREAT-WEST LIFE & ANNUITY INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (g) To
84-0467907 68322 508171-01 20 01/01/2020 12/31/2020

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.
(a) Total amount of commissions paid

(b) Total amount of fees paid
0 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid
(d) Purpose (e) Organization code

(b) Amount of sales and base
commissions paid (c) Amount

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid
(c) Amount (d) Purpose (e) Organization code

(b) Amount of sales and base
commissions paid

Schedule A (Form 5500) 2020

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v. 200204
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)

(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2020

Page 3

Part Il

this report.

Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

4 Current value of plan’s interest under this contract in the general account atyear end ....................c.ccccoeveeeverenennnn... 4 741389
5 Current value of plan’s interest under this contract in separate accounts at year nd....................c.c.coeveueeereeererenan. 5 0
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums PaI 0 CAMTIET ............ceeceeeeeeeee ettt s sttt s s es s e st et et et es s e e ssaes st st st e s et en s s e neene 6b
C  Premiums due but unpaid at the end Of the YEAr .........c..oiiiiiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, ENtEr AMOUNL. ..........uuiiiiiiieii e
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration (2) D immediate participation guarantee
3) |:| guaranteed investment 4) other » GROUP ANNUITY CONTRACT
b Balance at the end 0f the PrEVIOUS YEA ...............c.ccveurriueeeeeeeeeeereerereeeeeieseseseseseseseeaeesssseseseseneneneseaeeeasasseneninnes 7b 0
C  Additions: (1) Contributions deposited during the year ...............c.coceveverennn. 7c(1) 767020
(2) DIVIAENAS AN0 CIEAILS ...t eeee e e eee et 7c(2) 0
(3) Interest credited dUMNG the YEaT..........c.cvieveeeeeeeeeeeeeeeeeee e, 7c(3) 2425
(4) Transferred from Separate aCCOUNL ................ceveeeeveereseeseeseeseeeeeeenas 7c(4) 759320
(5) Other (SPECHY BEIOW) ...ttt 7c(5) 1256
> LOAN REPAYMENTS
(BYTOLAI AATIIONS ...ttt ee st e et ee et et ee e e s e s eesee et et e eeetes e es e eeeeeeeseseseeseseneeeeseeeseeeteseneeeees 7c(6) 1530021
d Total of balance and additions (2dd INES 70 AN 7C(B)). ....veveeeeeeeeeeeeeeeeeeeeeee et | 7d 1530021
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 12288
(2) Administration charge made by carrier 7e(2) -98
(3) Transferred to separate account .| 7e(3) 776442
(4) Other (SPECITY DEIOW) .........ovoveeeeeeeeeeeee e 7e(4) 0
4
(5) TOLAI ABAUCHONS ..ottt ee st ee et ee s e s e s e s e et s s e s s et e et en s ee s s st en e ees e eteeenen 7e(5) 788632
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoevevevereeeeieirereeeeeieeeereneeenn. 7f 741389




Schedule A (Form 5500) 2020 Page 4

Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b |:| Dental C |:| Vision d |:| Life insurance
e D Temporary disability (accident and sickness) ~ f |:| Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i |:| Stop loss (large deductible) i D HMO contract k |:| PPO contract | D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNL FECEIVEM .......c.veuiiuirieiiirieriesieeeie e 9a(1)
(2) Increase (decrease) in amount due but unpaid ............cccceveeeenniiinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reServe ...........ccceevveeeeenee. 9a(3)
(8) EAIMNEA (1) + (2) = (3)) rrerverrereereseeeeeeeeeeeeeseseeeesseseeeeeseseeeseeseseeeee e eeeeeeeeseeeeeseseeeeeseeseeeeseseeeerseseseerns | 9a@4)
b Benefit charges (1) Claims Paid..........c..ccevevevevereerieeeeeeseseseseseseceeneenns 9b(1)
(2) Increase (decrease) in claim reserves... . 9b(2)
(3) Incurred claims (AAd (1) AN (2)) ..veveevrireereireieteeeeereeteeeeeeeeeseereerestestesteetesearestestesreeteesessansereassseeeteseeeeneans 9h(3)
[ X T30 1= T L= FO R 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....vvveevecveceeeeeete et et see et e et e e te e st e et ereeneeaeaaeenes 9c(1)(A)
(B) Administrative service or other fees ............cccceeeveeeveeeveeeereeana 9c(1)(B)
(C) Other specific acquisition costs .. | 9¢(1)(C)
(D) OB EXPENSES .......vveeeeeeeeeeeeeeee e 9c(1)(D)
(E) TAXES.cv.eeeeeeeeeeeeeeeeeeeee et es st n sttt en e 9c(1)(E)
(F) Charges for risks or other CONINGENCIES .........ccvveveveveveereerieeeenens 9c(1)(F)
(G) OthEr FEtENEION CAIGES ... vveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeese et eeeeseeneeeens 9c(1)(G)
L)Lz I G 0= 01110 TR 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).....ccccveeennn. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .......eeeeeeeeeeeeee ettt ettt ee et et e e ae e et e e et ese e e s e et e se et et e s s teasee et e et eaeeeeae s ete s eaeseeaeaneneeeas 9d(2)
(B) OLNEI TESEIVES ...ttt ettt et ae et ee et e s e e s e et e e et et e e e teas e et e et eae e ete s eaenseteseeananeneeeas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)...........ccccvuvveeeernnne. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CATIEI .........ciiiiiuiiiiee et e e e e e e e e annes 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ..............c.ccee... 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. |:| Yes No

12 If the answer to line 11 is “Yes,” specify the information not provided. »




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
DERMATOLOGISTS OF CENTRAL STATES RETIREMENT SAVINGS PLAN plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
DERMATOLOGISTS OF SOUTHWEST OHIO LLC 31-0964774

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
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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).

2.

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

GREAT-WEST LIFE & ANNUITY INSURANCE

(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  |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-.
64 RECORDKEEPER 0 0
Yes No|:| Yes No|:| Yes No|:|

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

MORGAN STANLEY SMITH BARNEY

(b) (c) (d) (€) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect
Code(s) |employer, employee | compensation paid

organization, or

by the plan. If none,

receive indirect
compensation? (sources

include eligible indirect
compensation, for which the

compensation received by

Did the service
provider give you a

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-.
27 INVESTMENT 22748
ADVISOR

Yes |:| No

Yes |:| No

Yes |:| No

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

SCHNEIDER MALE & STRAKOWSKI CO EA

(b) (c) (d) (€) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect
Code(s) |employer, employee | compensation paid

organization, or
person known to be

by the plan. If none,

compensation? (sources

receive indirect

include eligible indirect
compensation, for which the

compensation received by

Did the service
provider give you a

service provider excluding | formula instead of
enter -0-. 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-.
13 CONTRACT 8100
ADMIN

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 OMB No. 1210-0110

(Form 5500) 2020

Department of the Treasur This schedule is required to be filed under section 104 of the Employee
In?emal Revenue Sen,icey Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the

Internal Revenue Code (the Code).
Department of Labor

Employee Benefits Security Administration

This Form is Open to Public

» 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
DERMATOLOGISTS OF CENTRAL STATES RETIREMENT SAVINGS PLAN plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
DERMATOLOGISTS OF SOUTHWEST OHIO LLC 31-0964774

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.............ccccvcvveeiieeiesieieiee e la 677513 26437
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYETr CONTDULIONS ....v.voveveveveeeeccececeeteteieses e 1b(1) 240633 338537
(2) Participant CONtHBULONS...............coevevreeeereeeseeeeeeseseeseses s 1b(2) 0 0
)T 13T OSSO 1b(3)
C General investments:
1) Interest—bearing cash (include money market accounts & certificates 1c(1) 0 0
OF AEPOSIL) ettt e e
(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 VENUTE iNtErESS .............ovevevrveeeereeeeseeeeesesesssneeeens 1c(5) 253028 290000
(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) 193192 306358
(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) 36731648 50765687
AL e SO e e et | e 0 740075
(15) OtNET ..ottt 1c(15)
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: (a) Beginning of Year (b) End of Year
(1) Employer securities 1d(1)
(2) Employer real property 1d(2)
€ Buildings and other property used in plan operation ............cccccoevvviiiereneenne le
f Total assets (add all amounts in lines 1a through 1€) .........ccccceveveveererrnnnne. 1f 38096014 52467994
Liabilities
0 Benefit Claims PaYabIE ........ccoririiiieeecieirireieeeee e eeeeeen 1g
N Operating PaYabIes ..............coeeeeevieeeeeeeeeeee et 1h
| AcCQUISItION INDEDLEANESS.........c.coeveevveeeeeece et een e 1i
] Other IADIIES. ....c.cveieceieciceei ettt 1j
K Total liabilities (add all amounts in lines 1g throughlj) ..........ccccocevevevevevennnee. 1k
Net Assets
| Net assets (subtract line 1k from [N 1) ...........ccoeevererereeeeceee e, | 1l | 38096014 52467994

