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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2023

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending  12/31/2023
A This returnireport is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)

C Ifthe plan is a collectively-bargained plan, check here

D Check box if filing under: Form 5558 |:| automatic extension |:[ the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . . ........................ » D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 001
401(K) PLAN AND EMPLOYEES TRUST OF ONCOLOGY HEMATOLOGY WEST, P. C. number (PN) »
1c Effective date of plan
01/01/1992
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 orgrovince, counte/, and ZIP or foreign postal code (if foreign, see instructions) 47-0754790
ONCOLOGY HEMATOLOGY WEST, P.C.

17445 ARBOR STREET, SUITE 310
OMAHA, NE 68130

2C Plan Sponsor’s telephone
number
402-354-8124

2d Business code (see
instructions)
621111

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

Under penalties of perjury and other penalties set forth in

the instructions, | declare that | have examined this return/report, including accompanying schedules,

statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN |Filed with authorized/valid electronic signature. 10/14/2024 ROBERT LANGDON
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2023)

v. 230707
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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 ‘ 352
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(l) Total number of active participants at the beginning of the PIan YEAr ..........coociiiiiiiiiiii e 6a(1) 284
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 282
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b 33
C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C 52
d Subtotal. Add liNes 6a(2), BB, AN BC. ........cc.eeiiiiiiiice et 6d 367
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ococeviiiiiieiiiiecenne. 6e 0
f o= o (o I g 1=t To B Ty Vo YOS 6f 367
Number of participants with account balances as of the beginning of the plan year (only defined contribution plans
9(1) (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 6g(1) 337
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 COMPIELE thiS IEIM) ....vviiietieiiteti ettt ettt ettt bbbt et e b et e e b e ss e b et e s e b e ss e b eb e b et e ss et et e s et ese st et e b e b esessebensasereseerens 69(2) 363
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thAN 100Y6 VESTEU ........eveceeieie ettt sttt et sses s ns s et et esses et sns st ens st es st ettt s ense st nsaneans 6h 15
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 2G 2J 2T 3D 2S
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 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 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
1) R (Retirement Plan Information) 1) H (Financial Information)
) ) ) ) 2) D I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __ 2
actuary 4) C (Service Provider Information)
3) D SB (Smgle—Emponer Defined Benefit Plan Actuarial ®) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

(5) D MEP (Multiple-Employer Retirement Plan Information)
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Part Ill | 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.) woooverneeereerinenenee e [] Yes [] No

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

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

11c Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 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)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > 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 2023 or fiscal plan year beginning  01/01/2023 and ending ~ 12/31/2023
A Name of plan B Three-digit

401(K) PLAN AND EMPLOYEES TRUST OF ONCOLOGY HEMATOLOGY WEST, P. C. plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

ONCOLOGY HEMATOLOGY WEST, P.C. 47-0754790

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 Ill can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
EMPOWER ANNUITY INSURANCE COMPANY

() 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 (9) To
06-1050034 93629 781685-01 93 01/01/2023 12/31/2023

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

(b) Amount of sales and base
commissions paid (c) Amount (d) Purpose (e) Organization 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 other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230707
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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
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Part Il | 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
this report.

4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoeveuererererrenennnnn. 4 0

5 Current value of plan’s interest under this contract in separate accounts at year end.............cccccceerevereriereerenerrnnnes 5 5552821

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums Paid 10 CAMMIET .......c.ccevivieeieeeceeee ettt sttt s st en st s et enen s 6b
C  Premiums due but unpaid at the end Of the YEAI..........ciiiiiiiii s 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4 D other P
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens | 7b
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1)
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2)
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3)
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4)
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5)
4
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6)
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4)
4
(5) TOAl EAUCHONS .....eoveeveeceeeeeee e e eses s et ees st eeetess st es e s s e e s en st ses e s s set s nessena et e sntensnensneetansneas e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans | 7f
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Part 1l | 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 D Dental (o3 D Vision d D Life insurance
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) | D HMO contract k D PPO contract I D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4)
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3)
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEEMEION ......veveetie ettt ettt ettt ettt eae et et et et eae et etese et ese s eteseetete s etese et ebesseseseesatesseeesensateseas 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a
b If the 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..ccccc..... 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?............. D Yes No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > 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 2023 or fiscal plan year beginning  01/01/2023 and ending ~ 12/31/2023
A Name of plan B Three-digit

401(K) PLAN AND EMPLOYEES TRUST OF ONCOLOGY HEMATOLOGY WEST, P. C. plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

ONCOLOGY HEMATOLOGY WEST, P.C. 47-0754790

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 Ill can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
MASSMUTUAL LIFE INSURANCE CO.

