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

Department of the Treasury B en eflt Pl an
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2020
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| Part| | Annual Report Identification Information
For calendar plan year 2020 or fiscal plan year beginning  01/01/2020 and ending 12/31/2020
A This return/report is for: a single-employer plan |:| a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)
B This return/report is D the first return/report Dthe final return/report
D an amended return/report |:| a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 |:| automatic extension D DFVC program
D special extension (enter description)
| Part 1l | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
CENTRAL OHIO HOSPITALISTS, INC. CASH BALANCE PLAN plan number
(PN) » 002
1c Effective date of plan
01/01/2013
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 31-1702392

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

CENTRAL OHIO HOSPITALISTS, INC. DBA MEDONE HOSPITAL PHYSICIANS 2C Sponsor's telephone number

614-255-6920

2d Business code (see instructions)

3525 OLENTANGY RIVER ROAD 621111
SUITE 4330
COLUMBUS, OH 43214

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

3C Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan sponsor’'s name, EIN, the plan hame and the plan number from the last return/report.
a Sponsor's name 4d PN
C Plan Name
5a Total number of participants at the beginning of the Plan YEar.............c.ccccveeoveeeeeeeeeeeeeeeee e 5a 80
b Total number of participants at the end of the PIAN YEAT ............ccceueveveveveeeeeeeeeeeee et 5b 98
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c
[odo]aa] o] L= (= (a1 N1 (=] 0 ) PP PP PUPTUUPPPPPTPN
d(2) Total number of active participants at the beginning of the plan year 5d(1) 71
d(2) Total number of active participants at the end of the Plan YE&ar ..............cccevrvevieeieeeeeieieeee e, 5d(2) 96
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

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

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

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

belief, it is true, correct, and complete.
SIGN Filed with authorized/valid electronic signature. 10/15/2021 ADAM WARREN
HERE ) L L L L
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . L Lo
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2020)

v.200204



Form 5500-SF (2020) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCtiONS.) .........ccceevviiiiiiiiie i Yes |:| No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467? (See instructions on waiver eligibility and coNditions.)...........coouiiiiiiiiiiiiie e Yes D No
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... Yes D No D Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year 4279321 . (See instructions.)

| Part lll | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN ASSELS ....veveeeiiceieieeiieie et 7a 2387687 2820026
Total plan liabilities ... 7b
Net plan assets (subtract line 7b from line 7a) .................c.c..oo.... 7c 2387687 2820026
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS oot 8a(1) 165000
(2) PartiCIDANES ... 8a(2)
(3) Others (including rolloVers).............cueceeeccuiiiiieeeiiiiiieeeeeeiins 8a(3)
Other iNCOME (I0SS) ....vveeveeeeeiueeeeeeeee e e e 8b 304685
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 469685
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENEFILS) ........c.veueeuieeierieeieiieeieieeeeeee et 8d 37346
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
g Other expenses 89
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 37346
i Netincome (loss) (subtract line 8h from line 8¢) ..............c.c......... 8i 432339
j Transfers to (from) the plan (see instructions)...........ccoccvvveeeeennn. 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1B 1C 1l
b [If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
(e (0T =1 1) I PP PO PP UPTPRPT 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
L= sl lnc=To Mol g I 110 TC I 0= U OO PPPP 10b X
Was the plan covered by a fidelity bond? ... 10c | x 1000000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? .....coiiiiii ettt ettt e ettt et e e e b e e e snaeaeannees 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the Plan? (S INSIIUCHIONS.)......uuiiii ittt e e aaa e 10e X
f Has the plan failed to provide any benefit when due under the plan? ..........c.c.ccccoceveeveveveveerrnnnn. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..........c..cccceevene 10g X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.1071-3.) oottt 10h

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




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

[Part \ | Pension Funding Compliance

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

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 Yes D No
L= [0
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ..................... ‘ 1la ‘ 0

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

Yes.