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
complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (a) Amount (b) Total
a Contributions:
(1) Received or receivable in cash from: (A) EMPIOYErS ..........cccccvvvvennne. 2a(1)(A) 2117121
(B)  PartiCIDANTS ...cvcvvevveveveteeereeeeseteseseteeesesesesesenseseessssassesesesenennseas 2a(1)(B) 3945747
(C) Others (iNCIUAING FOIOVEIS)........cveveveveeerereresererereeeeeieeeeeesen e 2a(1)(C) 5404617
(2) NONCASh CONTDULIONS ..........veveeece et 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............. 2a(3) 11467485
b Earnings on investments:
(1) Interest:
(A) Intergst—bearing cash (including money market accounts and 2b(1)(A)
certificates of dePOSIL).........uveiiiiiiiiiiiiiee e
(B) U.S. GOVEIMMENt SECUMHIES ........vveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 2b(1)(B)
(C) Corporate debt INSIIUMENLS .........cccevevevevererererereeeeeeieteseseseneneneens 2b(1)(C)
(D) Loans (other than to PartiCipANLS) ..........c.cvvevevreererrsrereserereneneens 2b(1)(D)
(E)  PartiCiPant I08NS ...........cveveveveereerereeeteeesesesesesessseesessessesssesenesenenens 2b(1)(E) 9536
(F) ONET .o 2b(1)(F)
(G) Total interest. Add lines 2b(1)(A) through (F)......cccvveveveverevereeennnns 2b(1)(G) 9536
(2) Dividends: (A) Preferred StOCK..........o.oieeoeeeeeeeeeeeeeeee oo 2b(2)(A)
(B) COMMON STOCK ...ttt en e 2b(2)(B)
(C) Registered investment company shares (e.g. mutual funds).......... 2b(2)(C) 1988961
(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 1988961
(B) RENES <.ttt 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds 2b(4)(A)
(B) Aggregate carrying amount (see instructions)....................... 2b(4)(B)
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result.............. 2b(4)(C)
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate..................... 2b(5)(A)
(B) OHNET ..ottt n ettt en e 2b(5)(B) 36972
A nes P0(E)A) A B) oot e 26()(C) 36972
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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 4366112
C OtheriNCOME ...c.eeiiiiiiiie e 2c
d Total income. Add all income amounts in column (b) and enter total.................... 2d 17869066
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers............. 2e(1) 3331140
(2) To insurance carriers for the provision of benefits ...........ccooccviiiininiinns 2e(2)
(B) OUNET .ot seen e 2¢e(3)
(4) Total benefit payments. Add lines 2e(1) through (3) ........ccceeveerverreerurenn. 2e(4) 3331140
f  Corrective distributions (S€e INSITUCHONS) .........cccoveveveveverereeeeeeeieeeeeseseneiena 2f
g Certain deemed distributions of participant loans (see instructions)............... 29
N INEIESE EXPENSE . ...eceveeeeeeeeeee ettt 2h
i Administrative expenses: (1) Professional fees ............cccocoeeeeevevrererenennns 2i(1) 9775
(2) Contract admiNiStrator fEES ........ccuuviiiiiei e 2i(2)
(3) Investment advisory and management fees ..........cccuveveieiiiiiiiiiie e 2i(3) 11999
() OUNET ..ottt ee e 2i(4) 144172
(5) Total administrative expenses. Add lines 2i(1) through (4) .........cccoueun.n. 2i(5) 165946
i Total expenses. Add all expense amounts in column (b) and enter total....... 2j 3497086
Net Income and Reconciliation
K Netincome (loss). Subtract line 2j from N 2d ...........ccowwmmeerveeeeeessssssssssssssesee 2k 14371980
| 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):
@ [ ] unmodified @ [ ] Qualified 3) [X| 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) D 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: FLAGEL, HUBER, FLAGEL & CO. (2) EIN: 31-0796034

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?...........ccociiiiiiiiiciee ettt eve v 4e X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
L=V o I o 0 ] o] =T A SRR 4f 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
[ 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
2520.000-3.) 1ttt ettt n et 4m X
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

D 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
DERMATOLOGISTS OF CENTRAL STATES RETIREMENT SAVINGS PLAN plan number
(PN) » 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
DERMATOLOGISTS OF SOUTHWEST OHIO LLC 31-0964774
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): 01-0609808

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

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 D 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 I:I 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 D 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




FLAGEL HUBER FLAGEL
CPAs & BUSINESS ADVISORS

Independent Auditor's Report

To the Trustees and Administrative Committee of
Dermatologists of Central States Retirement Savings Plan

Report on the Financial Statements

We were engaged to audit the accompanying financial statements of Dermatologists of Central States Retirement
Savings Plan (the “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.

Auditor’s Responsibility

Our responsibility is to express an opinion on these financial statements based on conducting the audits in
accordance with auditing standards generally accepted in the United States of America. Because of the matter
described in the Basis for Disclaimer of Opinion paragraph, however, we were not able to obtain sufficient
appropriate audit evidence to provide a basis for an audit opinion.

Basis for Disclaimer of Opinion

As permitted by 29 CFR 2520.103-8 of the Department of Labor’s Rules and Regulations for Reporting and
Disclosure under the Employee Retirement Income Security Act of 1974, the Plan administrator instructed us not
to perform, and we did not perform, any auditing procedures with respect to the information summarized in Note
10, which was certified by Matrix Trust Company, LLC, Great-West Life & Annuity Insurance Company and
Great-West Trust Company, LLC, the Trustees of the Plan, except for comparing the information with the related
information included in the financial statements and supplementary schedule. We have been informed by the Plan
administrator that the Trustees hold the Plan’s investment assets and executes investment transactions. The Plan
administrator has obtained a certification from the Trustees as of and for the years ended December 31, 2020 and
2019, that the information provided to the Plan administrator by the Trustees is complete and accurate.

Disclaimer of Opinion

Because of the significance of the matter described in the Basis for Disclaimer of Opinion paragraph, we have not
been able to obtain sufficient, appropriate audit evidence to provide a basis for an audit opinion. Accordingly, we
do not express an opinion on these financial statements.

DAYTON CINCINNATI
3400 South Dixie Drive / Dayton, Ohio 45439-2304 9135 Governors Way / Cincinnati, Ohio 45249-2037 1
phone: (937) 299-3400 / fax: (937) 293-5481 / www.fhf-cpa.com phone: (513) 774-0300 / fax: (937) 293-5481 / www.fhf-cpa.com



Other Matter

The supplementary schedule of assets held for investment purposes at end of year is required by the Department
of Labor’s Rules and Regulations for Reporting and Disclosure under the Employee Retirement Income Security
Act of 1974 and is presented for the purpose of additional analysis and is not a required part of the financial
statements. Because of the significance of the matter described in the Basis for Disclaimer of Opinion paragraph,
we do not express an opinion on the supplementary schedule referred to above.

Report on Form and Content in Compliance With DOL Rules and Regulations

The form and content of the information included in the financial statements and supplementary schedule, other
than that derived from the information certified by the Trustees, have been audited by us in accordance with
auditing standards generally accepted in the United States of America and, in our opinion, are presented in
compliance with the Department of Labor’s Rules and Regulations for Reporting and Disclosure under the
Employee Retirement Income Security Act of 1974.

Flsgel ko, Fhpet

Certified Public Accountants
Dayton, Ohio
October 13, 2021



Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0116

1210-0089
Depariment of the Treasury This form is required to be filed for employee benefit plans under sections 104
Internal Revenue Servica and 4065 of the Employee Retirement income Security Act of 1874 (ERISA) and
i h .
Departnent of Labor sections 8057(b), and 8058{a} of the Internal Revenue Code (the Code) 2 0 2 0
Employes Benefits Security

Administration B Complete all entsies in accordance with
the Instructions to the Form 5500,

Pension Benefit Guaranty Corporation This Form is Open to Public

Inspection
_ Annual Report [dentification Information
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending 12/31/2020
A This returnfreport is for a multiemptoyer plan, D a mglltiple.-employer pla.m (Filerg chfecking this box rrlust attach g list of‘
narticipating employer information in accordance with the form instructions.)
E a single-employer plan; a DFE (specify) ____
B This returnfreport is: the first refurn/report; the final returnfreport;
D an amended return/report; [l a short plan year returnireport (less than 12 months).
C i the plan is a collectively-bargained plan, check here P T O o D
D Check hox if filing under: @ Form 5558, D automatic extension; D the DEVC program;
D special extension (enter description)
: | Basic Plan Information --- enter all requested information
1a Nameof plan 16 Three-digit plan
DERMATOLOGISTS OF CENTRAL STATES RETIREMENT SAVINGS PLAN number (PN} b 001
1¢ Effective date of plan
08/01/1979
28 Plan sponsor's name {employer, if for a single-employer plan} 2b Employer ldentification
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)
31-0964774
DERMATOLOGISTS OF SQUTHWEST COHIC LLC 2C Plan Sponsor's telephone
number
{937) 433-7534
5300 FAR HILLS AVENUE 2d Business code (see
SUITE 300 instructions)
US KETTERING OH 45429-2381 6213111

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 cther penalties set forth in the instructions, | declare that | have examined this return/repert, 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.

k}/?‘-f/ PAY RYAN STEPEENS

Signanﬁ'e'gf'plan administr;tor Date Enter name of individual signing as plan administrater

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

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

3¢ Administrator's tefephone
number

4 Ifthe name andfor EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan,
enter the plan spensor's name, EIN and the plan name and the plan nuzmber from the last returnireport:

a Sponsor's name
C Plan name

4d PN

5 Total number of participants at the beginning of the plan year

6 Number of participants as of the end of the plan year uniess otherwise stated {welfare plans complete only lines 6a(1},

6a(2), 6b, 6c, and 6d).

a(1) Tota! number of active participants at the beginning of the plan year
af2) Totat number of active paricipants at the end of the plan year .
b Retired or separaied participants receiving benefits e e e s
¢ Other retired or separated participants entitled to fulure benefits .

d Subtotal. Addlines Ba(2),6b,andBC. . .« . + « 4 . . . .

@ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits

f Total Addlines6dandBe & v + + + + « + o o 4 s

g Number of participants with account balances as of the end of the plan year {only defined contribution plans

completethisitern) . v &+ + v « o v v 4 s e 4 e e

h Number of participanis who terminated employment during the plan year with accrued benefits that were

lessthaniC0%vested . . . - = + & & &« & 4 + + o &

+ e

. e

B LX) 1,060
e 1] 594
G« e e s e s« . . .| 8D 0
T I - 1+ 204
G« v e s e s e .. .| &d 1,188
e e e e e . .| Be 0
O I 1.198
e e e v e v . - . .| Bg 1,139
v« s e v 4 v o« | Bh 6

7 Enter the {otal number of employers obligated to contribute to the plan (only multiemployer plans complete this item) 7

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

22 2B 2r 2H 20

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

9a Pian funding arrangement (check all that apply)

9b Plan benefit arrangement (check all that apply)

(1} Insurance (1) Insurance

(2) Code section 412(e){3) insurance contracts 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)

& Pension Schedules
(13 Q R {Retirement Plan Information)

@ [

Purchase Pian Actuarial Information) - signad by the plan
actuary

{3} I:I SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the ptan actuary

MB (Multiemployer Defined Benefit Plan and Certain Money

b General Schedules

e

()
3
(4)
(5)

(6}

H {Financial Information}

1 (Financial Information - Small Plan)
A (Insurance Information)

C (Service Provider Information)

D (DF EfParticipating Plan Information)
G (Financial Transaction Schedules)

g.ﬁ_@



Form 5500 {2020} Page 3

I5e | Form M-1 Compliance Information (to be completed by weifare 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
252010%12) + .+ 4 .+ « » o~ 1Yes [INo

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

11b Is the plan currently in compliance with the Form M-1 filing requirements? {See insfructions and 28 CFR 2520.101-2.) . . EI Yes EI No

11¢c Enter the Receipt Confirmation Code for the 2020 Ferm M-1 annual repert. If the plan was not required to file the 2020 Form M-1 annua! 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 Corfirmation Code




SCHEDULE A Insurance information

{Form 5500) OMB No. 1210-0110
Deparment of the Treasury This schedule is required fo be filed under section 104 of the
Internal Revenue Servica Employee Retirement tncome Security Act of 1974 (ERISAL 2020

Dapariment of Labor .

Employee Benefits Securily Administration B File as an attachment to Form 5500.

Pension Benefit Gueranty Corporation N . N
¥ insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection.
For calendar plan year 2020 or fiscal plar: year beginning 01/01/2020 and ending 12/31/2020
A Name of plan B Three-digit
DERMATOLOGISTS OF CENTRAL STATES RETIREMENT SAVINGS PLAN plan number (PN} 001

C  Pian sponsor's mame as shown on line 2a of Form 5500 D Employer identification Number (EIN)

DERMATGOLOGISTS OF SCOUTHWEST OHIO L1C 31-0964774

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A Individuai contracts grouped as a unit in Parts [l and Il can be reported on a single Schedule A,

1 Coverage Information:

{a) Name of insurance carrier

GREAT-WEST LIFE & ANNUITY INSURANCE COMPANY

c) NAIC {e) Approximate number of Palicy or contract year
(b) EIN (cz)de . (d).f(,: onteact or persons covered at end of F) From @) To
identification number policy or contract vear g
B84-0467507 68322 508171-01 20 01/01/2020 12/31/2020

2 \nsurance fee and commission information. Enter the tatal fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(2} Total amount of commissions paid {b) Total amount of fzes paid
0 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or ather person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {&) Organization code

(a) Name and address of the agent, broker, or ather person to whom commissions or fees were paic

{b) Amount of sales and base Fees and other commissicns paid
commissions paid {€) Amount {d} Purpase (&) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule A (Form 5500) 2020

v. 200204



Schedule A (Form 5500) 20620 Page 2- 1]

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

{b} Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose

e
Drgarﬁiz’ation
code

{a) Name and address of the agent, broker or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and gther commissions paid
commissions paid (€} Amount {d) Purpose

{e) .
Organization
code

{a} Neme and address of the agent, broker or other person to whom commissions ar fees were paid

{b) Amount of sales and base Fees and other commigsions paid (g}
> ' Orgarization
commissions paid {c) Amount (d) Purpose code

{a} Name and address of the agent, broker or ather persen to whom commissions or fees were paid

{b) Amount of sales and base Feas and other commissions paid
commissions paid {¢) Amount {d) Purpose

G
Orgaf(wiz)ation
code

(a) Name and address of the agent, broker or other person to whom commissions or fees were paid

{b} Amount of sales and base f-ees and other commissions paid
commissions paid {¢) Amount {d} Purpese

e
Orgal'(liz)ation
code




Schedule A {Form 55003 2020 Page 3

Investmeni and Annuity Contract information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

- this report.
4 Current value of plan's interest under this contract in the generai account at year end e e e e s s a % s 4 741,389
5 Current vaiue of plan's interest under this contract in separate accounts at year end e 4 e e e e e e 5 0
§ Contracts With Allocated Funds:
8 Siate the basis of premium rates &
D PremumspaidfoCamer v v « v « 4 ¢ o o = s e« 4 s et e e e e s e e « . . Bb
C  Premiums due but unpaid at the end of the year e e e s s e e s e e e e e e e e e . Bc
o ifthe carrier, service, or other arganization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, enter amount e e e s n w e e e m m e w e e e e . 6d
Specify nature of costs  »
2  Typeofcontract (1) Da’ndividual pclicies 2) Dgroupdeferred annuity
3) |:| other (specify) b
f  if contract purchased, in whole or in part, to distribute benafits from a terminating plan check here b E]
7 Contracts With Unaliocated Funds {Do not include portions of these coniracts maintained in separate accounts)
& Type on contract (1) |_—_| deposit administration 2) D immediate participation guarantee
3) { ] guaranteed investment #) %] other
GROUP ANNUITY CONTRACT
b Balance atthe end OfF NG PreVICUS YEBT  « v « = =« o o & o o o o o o o « o o o o o o o 7b 0
C Additions: (1) Contributions deposited during the vear B Y (1]
{2) Dividends and credits Ve e e e e e e e e e e s
(3} Interest credited during the year e s e e e e e e s
(4} Transferred from separate account v e s s e e e s e
(5) Other (specify below} v e e e e e e e e e e e e

-
LOAN REPAYMENTS

B Totaladditions « & & &+ ¢ & 4 v 4 b 4 e e s 4 e s e s e r s e s e e e a e s

d Tatal of balance and additions (add lines 7b and 7¢(8)). e e e e e
€ Deductions:

{1) Disbursed from fund to pay benefits or purchase annuities during year

1,536,021

1,530,021

(2) Administration charge made by carrier C e e e e e e e e s
(3) Transferred to separate account f e e e e e e e e . 776,442
(4) Other (specify below} e b s e e n e e e e e e e e 0
[
{5) Total deductions 7e(5) 788,632
f_Balance at the end of the current year (sublract line 7e(5) from ine 7e) o o o a0 o o o 4 4 4 . . . 7f 741,389




Schedule A (Form 5500) 2020 Page 4

Welfare Benefit Contract Information

If more than one contract covers the same group of empioyees of the same employer(s) or members of the same employee organization(s),
the infarmation may ke combined for reperting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual coniracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health {other than dental or vision} b D Dental c D Visicn d D Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment h D Prescription drug
i |:| Stop loss (large deductible) i D HMO contract k D PPO contract | D indemnity contract

m DOther (specify) b

9 Experience-ratad contracts;

a Premiums. (1) AMOUNLIECRIVEd  « v « « + o s + & a4« e a4 s 9a(1)
(2} Increase (decrease) inamountdug butunpaid .+ . 4 4 . 4 . 4 s 9a(2)
(3) Increase (decrease) in unearned premium reserve e e e e . 9a(3)
(4) Earned ({1} +{2)- (3} T

b Benefitcharges (1) Claims paid  « + « &+« 4 & 4 e e s e s s 9h{1)
(2} Increase {decrease) in claim reserves e e e e e e e e e 9h{2)
(3) Incurred claims (add (1 and (2]} &« + v v & v & &+ ¢+ 4 s s x e s .
(4) Claims charged e

C Remainder of premium: (1} Retention charges (on an acerual basis) --
{A) COMMISSIONS. « & o = « = & + « « o & o o « & & 4 9c{1)}{A)
{B) Administrative serviceorotherfess = v .« . & s 0 4 e 9c(1}{B)
(C) Other specificacquisiion COSS « v « + o + « o+ « o o 9¢(1)(C)
(D} Oher €XPENSES  + = & @ = & o 4 o 4 + « & & + v s 9¢({1}{D)
(E) TAXES & v v & & & « & o & e v e e e e e e 9c{)(E)
(F} Charges for risks or other contingencies e e e e e Sc{)(F)
(G} Otherretention Charges « « « + « = « & « & « o + o« & 9e(1HG)

(H) TOMEITBEntion  + « + v v o & & = & & = + 4 v b o 4 e e e a e e o« o+ | Se{IHH
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited) . . . 90(2)
d Status of policyholder reserves at end of year: {1} Amount held to provide benefits after retirement . s 9d(1)
(2) CIEIMMESENVES + v « o o & o o o = = & o o = 2 e . e e e e e e e 9d(2)
(3) OMEITESEIVES + + & v » ¢ = o o + o o = o 4 = o « s o v o 4 2 o s o o » 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) e e e e e s 9e
10 Nonexperience-rated contracts:
& Total premiums or subscription charges paid to carrier e e e s e s e e e e e e e s 10a
b if the carrier, service, or other organization incurred any specific costs in connection with the acguisition or
retention of the contract or policy, other than reported in Part [, fine 2 above, report amount . e e 10b

Specify nature of costs ¥

Part V| Provision of Information
41 Di the insurance company fail to provide any information necassary to complete Schadule A? v e s ﬂ Yes H Na
12 ifthe answer tc line 11 is "Yes," specify ihe information not provided. B




SCHEDULE C Service Provider information OMS No. 12100110
{Form 5500}

Depanment of the Traasury This schedule is required to be filed under section 104 of the Emplovae 2020
Internal Ravenue Service Retirernert Income Security Act of 1974 (ERISA).
[} Lof Lab .
Emplovee Beneft Security Aorinstration » File as an attachment o Form 5500. This Form is Open to Public
Pension Benafit Guaranty Corparalion Inspection.
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

DERMATOLOGISTS OF CENTRAL STATES RETIREMENT SAVINGS PLAN plan number (PN} > 001

C Plan sponsor's name as shown on line 2a of Form 5500 [3 Employer Identification Number (EIN)
DERMATOLOGISTS OF SOUTHWEST OHIO LLC 31~0964774

Service Provider Information {see instructions)

You must complete this Part, in accordance with the instructions, 1o report the information required for each person who recgived, direcily 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 pian 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 & person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see insiructions for definitions and conditions) ceeeennnnnesel ) Yes [X] No

b If you answered fine 1a "Yes," enter the name and EIN or address of 2ach 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 whe 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 nama and EIN or address of person who provided you disclosures on eligible indirgct compensation

(b} Enter name and EIN cr 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 550{%)0(2)%2
V.