() 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 (9) To
04-1590850 65935 781685-01 335 01/01/2023 12/31/2023

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

(b) Amount of sales and base
commissions paid (c) Amount (d) Purpose (e) Organization 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 other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230707
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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) 2023
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Part Il | Investment and Annuity Contract Information

this report.

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 ...................cccococveveverevenenennn... 4 5671376
5 Current value of plan’s interest under this contract in separate accounts at year end......................cccococvevererevereenennn. 5 11182832
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid 10 CAMMIET .......c.ccevivieeieeeceeee ettt sttt s st en st s et enen s 6b
C  Premiums due but unpaid at the end Of the YEAI..........ciiiiiiiii s 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration 2 D immediate participation guarantee
3) D guaranteed investment 4 other » GROUP ANNUITY CONTRACT
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens 7b 5547828
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1) 164670
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2) 0
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3) 174904
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4) 1778259
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5) 11689
4 LOAN REPAYMENTS, FORFEITURES
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6) 2129522
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et 7d 7677350
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 1938785
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2) 22342
(3) Transferred to separate account . 7e(3) 44847
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4) 0
4
(5) TOLAl AEAUGHONS ........ocvoceeeeceee et s s et nse s st s s s 7e(5) 2005974
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans 7f 5671376
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Part 1l | 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 D Dental (o3 D Vision d D Life insurance
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) | D HMO contract k D PPO contract I D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4)
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3)
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEEMEION ......veveetie ettt ettt ettt ettt eae et et et et eae et etese et ese s eteseetete s etese et ebesseseseesatesseeesensateseas 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a
b If the 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..ccccc..... 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?............. D Yes No

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




SCHEDULE C Service Provider Information OMB No. 12100110

(Form 5500) 2023

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).
Department of Lab: .
Employee B:r?:fzgggcﬂrnyaAg:ninistranon P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspect|on.
For calendar plan year 2023 or fiscal plan year beginning  01/01/2023 and ending  12/31/2023
A Name of plan B Three-digit
401(K) PLAN AND EMPLOYEES TRUST OF ONCOLOGY HEMATOLOGY WEST, P. C. plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ONCOLOGY HEMATOLOGY WEST, P.C. 47-0754790

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) 2023
v. 230707
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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




Schedule C (Form 5500) 2023

Page 3 -

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).

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

EMPOWER ANNUITY INSURANCE COMPANY

8515 EAST ORCHARD ROAD

GREENWOOD VILLAGE, CO 80111

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none
enter -0-.

(e)
Did service provider
receive indirect
,| compensation? (sources
other than plan or plan
sponsor)

()

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

(@)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

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

compensation for which you
answered “Yes” to element

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

64

RECORDKEEPER

140316

Yes No D

Yes No [[

Yes No D

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

GLOBAL RETIREMENT PARTNERS LLC

4340 REDWOOD HWY

SUITE

B60

SAN RAFAEL, CA 94903

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

(f)
Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known to be 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-.
27 INVESTMENT 42815 0
ADVISOR

Yes |:I No

Yes D No

Yes D No

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

BENEFIT PLANS, INC.

16924 FRANCES ST STE 100
OMAHA, NE 68130

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

by the plan. If none,

(d)
Enter direct
compensation paid

enter -0-.

(e)

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

()

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

@)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

13

CONTRACT
ADMIN

2200

Yes No D

Yes D No

27355

Yes D 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).

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

LINCOLN FINANCIAL ADVISORS CORP

1300 S CLINTON ST 1H-50
FORT WAYNE, IN 46802

(b)

(c)

(d)

(€)

(f)

(@)

(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 -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-.
55 BROKER/ADVISO 0 18046
R

Yes No D

Yes D No

Yes D No

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

KELLEY FINANCIAL SERVICES INC.