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

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

No. Other. Provide explanation

N N N |

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
B RIS A 7 oo oo oo oA e oo e oo oo e e Ao Ao oo e e e e e e e et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e aaeaaaaaaeaaaaaaaaas D Yes No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave line
12 blank and complete line 11 above.

a If awaiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
OFANTING T8 WAIVET. ....eiiiiiiiieieie ettt ettt e e e e e aat bttt aeeaaanbebeaeeaaaansbneeeaeesaannreneen Month Day Year

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution for thiS PIAN YEAI ................ccccvivreeeiererirerereeeeeeeeeeeeeeersseeseesenenens 12b

C Enter the amount contributed by the employer to the plan for this plan year .............ccccccccoviiiiiiiiiiiiiiiiiic s 12c

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGATIVE @IMIOUNT) .. eiieeiiee et ee ettt e e e ettt e e e e e ekttt et e e e e e ettt e et e e e e 4 st e b e e e e e e aastbe et e aeeaansnesbeeeeessaneneeeeaessannnenres

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

[Part VII | Plan Terminations and Transfers of Assets

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

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
CONEIOI OF tNE PBGC? ...ttt e e ettt e sttt e e sttt e sttt e e s se e e s bbb e e estseeesabseeeasbsbessbseeesabaeesbreeessbneeas

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)

13c(1) Name of plan(s): 13c(2) EIN(s) 13c¢(3) PN(s)




OMB No. 1210-0110

2020

SCHEDULE SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Single-Employer Defined Benefit Plan
Actuarial Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA) and section 6059 of the

This Form is Open to Public

Department of Labor

; i inistrati Inspection
Employee Benefits Security Administration Internal Revenue Code (the Code). p
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending  12/31/2020
P Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.
A Name of plan B Three-digit
CENTRAL OHIO HOSPITALISTS, INC. CASH BALANCE PLAN plan number (PN) > 002

D Employer Identification Number (EIN)
31-1702392

C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF
CENTRAL OHIO HOSPITALISTS, INC. DBA MEDONE HOSPITAL PHYSICIANS

E Type of plan: Single |:| Multiple-A D Multiple-B F Prior year plan size: |:| 100 or fewer 101-500 |:| More than 500

‘ Part | |Basic Information

1  Enter the valuation date: Month __ 12 Day 31 Year 2020
2  Assets:
BUMATKEE VAIUE .......vviveieeetteteteee ettt ettt s st b bbb s e e 24 b e b e s e s s b e bbbt e se s es et et ebes e st beb et s s e e s s b bens 2a 2655026
D) ACHUAHIAI VAIUE ...t en st en s ena s sen st en s, 2b 2655026
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment...........ccocveevnieeeiinnen 0 0 0
b For terminated vested participants.... 2 35120 35120
C FOr active PartiCiPants ...........ccueiiiiiiiiiiiie it 96 2157682 2165789
(o i - OO U PO URTT TR 98 2192802 2200909
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b)...........c.ccceveuenne.... |:|
a Funding target disregarding prescribed at-riSk aSSUMPLIONS ........ocoiiiiiiiiiiie i 4a
b Funding target reflecting at—r?sk assumptipns, but disrege}rding trs_msition 'rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor.............cccccceeviiiiiiiiccinninnn
D EffECHVE INEIESE FALE ......vvvevieieiiietetetes ettt ettt e et et b et b et e s b b b et s e bt s e b b et e s e se sttt ebes e s e e e s s st s 5 5.54 %
(ST V0o T= L2 To a0 Lo 1 SRR 6 246189

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN

HERE 10/04/2021
Signature of actuary Date

PAUL HUFSTETLER, EA 20-08730

Type or print name of actuary
TRINITY PENSION CONSULTANTS, INC.

Most recent enrollment number

330-668-3747

Firm name
202 MONTROSE WEST AVE.
SUITE 310
COPLEY, OH 44321

Telephone number (including area code)

Address of the firm

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

instructions

i

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

Schedule SB (Form 5500) 2020

v. 200204



Schedule SB (Form 5500) 2020

Page2-[ 1]