Schedule C (Form 5500) 2020 Page 2 -

(b) Enter name and EIN or address of person who pravided you disclosure con eligible indirect compensaticn

{b) Enter name and EIN or address of person whe provided you disciosures on eligible indirect compensation

() Enter name and EiN or address of person who pravided you disclosures on eligible indirect compensation

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

() Enter name and EIN or address of person wha provided you disciosures an eligible indirect compensation

{b} Enter name and EiN or address of person who provided you disclesures on eligible indirect compensation

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

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




Schedule C {Form 5500} 2020

Page 3 - | 1

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered "Yes" {o line 1a above, complete as many entries as n2eded to list each person receiving, directly or indirectiy, $5,000 or more in total compensation
{i.e., money or anything else of vaiue) in connection with services rendered to the plan or heir position with the plan during the plan year. (See instructions).

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

GREAT-WEST LIFE & ANNUITY INSURANCE

(b} (c) (d) (e) g {h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s} |empioyer, employee | compensaticn paid receive indirect include eligible indirect compensation received by | provider give vou

organization, or  |by the pian. If none, | compensation? (sousces | compensation, for which the | service provider excluding | a formula instead

person known to be enter -0-. other than pian ar plan plan received the required eligible indirect of an amount

a party-in-interest sponsor} disclosures? compensation for which you or estimated

answered "Yes" {o element amount?
(0. If none, enter -0-.
G4 RECORDEEEPER
YesiX| No[ } ves [X] No[_] Yes [&] Ne[ ]
{&) Enter name and EIN or address (ses instructions)
MORGAN STANLEY SMITH BARNEY

{b) {c) (d) (e {f} (h}
Service Retationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include efigible indirect compensaticn received by | provider give you

organization, or | by the plan. If none,} compensation? (sources | compensation, for which the | service provider exciuding | a formula instead

person known 1o be enter -0-, cther than plan or plan plan received the required eligibie indirect of an amount

a party-in-interast sponsor) disclosures? compensation for which you or estimated

answered "Yes" to elemani amount?
(f). 1f none, enter -0-,
23 INVESTMENT
ADVISOR Yes[ ] No[x] ves [[] No[E] ves [ No[x]
22,748
T (a) Enter name and EIN or address (see instructions)
SCENEIDER MALE & STRAROWSKI CO EA
{b) (c) {d) (e} {f) g (h)
Service Relafionship to Enter direct Did service provider Did indirect compensaticn Enter total indirect Did the service

Code(s) |employer, employee | compensaticn paid receive indirect include eligible indirect compensation received by | provider give you

organization, of
person known to be

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

compensation? (sources
other than plan or plan

compensation, for which the
plan received the required

service provider excluding
eligible indirect

a formuia instead
of an amouni

a party-in-interest SpONSor} disclosures? compensation for which you or estimated
answered "Yes" to element amount?
(). lf none, enter -0-.
13 CONTRACT
ADMIN Yes[ | No[x] ves [ ] Nolx| Yes [ ] MNol[X]

8,100




Schedule € (Form 5500) 2020 Page 4~} 1]

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, consuiting, 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 mere in indirect compensaiion and (b} each scurce for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estisnated 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 (c) 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 senvice provider name as it appears on ling 2 {b) Service Codes {C) 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

formuta used to determine the service provider's eligibility
for or the amount of the indirect compensation,

{a) Enter service provider name as it appaars on line 2 {b) senvice Codes {c) Enter amount of indirect
(see instructions) compensation
{(d)Enter name and EIN (address) of scurce of indirect compensation (&) Describe the indirect compensaticn, inciuding any

formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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1 Service Providers Who Fail or Refuse to Provide Information

4  Provide, to the extent pessible, the fotliowing infermation for each service provider who failed or refused fo provide the information necessary {o 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

(b)Nature of

{c} Describe the information that the service provider failed or refusad to

instructions) Service provide
Code(s)
{a) Enter name and EIN or address of service provider (see {b}Nature of| {C}Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s}

instructions)

{(a) Enter name and EIN or address of service pravider (see

{b} Nature of
Service
Code(s)

(c) Describe ihe information that the service provider fafled or refused to

provide

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

{b}Nature of | {C)}Describe the information that the service provider failed or refused to

instructions) Service provide
Code(s)
{a) Enter name and EIN or address of service provider (see {b}Nature of [ {c)Describe the information that the service provider failed or refused to
instructions) Service provide

Code(s)
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Termination Information on Accountants and Enrolled Actuaries (see instructions)
-1 (complete as many eniries as needed)

a Name:
[od Pasition:
d  Address:
Explanation:
a Name:
C Position;
d  Address:
Explanation:
a  Name: ] b E:
C Position;
d  Address: e Telephone:
Explanation:
a Name:
C Position;
d  Address:
Expianation:
a Name:
C Paosition: :
d Address: _& Telephone:

Explanation:




SCHEDULEH
{(Form 5500)

Depariment of the Treasury
Internal Revenue Senvice

Depariment of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Financial Infermation

This scheduie is required to be filed under section 104 of the Employee

Retirement Income Security Act of 1974 (ERISA), and section §058(a) of the
Internal Revenue Code (the Caode).

» File as an attachment to Form 5500.

OMB No. 1210-011C

2020

This Form is Open to Public

Inspection

For calendar plan year 2020 or fiscal plan year beginning

01/01/2020

and ending

12/31/2020

A Name of plan

DERMATOLOGISTS OF CENTRAL STATES RETIREMENT SAVINGS PLAN

B  Three-digit

plan number (PN) 4

001

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

DERMATOLOGISTS OF SOUTHWEST OHIO LLC

31-0964774

D Employer Identification Number (EiN)

Part | l Asset and Liability Statement

4 Current value of plan assets and liabilifies at ihe beginning and end of the plan year. Combine the vatue of plan asseis held in more than one trust, Report
the value of the plan's interest in a commingied fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1¢{9) through 1c{14). Do not enter the value of that portion of an insurance contract which guarantees, during this pian year, 1o 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 IEs also da not complete lines 1d and 1e. See”ips‘trgcﬁpns.

Assets

a Toial noninterest-bearing cash

by Receivables (less allowance for doubtful accounts):
{1} Employer contributions

{a} Beginning of Year

{b} End of Year

{2} Participant contributions

£5(1)

240,633

677,513

26,437

338,537

{3) Otoer

16(2)

0

0

C General investmenis:

{1} Interest-bearing cash (include money market accounis & certificates
of deposit)

{2) U.S. Government securities

1e(1)

{3) Corporate debt instruments (other than employer securities):
(A) Preferred

1c(2)

(B) Al ather

1¢6(3)(A)

{4) Corporate stocks (other than employer securities):
(A} Preferred

1c(3)(B)

(B} Common

To(a)a)

{5) Partnershipfjoint veniure interesis

1e(44(B)

{6) Real estate {other than employer real property)

1¢(5)

253,028

290,000

1¢(6)

{7) Leans (other than to participants)
(8} Participant loans

1ci7)

{9) Value of interest in common/collective trusts
{10} Value of interest in pooled separate accounts

{11} Value of interes! in master trust investmeni accounts

(12) Vajue of interest in 103-12 investment eniities

{13) Value of interest in registered invesiment companies {¢.g., mutual
funds)

1¢(B)

183,192

306,358

ArruaresReanRa R TeRrTRRE RS

1¢(9)

PP Y TN L LR T PTR TETTV

1¢(10)

R R b

1e(11)

(12}

(14) Value of funds held in insurance company general account (unallocated

contracts)

1¢{13)

36,731,648

50,765,687

{15} Other

1c{14)

0

740,975

1¢{15)

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

Schedute H (Form 5500) 2020
v.200204
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1d Employer-related investments: (a) Beginning of Year {b) End of Year
(1) Employer securities 1d(1}
(2} Employer reai property 1d{2)
€ Buildings and other property used in plan operation 1e
f Total assets (add all amounts in fines 1a through 1e} 1f 38,096,014 52,467,994
Liabilities
O Benefit claims payable 1g
{1 Operating payables 1h
i Acquisition indebledness i
j Other liabilities 1
kK Total liabilities (add all amounts in lines 1g through 1) 1k
Net Assets
I Netassets (subtract fine 1k from line 1) 11 38,066,014 52,467,994

Income znd 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 paymentsireceipts toffrom insurance carriers. Round off amounts {o the nearest dollar. MTiAs, CCTs, PSAs, and 103-12 IEs do not
complete lines 2a, 2b{1}E). 2e, 2f, and 2g.