17110 MARCY ST STE 104
OMAHA, NE 68118

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

(f)
Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known to be 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 -6376 6376
ADMIN

Yes No D

Yes D No

Yes D No

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

compensation paid
by the plan. If none,

(d)

Enter direct

enter -0-.

compensation? (sources

(e)
Did service provider
receive indirect

other than plan or plan
sponsor)

()

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

(9)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service

provider give you a

formula instead of
an amount or

estimated amount?

Yes D No D

Yes D No D

Yes D No D
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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
(see instructions)

(C) Enter amount of indirect
compensation

BENEFIT PLANS, INC

13

27355

(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.

EMPOWER ANNUITY INSURANCE
COMPANY

8515 EAST ORCHARD ROAD
GREENWOOD VILLAGE, CO 80111

TPA ALLOWANCE PAYMENT

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

KELLEY FINANCIAL SERVICES INC.

13

6376

(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.

EMPOWER ANNUITY INSURANCE
COMPANY

8515 EAST ORCHARD ROAD
GREENWOOD VILLAGE, CO 80111

TPA ALLOWANCE PAYMENT

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

LINCOLN FINANCIAL ADVISORS

55

18046

(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.

EMPOWER ANNUITY INSURANCE
COMPANY

8515 EAST ORCHARD ROAD
GREENWOOD VILLAGE, CO 80111

OTHER COMMISSIONS
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‘ Part Il | 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

(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
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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 D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Retirement Income Security Act of 1974 (ERISA).

Department of Labor » File as an attachment to Form 5500.

Employee Benefits Security Administration

DFE/Participating Plan Information

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

OMB No. 1210-0110

2023

This Form is Open to Public

Inspection.
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending 12/31/2023
A Name of plan B Three-digit
401(K) PLAN AND EMPLOYEES TRUST OF ONCOLOGY HEMATOLOGY WEST, P. C. plan number (PN) 3 001

C Plan or DFE sponsor’s name as shown on line 2a of Form 5500
ONCOLOGY HEMATOLOGY WEST, P.C.

D Employer Identification Number (EIN)
47-0754790

Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)
(Complete as many entries as needed to report all interests in DFES)
a Name of MTIA, CCT, PSA, or 103-12 IE:  MID CAP GROWTH FUND FEE CLASS R1
b Name of sponsor of entity listed in (a): GREAT GRAY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN - 38-4126247-549 code c 103-12 IE at end of year (see instructions) 823506
a Name of MTIA, CCT, PSA, or 103-12 IE:  SMALL CAP GROWTH FUND Il CLASS R1
b Name of sponsor of entity listed in (a): GREAT GRAY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN ~ 38-4126288-592 code c 103-12 IE at end of year (see instructions) 973888
a Name of MTIA, CCT, PSA, or 103-12 IE: LARGE CAP VALUE FUND CLASS R1
b Name of sponsor of entity listed in (a): GREAT GRAY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- . . C ' ’ ' 2471897
C EIN-PN  38-4065329-426 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  AMERICAN CENTURY ONE CHOICE 2055 R6
b Name of sponsor of entity listed in (a): AMERICAN CENTURY INVESTMENTS
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
, - . P ' ' ' 995276
C EIN-PN  90-0779283-000 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  AMERICAN CENTURY ONE CHOICE 2060 R6
b Name of sponsor of entity listed in (a): AMERICAN CENTURY INVESTMENTS
C EIN-PN 90-0779283-000 d Entity p € Dollar value of interest in MTIA, CCT,_PSA, or 336835
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  AMERICAN CENTURY ONE CHOICE 2050 R6
b Name of sponsor of entity listed in (a): AMERICAN CENTURY INVESTMENTS
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 1541121
C EIN-PN  90-0779283-000 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  AMERICAN CENTURY ONE CHOICEIN RETR6
b Name of sponsor of entity listed in (a): AMERICAN CENTURY INVESTMENTS
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 94589
C EIN-PN  00-0779283-000 code 103-12 IE at end of year (see instructions)

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

Schedule D (Form 5500) 2023
v. 230707
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Name of MTIA, CCT, PSA, or 103-12 IE: WELLS FARGO SPECIAL MID CAP VALUE A

Name of sponsor of entity listed in (a):