Part Il Beginning of Year Carryover and Prefunding Balances
(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
=T L) IO RSP RRP 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
Y= OO 0 0
9  Amount remaining (line 7 minus line 8)
10 Interest on line 9 using prior year’s actual return of
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ..........ccccovcveeeiine. 229793
b(l) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 5.70 %.............. 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
(=200 0 TP TP PP PU PR PPPPTPPN 0
C Total available at beginning of current plan year to add to prefunding balance 229793
d Portion of (c) to be added to prefunding balanCe...........c.cccceveveveveccerererereeeeeend
12 Other reductions in balances due to elections or deemed elections ..........................., 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) ................., 0 0
Part 11l Funding Percentages
14 Funding target attaiNMENt PEICENLAGE. ..........ovvereeereeeieiesssseseessssessssssssessssssssesssses s sssssessssesssessssesssesessessssesssessssesssassssesssensssasssssssssessesssssssesssanees 14 120.63 %
15 Adjusted funding target attaiNMENt PEFCENTAGE ...........eveeveueeeeteeeteeeeeeteeeeteeeteeeeteseeteseete e esetesetesseteseesese et eseeseae s eaessesesseseseesetesetesneeeanen 15 115.16 %
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEA'S TUNGING TEGUITEIMENL.............oeovoeeoeeeee oot eee et ee e e s s e s eeee s s eeee s s eneseeseees e enereen 115.92 9
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage............c.ccccocveveuene.... 17 %
Part IV Contributions and Liquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:
(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
03/11/2021 165000 0
Totals > | 18(b) 165000 | 18(c) |
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years. ...........cccccovveeercienennnn. 19a 0
b Contributions made to avoid restrictions adjusted to VAIUAHON TALE ................oeieeveeeeeeeeeeeeeeeeee oo 19b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19c 163263
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the PriIOr YEAI? ........cooiuiiiiiii et e et e et e e st eeaaneee e D Yes No
b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner?................ccocoveveveveeeeerererereenenes D Yes |:| No
C Ifline 20a is “Yes,” see instructions and complete the following table as applicable:
Liquidity shortfall as of end of quarter of this plan year
(1) 1st (2) 2nd (3) 3rd (4) 4th




Schedule SB (Form 5500) 2020 Page 3

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

21 Discount rate:

1st segment:
3.64 %

2nd segment:
521 %

3rd segment:
5.94 %

a Segment rates:

D N/A, full yield curve used

b Applicable month (enter code)

21b

0

22 Weighted average retirement age

22

62

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

|:| Substitute

Part VI [Miscellaneous Items

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

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

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

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

FELL e o] 1 1 =T o | PP U TP 27
Part VII |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PrOK YEAIS ............cucueveiriiiiierererireeesee et 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
(L QLS - ) USRS
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS iN@ 29) ..........c.ccceveeevecereeeereeane 30 0
Part VIII [Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOMMAl COSE (N B)......uuueiiieeeeiicieiie et e e e ettt e e e e st e e e e e s st a e e e e e sasntteeeaeeesasstaseeeaeeesssseeseaeesansntnneeeeeesannnnns 3la 246189
b Excess assets, if applicable, but not greater than liNE 31a ..........cceeveveveveviriveeeceeeeeieeete oo es e sennes 31b 246189
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization iNStallment ..., 0
b Waiver amortization iNStallMENt....................c.ccvvevveeverieereeeeeieeeeeeeeeeeeeee e,
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount .............ccceeeeeiiiiiieeeieneiins 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
TEQUIFEMENT ...ttt 0
36 Additional cash requirement (line 34 MINUS INE 35) .........cccvieuirmieeeeeieeeesee e sesee st enese s se s nesseseeesenenes 36 0
37 fgn)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 163263
[0} I PP U PR UP PSR
38 Present value of excess contributions for current year (see instructions)
a Total (eXCeSS, if any, Of [INE 37 OVET NE 36) ......c.cvvieieeeeeeeeeeeeeeee et eees e eeee e ee ettt es et en st eneeeean 38a 163263
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ...........c.ccccceveue... 39 0
40 Unpaid minimum required contribUtions fOr @ll YEAIS ...........ccvoveeveueeeeeeeeeeeeeeteeee et eaeas 40 0
Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)
41 If an election was made to use PRA 2010 funding relief for this plan:
E STt a T To [0 Lo Y11 1= PSRRIt D 2 plus 7 years D 15 years