Income {a) Amount (b} Tatal
a Contributions:

(1) Received or receivable in cash from: (A) EMPIOYErS avimsesmmmssmsssenennnes | 28{1H{A) 2,117,121

{B) Participants 2a(1)}(B} 3,045,747

{C} Others (including rollovers) 2a{1)(C) 5,404,617
(2) Noncash contributions 2a(2)
(3) Total contributions. Add lines 2a{1){(A}, (B}, (C), and line 2a(2) 2a(3) 131,467,485

b Earnings on investments: - e

{1) Interest:

(A} Interest-bearing cash (including money market accounts and

certificates of deposit) 2h(1)(A}

{B} U.S. Government securities 2b{1}B)

{C} Corporate debt instruments 2b{1}C)

(D) Loans (other than to participants) 2b{1}D}

{E) Participant loans 2B(1)(E)

(Fy Cther 2b(14F}

(G} Total interest. Add iines 2b(1)(A) through {F} 26(NH(G)
(2} Dividends: {A} Preferred stock 2b{2)(A)

{B} Common stock 2b{2}B)

{C} Registered investment company shares (e.g. mulual funds) evsrvannee | 2D{2HC) 1,988,961

(D) Total dividends. Add lines 2B{2)(A), (B), and (C)  wmmsswsssessnas | 20{2}{D) 1,888,961
{3) Rents 2b(3}
{4) Netgain (loss) on sale of assets: (A) Aggregate proceeds 2b(H(A)

(B) Aggregale carrying amount {see instructions) Se————— -] [ )| £ =]

{C} Subtract iine 2b(4)(B) from line 2b{4}{A) and enier result  wwwn 2h({4)(C)
{5} Unrealized appreciation {depreciation) of asseis: (A) Realestate e | 2D(5}{A}

(B} Other 2k({5}B)

(C) Total unrealized appreciation of assets. 2b(5)(C)

Add lines 2b(5)(A} and {B)
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b= - = M

{a} Amount (b} Total

(6) Netinvestment gain (108s) from COMMAN/GAIECHVE WUSES  euessseererssmesereceees 2h(86)
(7) Netinvestment gain (I0ss) from pacied SEParate ACCOUNES e | 20(7)
{8) Netinvestment gain (loss) from masler trust investmeni accounts .| 2b(8)
(9) Netinvestment gain (05} from 103-12 iNvestment enties s | 2D(8]
{10} Nei iﬂve_stment gain ({loss) from registered investment 2b{10)

companies {e.g,, mutual funds} 4,366,112
Other income 2c
Total income. Add all income amounis in column () and enter total  severesses 2d 17,869,066

Expenses

Benefit payment and payments to provide benefits:
{1) Directly to participants or beneficiaries, including direct rollovers e 2e(1) 3,331,140
{2) To insurance carriers for the provision of benefits 29(2}
{3) Other 2e(3) _
(4} Total benefit payments. Add lines 2e{1) through {3) 2e{4) 3,331,140
Corrective distributions (see instructions} 2f

Certain deemed distrioutions of pariicipant loans (see instruciions)  wessssrs 29

Interest expense
Administrative expenses: (1) Professicnal fees
{2} Contract administrator fees
{3} Invesiment advisery and management fees
{4} Other
{5) Total administrative expenses. Add lines 2i{1} through {4)  accecenrermenssnseenss
Total expenses. Add all expense amounts in column (b} and enter total  .oeeeee

Net Income and Reconciliation

165,946
3,497,086

_Net income (loss). Subtract line 2j from line 2d ) 14,371,980

Transfers of assets:
{1) Tothis plan
{2} Frem this plan

| Accountant's Opinion

3 Complete ines 3a through 3c if the apinion of an independent qualified public accountant is attached to this Form 5500. Complete ine 3d if an opinion is not
attached.
@ The attached opinion of an independent qualified public accountant for this plan is {see instructions}:
1) [] Unmodified {2) {Joualified (3} Disclaimer (4} [ | Adverse
b Check the appropiate box(es) o 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 hoth 28 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither,
(1) m DGL Regulation 2520.103-8 (2) [:] DOL Regulation 2520.103-12(d) (3) {:] neither DOL Reguiation 2520.103-8 nar DOL Regulation 2520.103-12(d).
¢ Enter the name and EIN of the accountant {or accounting firm) below: :
(1) Name: FLAGEL, HUBER, FLAGEL & CO. () EIN: 31-0796034
d The opinion of an independent qualified public accountant is not attached because:

{1} [] This form is filed for a CCT, PSA, or MTIA. {2) [ it will be attached 1a the next Form 5500 pursuant to 28 CFR 2520.104-50.

tiv. ] Compliance Questions

CCTs and PSAs do not complete Part IV, MTlAs, 10312 [Es, and GlAs do not complete fines 4a, 4e, 4f, 4g, 4h, 4k, 4m. 4n, or 5.
103-12 |Es also do not complete lines 4§ and 41. MTIAs also do not complete line 4.

Guring the plan year: Amount

Was there a failure to transmit to the plan any participant contributions within the time
period described in 26 CFR 2510.3-102?7 Continue to answer "Yes" for any prior year failures until
fulty corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.)  eeenssssses
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b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of plan year or classified during the year as uncoliectible? Disregard participant foans
secured by participant's account batance, (Attach Schedule G (Form 5500) Part 1if "Yes" is
checked.)

¢ Were any leases to which the plan was & parly in default or classified during the year as
uncellectible? {Attach Schedute G (Form 5500) Part I} if "Yes"is checked.)

d Were there any nonexempt fransactions with any pasty-in-inferesi? (Do not include transactions
reporied on line 4a. Attach Schedule G (Form 5500) Part 1l if "Yes" is
checked.)

e Was this plan covered by a fidelity bond?

f Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond. that was caused by
fraud or dishonesty?

g Did the plan hold any assets whose cusrent vaiue was neither readily determinable on an

established market nor set by an independent third party appraiser?
h  Did the plan receive any noncash contributions whose value was neither readity

determinable on an estabjished market nor set by an independent third party appraiser?  awssssnssme

i Did the plan have assets held for investment? {Attach schedule(s) of assets if "Yes" is checked, and
see instructions for format requirements.)

4d

4e

500,000

j Were any plan transactions or series of transactions in excess of 5% of the current
value of pfan assets? (Atiach schedule of transactions if "Yes" is checked, and
see instructions for format requirements.)

Kk Were all the olan assets either distribuled to participants or beneficlaries, fransferred o another
plan, or brought under the control of the PBGC?

I Has the plan failed to provigde any benefit when due under the plan?

m Hthisis an individuai account plan, was there a biackout period? (See instructions and 29 CFR
2520.101-3.)

n If 4mwas 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,

Ba Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?
If "Yes," enter the amount of any plan assets that reverted 1o the employer this year

[] Yes No

5p [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.)

5h(1) Name of plan{s)

5b{2} EIN{s)

5b{3)PN(s)

5c fthe plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? e YeS [:] No D Not determined
If "Yes" is checked, enter the My PAA confirmation aumber from the PBGC premium filing for this plan year

{See instructions.)




SCHEDULER Retirement Plan Information OMB No. 1216-0110
{Form 5500) 2020
Department of the T This schedule is required 1o be filed under sections 104 and 4065 of the
ol Rovanua Sarvies Employee Retirerment Income Security Agt of 1974 (ERISA) and seclion
{[~=]
6058(a) of the Internal Revenue Code (the Code}.
Empla eaDazﬁzzgesrgzafrﬁifdrmsmstrauon This Form is Open to Public
i b File as an Attachment to Form 5500. Inspection.
Pens:on Benefit Guaranty Carporalion
For calendar plan year 2020 or fiscal plan year beginning 01/0i/2020 and ending 12/31/2020
A Name of plan B Three-digit
DERMATOLOGISTS OF CENTRAL STATES RETIREMENT SAVINGS PLAN plan number

{PN) b

alehE

C Plan spenser's name as shown on line 2a of Form 5500
DERMATOLOGISTS OF SOUTHWEST OHIO LLC

D Empioyer ldentification Number (EIN}

310964774
Distributions
All references to distributions relate only to payments of benefits during the plan year.
1  Totai value of distributions paid in property other than in cash or the forms of properily specified in the
instructions . . . . . . . 1

2

two payors who paid the greatest dollar amounts of benefits):
ElN(s): 01-0609808

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

Enter the £IN(s) of payor{s) who paid benefits on behalf of the plan to participants ¢r beneficiaries during the year {if more than two, enter EiNs of the

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the pfan 5
YEAT + 4 ¢ 2 &+ o s 2 s s e s e a e e e e

L T e

ERISA seclion 302, skip this Parf)

Funding Information {If the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or

4 s the plan administrator making an election under Code section 412(d)}{2) or ERISA section 302(d}(2)7 .