ALLSPRINGS GLOBAL INVESTMENTS

EIN-PN  90-0779283-000 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 432034
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  ALLSPRING SPECIAL SMALL CAP VAL INS
Name of sponsor of entity listed in (a): ALLSPRING GLOBAL INVESTMENTS
EIN-PN  90-0779283-000 d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 971146
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN CENTURY ONE CHOICE 2040 R6
Name of sponsor of entity listed in (a): AMERICAN CENTURY INVESTMENTS
EIN-PN  90-0779283-000 d Entity p € Dollar value of interest in MTIA, CCT,_PSA, or 1915811
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  JPMORGAN EQUITY INCOME R6
Name of sponsor of entity listed in (a): JPMORGAN
EIN-PN  90-0779283-000 d Entity =) € Dollar value of interest in MTIA, CCT, PSA, or 0
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN CENTURY ONE CHOICE 2030 R6
Name of sponsor of entity listed in (a): AMERICAN CENTURY INVESTMENTS
EIN-PN  90-0779283-000 d Entity =) € Dollar value of interest in MTIA, CCT, PSA, or 320195
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: VANGUARD MID CAP INDEX ADMIRAL
Name of sponsor of entity listed in (a): VANGUARD
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 90-0779283-000 code P 103-12 IE at end of year (see instructions) 2203553
Name of MTIA, CCT, PSA, or 103-12 IE: VANGUARD REAL ESTATE INDEX ADMIRAL
Name of sponsor of entity listed in (a): VANGUARD
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 90-0779283-000 P v ' ' 754945
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN CENTURY ONE CHOICE 2045 R6
Name of sponsor of entity listed in (a): AMERICAN CENTURY INVESTMENTS
EIN-PN  90-0779283-000 d Entity =] € Dollar value of interest in MTIA, CCT, PSA, or 903410
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN CENTURY ONE CHOICE 2025 R6
o . . AMERICAN CENTURY INVESTMENTS
Name of sponsor of entity listed in (a):
EIN-PN  90-0779283-000 d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 118763
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN CENTURY ONE CHOICE 2035 R6
o . . AMERICAN CENTURY INVESTMENTS
Name of sponsor of entity listed in (a):
EIN-PN  90-0779283-000 d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 595070

code 103-12 IE at end of year (see instructions)
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Name of MTIA, CCT, PSA, or 103-12 |E:

LARGE CAP GROWTH/JP MORGAN

Name of sponsor of entity listed in (a):

EMPOWER ANNUITY INSURANCE COMPANY

EIN-PN 06-1050034-141

d Entity

code

€ Dollar value of interest in MTIA, CCT, PSA, or

103-12 IE at end of year (see instructions)

5552821

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFEs, other than DCGs)
(Complete as many entries as needed to report all participating plans. DCGs must report each participating plan using Schedule DCG.)

Plan name

Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor




SCHEDULE H Financial Information OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is require_zd to be filed under section 104 of the Employee 2023
Internal Revenue Service 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 » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending  12/31/2023
A Name of plan B  Three-digit
401(K) PLAN AND EMPLOYEES TRUST OF ONCOLOGY HEMATOLOGY WEST, P. C. plan number (PN) 3 001

C Plan sponsor’s name as shown on line 2a of Form 5500
ONCOLOGY HEMATOLOGY WEST, P.C.

D Employer Identification Number (EIN)
47-0754790

‘ 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), 1¢(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and le. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ..........cccccvviiiiiiiiii la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONLIBULIONS ...t 1b(1) 1633161 1748883
(2) Participant CONtBULONS .............cvvieeeieeeeeeeeeeeee e e 1b(2)
1) T 2T= OO 1b(3)
C General investments:
1) Interest-bgaring cash (include money market accounts & certificates 1c(1)
Lo 0 1= o1 1] 1 S RSROPRR
(2) U.S. Government securities 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEIEITEM . ...t 1c(3)(A)
(B) Al OtNET ...ttt 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIEfEITEA.......ceveeceeeeeeieee e 1c(4)(A)
(B) COMMON ..ottt 1c(4)(B)
(5) Partnership/joint VENtUre INtEreStS ...........cocoevevveveeseeeeeeeeeeeeeeeeenennnn 1c(5)
(6) Real estate (other than employer real Property).........c...cocoveveevceeerennnn. 1c(6)
(7) Loans (other than to PartiCiPants) ............ccceeervereeerereesieeseresessesenenas 1c(7)
(8) Participant loans ...........cocovvveveeveerieeinennnnss 1c(8) 195163 271689
(9) Value of interest in common/collective trusts ... 1c(9) 1433602 4269291
(10) Value of interest in pooled separate aCCOUNtS.............c.oovevereeeeeeeeenenn. 1c(10) 12015424 16735654
(11) Value of interest in master trust investment aCCOUNLS .............ccco..cerveeen.. 1c(11)
(12) Value of interest in 103-12 investment eNtities................covveerreveerrennn. 1c(12)
(23) :‘/uarlll(Jjg)Of interest in registered investment companies (e.g., mutual 1c(13) 17438093 15248130
(14) \églnLitreagsf;Jndsheld in insurance company general account .('unallocatt.end Lo coi7608 co7137
(15) OUNET ..ot 1c(15)