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

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




CENTRAL OHIO HOSPITALISTS, INC.
CASH BALANCE PLAN

Schedule SB, line 26
Schedule of Active
Participant Data
Employer Identification Number 31-1702392 Plan Number 002
As of December 31, 2020

Attained Under

Age 1 1to4 5t09 10to 14 15to 19 20 to 24 25 to 29 30 to 34 35to 39 40 & up
Under 25 0 1 0 0 0 0 0 0 0 0
251029 0 10 0 0 0 0 0 0 0 0
Ave Comp 144,87

Ave Bal 1

30to 34 0 25 1 0 0 0 0 0 0 0
Ave Comp 298,22

Ave Bal 1

35t0 39 0 10 6 0 0 0 0 0 0 0
Ave Comp 253,53

Ave Bal 1

40 to 44 0 8 7 0 0 0 0 0 0 0
45 to 49 0 4 10 0 0 0 0 0 0 0
Ave Comp 533,43

Ave Bal 1

50 to 54 0 3 5 0 0 0 0 0 0 0
55t0 59 0 2 3 0 0 0 0 0 0 0
60 to 64 0 1 0 0 0 0 0 0 0 0
65 to 69 0 0 0 0 0 0 0 0 0 0
70 & Up 0 0 0 0 0 0 0 0 0 0

Average Age 39.77 Average Service 3.92



CENTRAL OHIO HOSPITALISTS, INC.

CASH BALANCE PLAN

Schedule SB, Part V
Statement of Actuarial
Assumptions/Methods

Employer Identification Number 31-1702392

Assumption

Turnover

Disability

Future Salary Increases
Assumed Retirement Age

Assumed Benefit Form

Actuarial Value of Assets

As of December 31, 2020
For
Funding
None
None
None
Normal Retirement
Percent Assumed Plan Normal Form 0%
Percent Assumed Lump Sum 100%
Percent Assumed Life Only 0%

Percent Assumed Joint and Survivor 0%

Market Value

Plan Number 002



H H H MB No. 1210-011
SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0119
(Form 5500) Actuarial Information 2020
Department of the Trea§ury
Internal Revenue Service This schedule is required to be filed under section 104 of the Employee
Department of Lab i ; ; - - ;
Employee B:r?:fit?gcﬁrityaAz:ninistration Retirement Incomelri:(;:;llt)g:\(/‘,tegzgQggd(eEE}"zAg:dneC;.SECtlon 6059 of the This Forrln 1S Oli.en to Public
Pension Benefit Guaranty Corporation nspection
» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending 12/31/2020

P Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B Three-digit
Central Ohio Hospitalists, Inc. Cash Balance Plan plan number (PN) > 002
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
Central Ohio Hospitalists, Inc. dba MedOne Hospital Physicians 31-1702392

E Type of plan: @ Single |:| Multiple-A D Multiple-B F Prior year plan size: D 100 or fewer @ 101-500 |:| More than 500
Part | | Basic Information
1  Enter the valuation date: Month 12 Day 31 Year 2020
2  Assets:
@ MAIKEE VAIUE ...ttt et s st a s et s s et s et s s en s e 2a 2,655,026
B AGHUANIAI VAIUE..........coeeeeee e 2b 2,655,026
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment...........ccoceicveneiniinnnns 0 0 0
b For terminated vested participants ..............cceveviuereueeeeeieseeies s eeee e 2 35,120 35,120
C FOr active PartiCiPaNntS.............ccceueviiiiieieiresiieieecsesese et necsenend 96 2,157,682 2,165,789
O TOMAI ..o 98 2,192,802 2,200,909
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b).........cccccvrvevecuee.e. |:|
a Funding target disregarding prescribed at-risk asSUMPLIONS .........cooiiiiiiiiiiii e 4a
b Fupding target reflecting at-rﬁsk assumptipns, but disrege?rding trgnsition rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor..............c.cccoccoviiiiineancnn,
B EffECHVE INTEIESE FAIE ........cvvveeiieiee ettt ettt sttt bttt sttt es s 5 5.54%
B TArget NOMMAI COSt.......viviiiecee ettt ettt s e en e e e s s s s e s s s e es s e e s e es s ena et en st ssnaesenaeteneneessnsntnenen e 6 246,189