.. ] ves 1 Neo ] nea
If the plan is a defined benefit plan, go to line 8.
5 If a waiver of the minimum funding standard for a prior year is being amortizad 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 6
a
deficiency notwaived) . v 0 v . 4 v b b e v s e e v e e e e e e e e e e e s
Enter the amount centributed by the employer to the plan for this plan year e e e e e e e e 6b
C  Subtract the amourt in line 8b from the amount in line 8a. Enter the result
{enter 2 minus sign {o the left of a negative amount) Ve s s e h e n s e e e e e Bc
if you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on ling 8¢ be met by the funding deadline?. .« . . . . . . . [] Yes [] No [] WA
8 ifachange in actuarial cost method was made for this plan year pursuant to a revenue pracedure ar other
authority providing automatic approval for the change or a class ruling letier, does the plan SPONSO? Or plan
dministrator agree with the change? . . C e e s . .. . . . . [L] Yes [} No L1 nia
Amendments
9 ifthisis 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. 1110, Check e "No" bOX  + & « « s v v e n v v ow v www . . . [increase  []Decrease [JBoth  [JNo

ESOPs (see instructions). If this is not a plan described under section 400(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 ioan? D Yes E} No

11 8 Doesthe ESCP hoid any preferred stock? . . . . . . . e e e e e e e e e e e e e e v HYes Mo

b Ifthe ESOP has an cutstanding exemot loan with the employer as Iender is such loan part of 2 "back-to-back” loan? D Yes E:] No
{See instructions for definition of "back-fo-back” ioan.) P N

12 Does the ESOP hold any stock that is not readily radable on an established securities market? P e e e e e e e . E:] Yes [ | No

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

Schedule R {Form 5500) 2020

v. 200204
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Additional Information for Muiltiemployer Defined Benefit Pension Plans

13 Emer the following infermation for each employer that contriouted more than 5% of total contributions fo the pian during the plan year (measured in
doilars). See instruclions. Complete as many entries as needed to report all applicable empioyers.

a  Name of contributing employer

b EIN € Dollar amount contributed by employer

d  Date collestive bargaining agreement expires (if amployer contributes under more than one collective bargaining agreement, check box ]
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 B and see instnictions regarding required attachment. Ofherwise,
complete lines 13e(1} and 13g(2).)
{1} Contribution rate {in dollars and cents)

(2) Base unit measure: |:§ Houﬂy [J weekly  [] Unit of production [Jother (specify):

Name of contrlbtmng employer

EIN € Deollar amount contributed by employer

d  Date collective bargaining agreement expires (if employer contributes under more than one coflective bargaining agreemeni, check box |:|
and see instructions regarding required aftachment. Otherwise, enter the appiicable date.} Month Day Year

e  Confribution rate information (if more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
compiete lines 13e(1) and 13e(2}.)
(1) Contribution rate {in doliars and cenis)
(2) Base unit measure: | Hourly |:| Weekly  [_] Unit of production [Cother (specify):

Name of contnbutmg employer

EIN ¢ Dollar amount contributed by employer

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

€  Coentribution rate information (if more than one rate applies. check this box Dand see instructions regarding required attachment, Otherwise,
complete lines 13e(1) and 13e(2))
(1) Contribution rate {in doliars and cenis)

(2) Base unitmeasure: [} Hourdy [] weekly [ Unit of production [CJother (specify):

a  Name of contributing employer

EiIN € Dellar amount contributed by employer

d  Date collective bargaining agreement expires (if employer contribules under rmore than one collactive bargaining agreement, check box |:§
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 E}and see instructions regarding required attachment. Othenwvise,
cemplete lines 13e(1}) and 13e(2).)
{1} Contribution rate (in doliars and cents)

(2) Base unit measure: |} Heurly (] weekly [ Unit of production [T ]other (specify):

Name of contnbutmg empleyer

b EN € Dollar amound coniributad by employer

d  Date collective bargaining agreement expires (if employer contribuies under more than one collective bargaining agreement, check box {:]
and see instructions regarding required atiachmeni Qthenvise, enfer the applicable dale.) Monih Day Year

€ Contribution rale information (if more than one rale applies, check this box [ and see instructions regarding required affachment. Ofherwise,
complete lines 13ef1) and 13e(2).)
(1) Contribution rate {in doilars and cenis)

(2) Base unit measure; |:| Hourly |:| Weekly |:| Umt of produchon [lotner (specify):

Name of contrlbutlng employer

b EIN € Doliar amount contribuied by empioyer

d  Date collective bargaining agreement expires (f employer contributes under more than one collective bargaining agreement. check box I:l
and see instructions regarding required attachment. Otherwise, enter the applicable dafe ) Month Day Year

e  Contiibution rate information (if more than one rate applies. check this box [} and see instructions regarding required altachment. Gtherwise,
complete lines 13e{1) and 13e{2))
(%) Contribution rate (in dellars and cents)
(2) Base unit measure: || Hourly [3 weeky ] Unit of production {"Cther (specity):
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14

Enter the number of deferred vested and retired participants {inactive participants), as of the begining of the
plan year, whose contributing employer is na longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used to determing the number of 14a
inactive particpants: || last contributing employer [ aternative [ reasonable approximation (see
instructions for attachment). . . . « + & .+ .+ . 4 4 4 4 a0 0 e .

L .

b The plan year immediately preceding the current plan year. ] Check the ox if the number reported is a 14b
change from what was previously reported (see instructions for required attachment) P r e s e e e e e

C The second preceding plan year [:} Check the box if the number reported is a change from what was 14c
previously reported (see instructions forrequired attachment) & ¢« o v & 4 v« & e e e e o« = e .

16

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:

d The corresponding number for the plan year immediately preceding the current plan year e e e s e . | tha

b  The corresponding number for the second preceding plan year B B 1)

16

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

& Enter the number of employers who withdrew during the preceding plan year e =X

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 18b
assessed against such withdrawn employers  + v v & v ¢ o 4 & v s+ v s s s s s s .

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 informationto be included as anattachment. © « v v & ¢« « s 4 s v s b e e e s e s s e e e s e e s D

©1 Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

If any tiabitities to participants or their beneficiaries under the plan as of the end of the plan year consist {in whole or in part} of liabilities 1o 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 an attachment S T E]

19

If the: total number of participants is 1,000 or more, complete fines {2) through (c)
& Enter the percentage of plan asseis held as:

Stock: % Invesiment-Grade Debt: % High-Yield Debt: % Real Estate: % Other %
b Provide the average duratian of the combined investment-grade and high-yeild debt:

[Jo3years [ j3-6years [ |6-9years [ _}9-12years [_| 12-15years [_] 15-1Byears [} 18-21years [ ] 21years or more
¢ What duration measure was used {o caiculate line 18(b)?

[7] effective duration  [_] Macaulay duration || Modified duration [} Other (specify):

20

PBGC missed contribution reporting reguirements. If this is a muttiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a s the amount of unpaid minimum required contributions for all years from Schedule 8B (Ferm 5500} fine 40 greater than zero? B Yes I:I No
b Ifline 20a s "Yes." has PBGE been notified as required by ERISA sections 4043(c)(5) andfor 303(k)(4)? Check the applicable box:

{1 Yes.

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

[J No. The 30-day period referenced in 20 CFR 4043 25{c){2} has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date

[ No. Other. Provide explanation




Dermatologists of Central States Retirement Savings Plan
Statements of Net Assets Available for Benefits
December 31, 2020 and 2019

Assets
Cash and cash equivalents

Investments:
Registered investment companies at fair value
General investment account at contract value
Limited liability companies - self-directed investments
at fair value

Receivables:
Employer contributions
Notes receivable from participants

Net Assets Available for Benefits

The accompanying notes are an integral part of these statements.

2020 2019
26,437 677,513
50,765,687 36,731,648
740,975 0
290,000 253,028
51,796,662 36,984,676
338,537 240,633
306,358 193,192
644,895 433,825
52,467,994 38,096,014




Dermatologists of Central States Retirement Savings Plan
Statements of Changes in Net Assets Available for Benefits
For the Years Ended December 31, 2020 and 2019

Additions to Net Assets Attributed to:
Contributions:
Employer
Participant
Rollovers

Investment income:
Net investment gain from registered investment companies
Net investment gain from self-directed investments
Dividends from registered investment companies
Interest on notes receivable from participants
Total Additions
Deductions from Net Assets Attributed to:
Benefits paid to participants
Administrative expenses
Change in Net Assets Available for Benefits
Net Assets Available for Benefits

Beginning of year

End of year

2020 2019
2,117,121 1,611,034
3,945,747 3,016,636
5,404,617 10,312,900

11,467,485 14,940,570
4,366,112 3,777,893

36,972 0
1,988,961 1,618,663
6,392,045 5,396,556

9,536 10,624

17,869,066 20,347,750

3,331,140 1,638,444
165,946 124,699
3,497,086 1,763,143

14,371,980 18,584,607

38,096,014 19,511,407

52,467,994 38,096,014

The accompanying notes are an integral part of these statements.



Dermatologists of Central States Retirement Savings Plan
Notes to Financial Statements
December 31, 2020 and 2019

1. Description of The Plan

The following description of the Dermatologists of Central States Retirement Savings Plan (the Plan) provides
only general information. Participants should refer to the Plan Agreement for a more complete description of the
Plan's provisions.

General

The Plan is a defined contribution plan covering certain employees of Dermatologists of Southwest Ohio, LLC,
Dermatologists of Central States, Inc, and Dermatopathology Laboratory of Central States, Inc. (collectively
referred to as "the Company") who meet service requirements and are age 21 or older. The Plan is subject to the
provisions of the Employee Retirement Income Security Act of 1974.

Contributions

Each year, participants may contribute up to a maximum percentage or dollar amount of pre-tax and post-tax
annual compensation, as defined in the Plan. Participants who have attained age 50 before the end of the plan year
are eligible to make catch-up contributions. Participants may also contribute amounts representing distributions
from other qualified defined benefit or defined contribution plans (rollovers). The Company currently matches
100% of the first 3% of compensation that a participant contributes to the Plan, plus 50% of compensation that
exceeds 3% but does not exceed 5%. Additional discretionary matching and profit-sharing amounts may be
contributed at the Company’s discretion subject to certain limitations. Contributions are subject to certain IRS
limitations.