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

Schedule H (Form 5500) 2023
v. 230707
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1d

Employer-related investments:
(1) EMPIOYET SECUIMIES ..cooieieeeiiieeetiee ettt e sib e et ee e
(2) EMPIOYET r€al PrOPEITY ...eeeeeiiieitiee et e ettt ettt e s et e e
Buildings and other property used in plan operation ............cccccceeviiveniiennns
Total assets (add all amounts in lines 1a through 1€) .........c.cccocviiiiniiiinens
Liabilities
Benefit claims payable ...
Operating PAYADIES .......couiiiiii e
ACQUISItION INAEDEANESS ....c..eeiiiiiiiiciii e
Other abIlItIES .....cc.eeiiiiiiii e
Total liabilities (add all amounts in lines 1g throughlj) ........c.cccoovviviiniiiinens
Net Assets

Net assets (subtract line 1k from line 1f).......cccoceiiiiiiiiiiiieeee

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

le

1f

38263271

43945023

1g

1h

1i

1j

1k

u |

38263271

43945023

Part Il |Income and Expense Statement

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

a

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) Employers........c.ccccovveeiinnenn.
(B)  PartiCIPantS .......eeeiiiie ettt ettt sttt
(C) Others (inCluding rOlIOVEIS) .........eieiiiiiiiiee e
(2) Noncash CONHDULIONS ........coouiiiiiiieiiee et
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ..............
Earnings on investments:

(1) Interest:
(A) Interest-bearing cash (including money market accounts and
certificates of dePOSIt).......ccvviiieeeiiiie e

(B) U.S. GOVErNMENt SECUMLIES .....eeeeiiiiiiiieeeeesiiieee e e e e eiieeee e e e e nieeeeee s
(C) Corporate debt iNStIUMENTS .......ccoviiiiiiiiee e
(D) Loans (other than to partiCipants) .........cccceevcvveerieee i
(E) PartiCipant l0anS .........ceeeiiiiieiiieeeeeiiiieee e eesieee e e e e saneeeee s
[ T L2 1= RPN
(G) Total interest. Add lines 2b(1)(A) through (F)......coovoiiieevieeiiiiiinnnn.
(2) Dividends: (A) Preferred StOCK..........oocuvuiveeeiiiiiiiieee e
(B) COMMON STOCK ... .iiiiiiie e
(C) Reqgistered investment company shares (e.g. mutual funds) ..........
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(B) RENLS oot e e a e ar e e e e
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds....................
(B) Aggregate carrying amount (see inStructions) ..........ccccccveeevvivvennnnn.
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result...............
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate......................

(023 T L =T PSRRI

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

(a) Amount

(b) Total

2a(1)(A)

1748883

2a(1)(B)

1398953

2a(1)(C)

456894

2a(2)

2a(3)

3604730

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

16922

2b(1)(F)

2b(1)(G)

16922

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)




Schedule H (Form 5500) 2023

Page 3

(¢]

(¢

ooQ

(6) Net investment gain (loss) from common/collective trusts.......................
(7) Net investment gain (loss) from pooled separate accounts.....................
(8) Net investment gain (loss) from master trust investment accounts..........
(9) Netinvestment gain (loss) from 103-12 investment entities....................