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE |Paul Hufstetler, EA 10/04/2021
Signature of actuary Date
Paul Hufstetler, EA 2008730
Type or print name of actuary Most recent enrolliment number
Trinity Pension Consultants, Inc. 330-668-3747
Firm name Telephone number (including area code)
202 Montrose West Ave.
Suite 310
Copley OH 44321
Address of the firm
If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see D
instructions
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2020

v. 200204
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Part Il Beginning of Year Carryover and Prefunding Balances

(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
VBAT) ettt ettt ettt ettt e et 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
year) 0
9 Amount remaining (iN€ 7 MINUS N 8) .........ovveeeeeeeeeeeeeeee e 0
10 Interest on line 9 using prior year's actual return of __ 14 .85% .....covvecvvreeeecrecennee,
11 Prior year’s excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ...........cccccoeveeencnd 229,793
b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 5.70%.ccun.. 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
FEEUMT <ttt ettt ettt ss st bbbttt ebn ] 0
C Total available at beginning of current plan year to add to prefunding balance...............] 229,793
d Portion of (c) to be added to prefunding balance ..............cocoooooioieiieee) 0
12 Other reductions in balances due to elections or deemed elections ..............c..cc..c...... 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12).................. 0
Part lll Funding Percentages
14  Funding target attainMENt PEICENTAGE. .......c.vveeveeeeeereeseeeeeeesesee s eeesssesessesssse s ss e es s s s es s s s ses s e ss s s ses s es s ss s s se st sensssessssssseseasnennes 14 | 120.63%
15 Adjusted funding target attaiNMENt PEICENTAGE............c.c.cuevieveiieiieeeee et eee et es et ae s s s e sastes s ses s st ae s s st s et nsesesastes e et enastaneesn 15 115.16%
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAr'S FUNAING FEQUIFEIMENT ... oottt ettt et ekt h e eh et e et et e e et et e e b et e b et ea b e eateeene e et e e et eeenbeeneaaneanns 115.92%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage..............c.c..cccevvunne. 17 %
Part IV Contributions and Liquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:
(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
03/11/2021 165,000 0
Totals > | 18(b) 165,000] 18(c) | 0
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years. ..........cccccceeiniiiiniene 19a 0
b Contributions made to avoid restrictions adjusted to valuation date...............ccevrerveeerereseesieeererses e eneeees s 19b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19¢ 163,263
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the PriOr YEAI? ..........coiii ittt ettt ettt e be e e e |:| Yes No
b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely manner?.................co.ccocooveeeeeevevcennn |:| Yes D No

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

Liquidity shortfall as of end of quarter of this plan year

(1) 1st (2) 2nd

(3) 3rd

(4) 4th
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PartV |[Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: Ist s;ggzn;) 2nd ;e.gzmlenot/; 3rd s5eg';rgznot/; |:| N/A, full yield curve used
b Applicable month (enter code) 21b 0
22 \Weighted average retirement age 22 62
23 Mortality table(s) (see instructions) @ Prescribed - combined D Prescribed - separate |:| Substitute
Part VI |Miscellaneous Items
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
AHACKHIMENT. L. ettt h e e et e e a b e e b e e a b e e he e e e e e et e e eh b e e b e e ae e oo b e eh e e eae e e eh b e e b e e b e e e bt e et e a e e b e e tee e |:| Yes No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ...............cc.cccoe....... |:| Yes No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ........................ Yes D No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHACHIMENT ... o ettt et
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for @ll PHOF YEAIS .............c.ccovuveieireeeee e e 28 0
29 Qiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
[LLTRTSI S ) TR
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS lIN€ 29) ...........ccccvevevreeeeeerrnen, 30
Part VIl | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOMMAI COSt (lINE B) ...........cuivireeerceeeseetesesesesesesesesesessesasees s esssaeseeassesasess e s et ensstes et enestessne st enesten et eneeeas 31a 246,189
b Excess assets, if applicable, but not greater than INE 318 .........ccecveeeeeeveceeeeee et 31b 246,189
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment ...
b Waiver amortization inStallment ...................ccoovevveeveeeeeieeeeeeeeeeeeeeeeeeeeeeeee e 0
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ..............cccooviiiiiiineeieee 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUIFEMENT ..ot
36 Additional cash requirement (i€ 34 MINUS lINE 35)...............ccovuevveereereesemeeeeeeeeeeeeeeeeeeeeeseeeeeeeeaes s eraenee e 36
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37
LR Lo TSSOSO ST ST P SST U PT TP SOTSO PP URPRSUROON 163,263
38 Present value of excess contributions for current year (see instructions)
@ Total (excess, if any, Of [N 37 OVET INE B6) ......o.voveeeeeeeeeeeeeeeeeeeee oo eee e 38a 163,263
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) 39 0
40 Unpaid minimum required CONtrDULIONS fOr @Il YEAIS ..............cov.oveeoeeeeeeeeeeeeeee e eeeeseeneen 40 0