Participants’ Accounts
Each participant's account is credited with the participant's contribution and allocations of (a) the Company's

contribution and (b) plan earnings, and charged with an allocation of administrative expenses, if applicable.
Allocations are based on participant earnings, account balances, or other specific participant transactions, as
defined. The benefit to which a participant is entitled is the benefit that can be provided from the participant's
vested account.

Vesting

Participants are immediately vested in their voluntary and safe harbor contributions plus earnings thereon. Vesting
in the employer discretionary contribution accounts plus actual earnings thereon is based on years of continuous
service. The Plan follows a 6-year graded vesting schedule in which a participant is 100% vested after 6 years of
credited service.

Investments

Upon enrollment in the Plan, participants direct the investment of employee and employer contributions into any
combination of various investment options offered. Participants may change their investment options at any time.
In addition, self-directed investments are permitted.

Notes Receivable from Participants
Participants may borrow a minimum of $1,000 up to a maximum equal to the lesser of $50,000 or 50% of their

vested account balance. Loan terms range up to 5 years, or longer if for the purchase of a primary residence. The
loans are secured by the balance in the participant's account and bear interest at the then prevailing interest rate
charged by persons in the business of lending money for loans which would be made under similar circumstances.
Principal and interest is paid ratably through payroll deductions. A participant may only have one loan
outstanding at any time.



Dermatologists of Central States Retirement Savings Plan
Notes to Financial Statements
December 31, 2020 and 2019

1. Description of The Plan (Continued)

Payment of Benefits
Upon retirement, disability, death, or termination of employment, a participant (or participant's beneficiary in the

event of death) may elect to receive a single, lump-sum payment, substantially equal annual or more frequent
installments, a qualified joint and survivor annuity, a direct rollover, or a continuous right of withdrawal, allowing
a participant to receive payments in such amounts and at such times as he or she elects. In addition, hardship and
in-service distributions are permitted if certain criteria are met.

Payment of Expenses
All expenses of administration may be paid out of the Plan unless paid by the Company. Such expenses shall

include any expenses incident to the functioning of the Administrator, including but limited to, fees of
accountants, counsel, and other specialists and their agents, and other costs of administering the Plan. The
Company elected to pay a portion of the expenses of the Plan for the years ended December 31, 2020 and 2019.

Forfeited Accounts

When certain terminations of participation in the Plan occur, the non-vested portion of the participant's account,
as defined by the Plan, represents a forfeiture. However, if the participant is re-employed and fulfills certain
requirements, as defined by the Plan, the participant's account will be reinstated. Forfeitures can be used to reduce
employer contributions or pay Plan expenses. No company contributions were paid from forfeited non-vested
accounts in either of the years ended December 31, 2020 and 2019. Plan expenses in the amount of $0 and
$23,728 were paid from forfeited non-vested accounts during the years ended December 31, 2020 and 2019,
respectively. At December 31, 2020 and 2019, forfeited non-vested accounts totaled $26,851 and $14,879,
respectively.

2. Summary of Significant Accounting Policies

Basis of Accounting
The financial statements of the Plan are prepared using the accrual method of accounting.

Investments held by a defined contribution plan are required to be reported at fair value, except for fully benefit-
responsive investment contracts. Contract value is the relevant measure for the portion of net assets available for
benefits of a defined contribution plan attributable to fully benefit-responsive investment contracts because
contract value is the amount participants normally would receive if they were to initiate permitted transactions
under the terms of the Plan.

Use of Estimates

The preparation of financial statements in conformity with accounting principles generally accepted in the United
States of America requires the Plan Administrator to make estimates and assumptions that affect certain reported
amounts and disclosures. Accordingly, actual results may differ from these estimates.

Investment Valuation and Income Recognition
Investments are stated at fair value (except for fully benefit-responsive investment contracts, which are reported at

contract 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. See Note 8.



Dermatologists of Central States Retirement Savings Plan
Notes to Financial Statements
December 31, 2020 and 2019

2. Summary of Significant Accounting Policies (Continued)

Investment Valuation and Income Recognition (Continued)

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 investment gain includes the Plan’s gains and losses on
investments bought and sold as well as held during the year. Capital gain distributions are included in dividend
income.

Notes Receivable from Participants
Notes receivable from participants are measured at their unpaid principal balance plus any accrued but unpaid

interest. Interest income is recorded on the accrual basis. Delinquent participant loans are reclassified as
distributions based upon the terms of the Plan document.

Payment of Benefits
Benefits are recorded when paid.

3. Plan Termination

Although it has not expressed any intent 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 of ERISA. In the event of Plan
termination, participants would become 100% vested in their employer contributions.

4. Risks and Uncertainties

The Plan invests in various investment options. These investment options are exposed to various risks, such as
interest rate, credit, and market risks. Due to the level of risk associated with certain investments, it is at least
reasonably possible that changes in the values of investments will occur in the near term and that such changes
could materially affect the participants’ account balances and the amounts reported in the statements of net assets
available for benefits.

5. Tax Status

The Internal Revenue Service (IRS) has determined and informed the Company by a letter dated March 31, 2014,
that the Plan and related trust are designed in accordance with applicable sections of the Internal Revenue Code
(IRC). Although the Plan has been amended since receiving the determination letter, the Plan administrator and
the Plan’s tax counsel believe that the Plan is designed and is currently being operated in compliance with the
applicable requirements of the IRC and therefore believe that the Plan is qualified, and the related trust is tax-
exempt.

Accounting principles generally accepted in the United States of America require the plan administrator to
evaluate tax positions taken by the Plan and recognize a tax liability for any uncertain position that more likely
than not would not be sustained upon examination by the IRS. The Plan is subject to routine audits by tax
authorities; however, there are currently no audits for any tax periods in progress.



Dermatologists of Central States Retirement Savings Plan
Notes to Financial Statements
December 31, 2020 and 2019

6. Related Party Transactions

Certain Plan investments are managed by to Matrix Trust Company, LLC, Great-West Life & Annuity Insurance
Company and Great-West Trust Company, LLC, Trustees of the Plan. Any purchases and sales of these
investments are open market transactions at fair and contract value. Such transactions, while considered party-in-
interest transactions under ERISA regulations, are permitted under the provisions of the Plan and are specifically
exempt from the prohibition of party-in-interest transactions under ERISA.

Morgan Stanley provides investment advisor services to the Plan and receives revenue from mutual fund service
providers for services provided to the funds. This revenue is used to offset amounts owed to Morgan Stanley for
its services.

If revenue received by Morgan Stanley from such mutual fund service providers exceeds their fees, Morgan
Stanley remits the excess to the Plan’s trust on a quarterly basis. Such amounts may be applied to pay Plan
administrative expenses or allocated to the accounts of the participants. Excess revenues in the amount of $23,338
were used to pay administrative expenses in 2020. The Plan or Plan sponsor may make a payment to Morgan
Stanley for advisor services not covered by revenue sharing.

7. Plan Amendments

In May 2019, the Plan was amended to provide credit for services performed with Mountain State Medical
Specialties, Inc. and DOCS-MSO, LLC and permit eligible participants to immediately enter the Plan. In addition,
all eligible employees were provided the option to have their account balances rolled into the Plan.

8. Fair Value Measurements

Certain Plan investments are reported at fair value in the accompanying statements of net assets available for
benefits. The methods used to measure fair value may produce an amount that may not be indicative of net
realizable value or reflective of future fair values. Furthermore, although the Plan believes its valuation methods
are appropriate and consistent with other market participants, the use of different methodologies or assumptions to
measure the fair value of certain financial instruments could result in a different fair value measurement at the
reporting date.

The fair value measurement accounting literature establishes 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 (Ievel 1) and the lowest priority to unobservable inputs
(level 3). The three levels of inputs used to measure fair value under this accounting standard are described as
follows:

e Level 1 - Quoted prices in active markets that are accessible at the measurement date for identical or
similar assets or liabilities.

e Level 2 - Observable inputs other than quoted prices included within Level 1. Inputs that are principally
derived 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.



Dermatologists of Central States Retirement Savings Plan
Notes to Financial Statements
December 31, 2020 and 2019

8. Fair Value Measurements (Continued)

e Level 3 - Unobservable inputs that are supported by little or no market activity and that are significant to
the fair value measurement of the assets or liabilities. These include certain pricing models,
discounted cash flow methodologies and similar techniques that use significant unobservable
inputs.

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 maximize the use of relevant
observable inputs and minimize the use of unobservable inputs. The following is a description of the valuation
methodologies the Plan used for assets measured at fair value:

Registered Investment Companies (mutual funds)
Valued at the daily closing price as reported by the fund. Mutual funds held by the Plan are open-ended mutual

funds that are registered with the U.S. Securities and Exchange Commission. Mutual funds are required to publish
their daily net asset value and to transact at that price. The mutual funds held by the Plan are deemed to be
actively traded.

Limited Liability Companies
Frost Wood Farms, LLC is an Ohio-based limited-liability company whose assets consist of 81.16 acres of

farmland for development, and a limited amount of cash. Based on the most recent sale of a portion of this
property as well as other factors, the Plan’s professional real estate manager has estimated the value of this
interest to be $240,000 and $203,028 at December 31, 2020 and 2019, respectively.

Levicon II, LLC is a Pennsylvania-based limited-liability company that has partnered with another entity to
purchase and develop real property located in Bucks County, Pennsylvania. Preferred units were purchased in
2002 for $750,000. According to an operating agreement, these funds will be returned, along with accrued annual
6% dividends, upon liquidation, after creditors are paid but before any common unit holders receive a distribution.
However, no dividends are currently being accrued due to the high probability of future insufficient funds. Based
on information provided by the entity developing the real property, the project is not expected to be completed
and the entity will be liquidated at some point in the future. The value at December 31, 2020 and 2019 is based
upon the estimated proceeds to be received upon liquidation.