(10) Net investment gain (loss) from registered investment
companies (e.9., mutual funNds) ........cccceeiiiiiiiiiie e

OFher INCOME ...ttt

Total income. Add all income amounts in column (b) and enter total
Expenses

Benefit payment and payments to provide benefits:

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

(2) To insurance carriers for the provision of benefits.....
(B) Ol .
(4) Total benefit payments. Add lines 2e(1) through (3) ....ccceevvvveiiiieeiinnenne
Corrective distributions (S€e iNStrUCtIoONS) .......c.c.ceiiiiiiiiieriinieecee e
Certain deemed distributions of participant loans (see instructions) ...
INTErESE EXPENSE ...t
Administrative expenses:

(1) Salaries and allOWANCES..........coccuiieiiiieeiie e

(2) Contract administrator fees.
(3) Recordkeeping fees............
(4) IQPA AUt FEES...cciiiii et
(5) Investment advisory and investment management fees .....
(6) Bank or trust company trustee/custodial fees .....................
(7) Actuarial feesS.......cccoeiiiiiiiiiiie e

(8) Legal fees ......covveviuveennnns

(9) Valuation/appraisal fees ..................
(10) Other trustee fees and expenses ...
(11) Other EXPENSES ......eeiiiiiieiiiie ettt

(12) Total administrative expenses. Add lines 2i(1) through (11) ........c.cc.....
Total expenses. Add all expense amounts in column (b) and enter total .....

Net Income and Reconciliation

(a) Amount

(b) Total

2b(6)

2b(7)

6018407

2b(8)

2b(9)

2b(10)

2c

2d

9640059

2e(1)

3803316

2e(2)

2e(3)

2e(4)

2f

29

2h

3803316

20603

2i(1)

2i(2)

134388

2i(3)

2i(4)

2i(5)

2i(6)

2i(7)

2i(8)

2i(9)

2i(10)

2i(11)

2i(12)

134388

2

3958307

Net income (loss). Subtract line 2j from line 2d
Transfers of assets:

(1) TO thiS PIAN ..ot
(2) From this PIan .........cocuiiiiiiieiiee s

2k

5681752

21(1)

21(2)
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Part Il Accountant’s Opinion

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

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [X| unmodified  (2) [ ] Qualified (3) [ ] pisclaimer @) [ ] 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.

(1) [X| 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: EIDE BAILLY LLP (2) EIN: 45-0250958

d The opinion of an independent qualified public accountant is not attached as part of Schedule H because:

1) D This form is filed for a CCT, PSA, DCG or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

‘ Part IV ‘Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4qg, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 41. MTIAs also do not complete line 4. DCGs do not complete lines 4e, 4f, 4k, 4l, and 5, and DCGs generally
complete the rest of Part IV collectively for all plans in the DCG, except as otherwise provided (see instructions).

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 2510.3-102? Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.) ...........c...... 4a X

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
CRECKEO.) ..ttt et et et b et 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.) .......ccccoevviiviiiieeninnnnn. 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 Il if “Yes” is

CRECKEA.) c...ocvoveeeeee ettt n et n et e s en st n sttt en st 4d X
€  Was this plan covered by @ fidelity BONA? .............covivereieeeee e 4| X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY fraud OF dISNONESLY? ... ..eeiiiee ettt e e s e nanee s 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? .........c.cccocoevieiiieiieniinecieenene. 49 X

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

4h X

i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,

and see instructions for format reqUIrEMENTS.).........ooiiiiiiiiie e 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.).........eiiiiiii ettt 4j X
K Were all the plan assets either distributed to participants or beneficiaries, transferred to another

plan, or brought under the control 0f the PBGC?.........couiiiiiiiiiienit e 4k X
I Has the plan failed to provide any benefit when due under the plan? ...........cccccccoiiniiiiiniiiinenn. 4 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

22 0 3 TS am 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. .......cooiiieiiiiieeaiiieenees 4n

5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?........ |:[ Yes E No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
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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
10 (U Tox 1103 3 PP D Yes D No D Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year




SCHEDULE R Retirement Plan Information
(Form 5500)

Department of the Treasury

6058(a) of the Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

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

OMB No. 1210-0110

2023

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending 12/31/2023
A Name of plan B Three-digit
401(K) PLAN AND EMPLOYEES TRUST OF ONCOLOGY HEMATOLOGY WEST, P. C. plan number
(PN) » 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ONCOLOGY HEMATOLOGY WEST, P.C. 47-0754790
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
0TS (1T 1T TSP

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): 06-1050034
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
DL L PP PP PRPPRPRPPN
Part Il 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)? .........cc.cven...