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

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

a Schedule elected

D 2 plus 7 years D 15 years

b Eligible plan year(s) for which the election in line 418 Was MadE ..........cccceeeueureererrueeieeeiees e e

[ ]2008 []2009 [ 2010 [ ] 2011




CENTRAL OHIO HOSPITALISTS, INC.
CASH BALANCE PLAN

Schedule SB, line 19
Discounted Employer Contributions
Employer Identification Number 31-1702392  Plan Number 002
As of December 31, 2020

Effective
Contribution Effective For Quarterly Rate For  Discounted
Code Date Amount Rate Months Due Plus 5% Months Contribution
C 3/11/2021 165,000.00 5.54 235 163,263.33
Total 165,000.00 163,263.33

Code 'C' is a contribution, 'B' is a balance reduction



CENTRAL OHIO HOSPITALISTS, INC.
CASH BALANCE PLAN

Schedule SB, line 22
Description of Weighted
Average Retirement Age
Employer Identification Number 31-1702392 Plan Number 002
As of December 31, 2020

All participants are assumed to retire at the later of their Normal Retirement Age, or the end of the current plan
year



Plan effective
date

Plan Year

Eligibility

Normal
Retirement

Normal
Retirement
Benefit

CENTRAL OHIO HOSPITALISTS, INC.
CASH BALANCE PLAN

Schedule SB, Part V
Summary of Plan Provisions

Employer Identification Number 31-1702392  Plan Number 002
As of December 31, 2020

January 1, 2013

January 1 to December 31

Employees are eligible to enter on the beginning of the month that is coincident with or
next following the date the participant completes 12 months of service with 1000 hours
and attains the age of 21

All Classes of Employees That Are Not Shareholders and NHCEs

All participants are eligible to retire upon the later of attainment of age 62 and 5 years of
participation

Upon retirement a participant will be entitled to a benefit payable in the normal form
which is equal to the following:

Hypothetical allocation and interest credit of:
Group Flat $

0 $1,000
1 $15,000
2 $5,000
3 $1,000

The benefit is then the actuarial equivalent of the hypothetical account balance at normal
retirement, accumulated with hypothetical interest at the rate of 5% per year

In no event is the benefit greater than
100% of final average compensation

Reduced for years of service less than 10

Credited years are measured as plan years starting with the plan year of hire. Only years
during which a participant is credited with at least 1 hours of service are counted.

or greater than



Normal Form

Accrued Benefit

Termination
Benefit

CENTRAL OHIO HOSPITALISTS, INC.
CASH BALANCE PLAN

Schedule SB, Part V
Summary of Plan Provisions
Employer Identification Number 31-1702392  Plan Number 002
As of December 31, 2020
$19166.67

Reduced for years of participation less than 10

Credited years are measured as plan years starting with the plan year of entry. Only
years during which a participant is credited with at least 1 hours of service are counted.

with the dollar limit reduced for payment prior to 62, and increased for payment after 65
A monthly benefit payable for the life of the participant

The accrued benefit is the benefit based upon service and compensation to the date of
determination

Upon termination for any reason other than death, disability or retirement, a participant
shall be entitled to a portion of their accrued benefit, in accordance with the following

schedule:

Years of Credit Percent Vested

1 0
2 0
3 100

Credited years are measured as plan years starting with the plan year of hire. Only years
during which a participant is credited with at least 1000 hours of service are counted.