The limited liability company investments are held in a self-directed account.

The following table sets forth by level, within the fair value hierarchy, the Plan's assets at fair value as of
December 31, 2020:

Level 1 Level 2 Level 3 Total
Mutual funds $ 50,765,687 $ 0 $ 0 $ 50,765,687
Limited liability companies:
Frost Wood Farms, LLC 0 0 240,000 240,000
Levicon II, LLC 0 0 50,000 50,000
Total limited liability companies 0 0 290,000 290,000
Total $ 50,765,687 $ 0 $ 290,000 $ 51,055,687




Dermatologists of Central States Retirement Savings Plan
Notes to Financial Statements
December 31, 2020 and 2019

8. Fair Value Measurements (Continued)

The following table sets forth by level, within the fair value hierarchy, the Plan's assets at fair value as of
December 31, 2019:

Level 1 Level 2 Level 3 Total
Mutual funds $ 36,731,648 $ 0 $ 0 $ 36,731,648
Limited liability companies:
Frost Wood Farms, LLC 0 0 203,028 203,028
Levicon II, LLC 0 0 50,000 50,000
Total limited liability companies 0 0 253,028 253,028
Total $ 36,731,648 $ 0 $ 253,028 $ 36,984,676

The following table reconciles the beginning and ending balances of fair value measurements using significant
unobservable inputs (Level 3) of limited-liability companies for the years ended December 31, 2020 and 2019.

2020 2019
Beginning balance $ 253,028 $ 253,028
Unrealized gain on Frost Wood Farms 36,972 0
Ending balance $ 290,000 $ 253,028

Gains and losses (realized and unrealized) included in changes in net assets available for benefits are reported in
net appreciation in fair value of investments.

9. Fully Benefit-Responsive Investment Contracts

The Plan has a fully benefit-responsive guaranteed investment contract with Great-West Life & Annuity
Insurance Company (Great-West). Great-West maintains the contributions in a general account. The account is
credited with earnings on the underlying investments and charged for participant withdrawals and administrative
expenses. The guaranteed investment contract issuer is contractually obligated to repay the principal and a
specified interest rate that is guaranteed to the Plan. The guaranteed investment contract does not permit the
insurance company to terminate the agreement prior to the scheduled maturity date.

The contract meets the fully-benefit responsive investment contract criteria and therefore is reported at contract
value. Contract value is the relevant measure for fully benefit-responsive investment contracts because this is the
amount received by participants if they were to initiate permitted transactions under the terms of the Plan.
Contract value, as reported to the Plan by Great-West, represents contributions made under the contract, plus
earnings, less participant withdrawals, and administrative expenses. Participants may ordinarily direct the
withdrawal or transfer of all or a portion of their investment at contract value.

10



Dermatologists of Central States Retirement Savings Plan
Notes to Financial Statements
December 31, 2020 and 2019

9. Fully Benefit-Responsive Investment Contracts (Continued)

The Plan’s ability to receive amounts due is dependent on the issuer’s ability to meet its financial obligations. The
issuer’s ability to meet its contractual obligations may be affected by future economic and regulatory
developments.

Certain events limit the Plan’s ability to transact at contract value with Great-West. Such events include the
following: (a) amendments to the plan document (including complete or partial plan termination or merger with
another plan), (b) changes to the Plan’s prohibition on competing investment options or deletion of equity wash
provisions, (c) bankruptcy of the Plan sponsor or other Plan sponsor events (for example, divestitures or spin-offs
of a subsidiary) that causes a significant withdrawal from the Plan, (d) the failure of the trust to qualify for
exemption from federal income taxes or any required prohibited transactions exemption under ERISA, or (e)
premature termination of the contract. The Plan administrator does not believe that any events that would limit the
Plan’s ability to transact at contract value with Plan participants or the issuer are probable of occurring.

In addition, certain events would allow the issuer to terminate the contract with the Plan and settle at an amount
different from contract value. Examples of such events include (a) an uncured breach of the Plan’s investment
guidelines, (b) a breach of material obligation under the contract, (c) a material misrepresentation, and (d) a
material amendment to the agreement without the consent of the issuer.

The average yield earned by the Plan is derived by averaging the quarterly gross interest rates for the fund over
the year. That average for 2020 was 1.05%. The actual average yield earned by the Plan is derived by averaging
the Plan’s quarterly interest rates. That average for 2020 was 1.00%.

10. Certified Investments

Certain information related to investments disclosed in the accompanying financial statements and supplementary
schedule, including investments held at December 31, 2020 and 2019, and net appreciation in fair value of
investments, interest and dividends for the years then ended, was obtained or derived from information supplied
to the plan administrator and certified as complete and accurate by Matrix Trust Company and Great-West Life &
Annuity Insurance Company, as described in the following table:

December 31,

2020 2019
Registered investment companies $ 50,765,687 $ 36,731,648
General investment account $ 740,975 $ 0
Cash and cash equivalents $ 26,437 $ 677,513
Net investment gain from registered
investment companies $ 4,366,112 $ 3,777,893
Dividends and interest $ 1,988,961 $ 1,618,663
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Dermatologists of Central States Retirement Savings Plan
Notes to Financial Statements
December 31, 2020 and 2019

11. COVID-19 Outbreak

The full impact of the COVID-19 outbreak continues to evolve as of the date of this report. As such, it is
uncertain as to the full magnitude that the pandemic will have on the Plan sponsor’s financial condition, liquidity,
workforce, and future results of operations as well as the effects on the Plan. Management is actively monitoring
the global situation on its Plan sponsor’s financial condition, liquidity, and workforce. Given the daily evolution
of the COVID-19 outbreak and the global responses to curb its spread, the Plan sponsor is not able to estimate the
effects of the COVID-19 outbreak on its results of operations, financial condition, or liquidity for fiscal year
2021.

The Plan adopted the distribution provisions of the Coronavirus Aid, Relief, and Economic Security (CARES)
Act that was signed into law on March 27, 2020. A CARES Act distribution allows the Plan’s participants to take
up to a $100,000 COVID-19 related distribution from the Plan beginning on or after January 1, 2020 and before
December 31, 2020.

12. Subsequent Events
Management evaluated the activity of the Plan through October 13, 2021 (the date the financial statements were

available to be issued) and concluded that no subsequent events have occurred that would require recognition in
the financial statements or disclosure in the notes to the financial statements.

12



Dermatologists of Central States Retirement Savings Plan

Schedule H, Line 4i - Schedule of Assets Held for Investment Purposes at End of Year

E.L.N. 31-0964774 Plan #001

(y) Information not required to be disclosed for participant directed investments.

* Party-in-interest

December 31, 2020
(c)
Description of
(b) Investment Including
Identity of Issuer, Maturity Date, Rate of (e)
Borrower, Lessor or Interest, Collateral, (d) Current
(a) Similar Party Par or Maturity Value Cost Value
Participated Directed Accounts
American Funds Capital World Growth & Income  Registered investment company () 347,315
American Funds Growth Fund of America Registered investment company (y) 9,042,318
Calamos Market Neutral Income Registered investment company ) 2,408,471
Coheen & Steers Realty Shares Fund Registered investment company (y) 1,466,863
Columbia Acorn Fund Registered investment company (y) 2,579,840
First Eagle Global Fund Registered investment company (y) 5,827,396
Invesco Developing Markets Fund Registered investment company (y) 2,182,826
Invesco International Bond Fund Registered investment company y) 36,212
Loomis Sayles Investment Grade Bond Registered investment company () 1,278,700
MFS Total Return Fund Registered investment company (y) 255,425
Oakmark International Fund Registered investment company ) 3,082,999
Parnassus Core Equity Fund Registered investment company (y) 890,280
PIMCO All Asset All Authority Fund Registered investment company () 28,110
T Rowe Price Growth Stock Fund Registered investment company (y) 945,033
T Rowe Price Spectrum Income Fund Registered investment company ) 2,731,102
Vanguard 500 Index Fund Registered investment company (y) 1,350,582
Vanguard All World Index Fund Registered investment company () 204,002
Vanguard High Dividend Yield Fund Registered investment company (y) 5,506,582
Vangaurd Mid-Cap Growth Index Registered investment company () 888,750
Vanguard Selected Value Fund Registered investment company (y) 3,185,286
Vanguard Target Retirement Income Registered investment company ) 129,843
Vanguard Target Retirement 2015 Fund Registered investment company (y) 84,342
Vanguard Target Retirement 2020 Fund Registered investment company ) 289,863
Vanguard Target Retirement 2025 Fund Registered investment company (y) 2,124,216
Vanguard Target Retirement 2030 Fund Registered investment company () 777,572
Vanguard Target Retirement 2035 Fund Registered investment company (y) 214,499
Vanguard Target Retirement 2040 Fund Registered investment company 8% 1,881,688
Vanguard Target Retirement 2045 Fund Registered investment company (y) 477,075
Vanguard Target Retirement 2050 Fund Registered investment company () 226,544
Vanguard Target Retirement 2055 Fund Registered investment company y) 81,121
Vanguard Target Retirement 2060 Fund Registered investment company ) 31,124
Vanguard Total Bond Market Index Registered investment company (y) 78,466
Wells Fargo Advantage Precious Metals Registered investment company () 131,242
*  QGreat-West Fixed Account - Series Class I General investment account (y) 740,975
*  Participant loans Low: 4.25%
High: 6.50% 0 306,358
Self-Directed Accounts
Frostwood Farms, LLC Limited Liability Company (y) 240,000
Levicon II, LLC Limited Liability Company () 50,000
52,103,020
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