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 amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month

Day

[] Yes [] No [] na

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) ..................................................................................................................................
b  Enter the amount contributed by the employer to the plan for this plan year..............ccccc.ccoeveeeveeerecsnennn.

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 amoUNt) ............uviiii i

If you completed line 6c¢, skip lines 8 and 9.

7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline?............ccccccoveveveveueuennee.

6a

6b

o]

If a change 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 CRANGE? ..........oouiiiiiiiii e

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. If N0, ChECK the “NO” DOX.....cccciiiiiiei it D Increase D Decrease D Both D No
| Part IV | ESOPSs (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 a Doesthe ESOP hold any Preferfed STOCK? ............c.coueuiueeeeeeeeteeeeeeeeeeeeee e e e et e s es e e et ee e eeeseneeee e et ee s een s s eseesaeaeeeeneens 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-back” [0AN.) ............ciiiiiiiiii e
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market? .............ccocooveveeicceceeerereeeeeenn. D Yes D No

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

Schedule R (Form 5500) 2023
v. 230707
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest contributors (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 D Weekly D Unit of production D 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 D Weekly D Unit of production D 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 D Weekly D Unit of production D 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 D Weekly D Unit of production D 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 D Weekly D Unit of production D 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 D Weekly D Unit of production D 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 D alternative D reasonable approximation (see 14a
instructions for required attaChMENL) ........c.uiiiiiiiiceee e e et e e s e e e ta e e e snsaeeesnneeeensaeeennneeens

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)

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).......c.oiiiiiiiiiiii e

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 15a

b The corresponding number for the second preceding plan year 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 .........cccccocviiiiiieiniiiennieeenns 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 employers

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

| PartVI | 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 an attachment

19 If the total number of participants is 1,000 or more, complete lines (a) and (b):
a  Enter the percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets: %
High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: % Other: %
b  Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
|:| 0-5 years D 5-10 years D 10-15 years D 15 years or more

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:
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.

| Part VIl | IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules? [ | Yes [X] No

21b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

[] N

22 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 07 /30 / 2021
(MM/DD/YYYY) and the Opinion Letter serial number_Q704606A .
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EideBailly.

CPAs & BUSINESS ADVISORS

Independent Auditor’s Report

To the Plan Committee and Plan Management
401(k) Plan and Employees Trust of Oncology Hematology West, P.C.
Omaha, Nebraska

Scope and Nature of the ERISA Section 103(a)(3)(C) Audit

We have performed audits of the financial statements of 401(k) Plan and Employees Trust of Oncology
Hematology West, P.C. (the Plan), an employee benefit plan subject to the Employee Retirement Income
Security Act of 1974 (ERISA), as permitted by ERISA Section 103(a)(3)(C) (ERISA Section 103(a)(3)(C)
audit). The financial statements comprise the statements of net assets available for benefits as of
December 31, 2023 and 2022, and the related statement of changes in net assets available for benefits
for the year ended December 31, 2023, and the related notes to the financial statements.

Management, having determined it is permissible in the circumstances, has elected to have the audits of
the Plan’s financial statements performed in accordance with ERISA Section 103(a)(3)(C) pursuant to 29
CFR 2520.103-8 of the Department of Labor's (DOL) Rules and Regulations for Reporting and Disclosure
under ERISA. As permitted by ERISA Section 103(a)(3)(C), our audits need not extend to any statements
or information related to assets held for investment of the Plan (investment information) by a bank or
similar institution or insurance carrier that is regulated, supervised, and subject to periodic examination
by a state or federal agency, provided that the statements or information regarding assets so held are
prepared and certified to by the bank or similar institution or insurance carrier in accordance with 29
CFR 2520.103-5 of the DOL's Rules and Regulations for Reporting and Disclosure under ERISA (qualified
institution).

Management has obtained certifications from a qualified institution as of December 31, 2023 and 2022
and for the year ended December 31, 2023, stating that the certified investment information, as
described in Note 4 to the financial statements, is complete and accurate.

Opinion

In our opinion, based on our audits and on the procedures performed as described in the Auditor's
Responsibilities for the Audit of the Financial Statements section:

e The amounts and disclosures in the accompanying financial statements, other than those agreed
to or derived from the certified investment information, are presented fairly, in all material
respects, in accordance with accounting principles generally accepted in the United States of
America.

e The information in the accompanying financial statements related to assets held by and certified
to by a qualified institution agrees to, or is derived from, in all material respects, the information
prepared and certified by an institution that management determined meets the requirements of
ERISA Section 103(a)(3)(C).

What inspires you, inspires us. | eidebailly.com

18081 Burt St., Ste. 200 | Omaha, NE 68022-4722 | T402.330.2660 | F402.330.5108 | EOE



Basis for Opinion

We conducted our audits in accordance with auditing standards generally accepted in the United States
of America (GAAS). Our responsibilities under those standards are further described in the Auditor's
Responsibilities for the Audit of the Financial Statements section of our report. We are required to be
independent of the Plan and to meet our other ethical responsibilities, in accordance with the relevant
ethical requirements relating to our audits. We believe that the audit evidence we have obtained is
sufficient and appropriate to provide a basis for our ERISA Section 103(a)(3)(C) audit opinion.

Responsibilities of Management for the Financial Statements

Management is responsible for the preparation and fair presentation of the financial statements in
accordance with accounting principles generally accepted in the United States of America, and for 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. Management's election of the ERISA Section 103(a)(3)(C) audit does not affect management's
responsibility for the financial statements.

In preparing the financial statements, management is required to evaluate whether there are conditions
or events, considered in the aggregate, that raise substantial doubt about the Plan's ability to continue
as a going concern for one year after the date that the financial statements are available to be issued.

Management is also responsible for maintaining a current plan instrument, including all Plan
amendments, administering the Plan, and determining that the Plan's transactions that are presented
and disclosed in the financial statements are in conformity with the Plan's provisions, including
maintaining sufficient records with respect to each of the participants, to determine the benefits due or
which may become due to such participants.

Auditor’s Responsibilities for the Audit of the Financial Statements

Except as described in the Scope and Nature of the ERISA Section 103(a)(3)(C) Audit section of our
report, our objectives are to obtain reasonable assurance about whether the financial statements as a
whole are free from material misstatement, whether due to fraud or error, and to issue an auditor's
report that includes our opinion. Reasonable assurance is a high level of assurance but is not absolute
assurance and therefore is not a guarantee that an audit conducted in accordance with GAAS will always
detect a material misstatement when it exists. The risk of not detecting a material misstatement
resulting from fraud is higher than for one resulting from error, as fraud may involve collusion, forgery,
intentional omissions, misrepresentations, or the override of internal control. Misstatements are
considered material if there is a substantial likelihood that, individually or in the aggregate, they would
influence the judgment made by a reasonable user based on the financial statements.

In performing an audit in accordance with GAAS, we:

e Exercise professional judgment and maintain professional skepticism throughout the audit.

o |dentify and assess the risks of material misstatement of the financial statements, whether due to
fraud or error, and design and perform audit procedures responsive to those risks. Such
procedures include examining, on a test basis, evidence regarding the amounts and disclosures in
the financial statements.



e Obtain an understanding of internal control relevant to the audit in order to design audit
procedures that are appropriate in the circumstances, but not for the purpose of expressing an
opinion on the effectiveness of the Plan's internal control. Accordingly, no such opinion is
expressed.

o Evaluate the appropriateness of accounting policies used and the reasonableness of significant
accounting estimates made by management, as well as evaluate the overall presentation of the
financial statements.

e Conclude whether, in our judgment, there are conditions or events, considered in the aggregate,
that raise substantial doubt about the Plan's ability to continue as a going concern for a
reasonable period of time.

Our audit did not extend to the certified investment information, except for obtaining and reading the
certifications, comparing the certified investment information with the related information presented
and disclosed in the financial statements, and reading the disclosures relating to the certified
investment information to assess whether they are in accordance with the presentation and disclosure
requirements of accounting principles generally accepted in the United States of America.

Accordingly, the objective of an ERISA Section 103(a)(3)(C) audit is not to express an opinion about
whether the financial statements as a whole are presented fairly, in all material respects, in accordance
with accounting principles generally accepted in the United States of America.

We are required to communicate with those charged with governance regarding, among other matters,
the planned scope and timing of the audit, significant audit findings, and certain internal control-related
matters that we identified during the audit.

Other Matters — Supplemental Schedule Required by ERISA

The supplemental schedule H, line 4i - schedule of assets held at end of year as of December 31, 2023, is
presented for purposes of additional analysis and is not a required part of the financial statements but is
supplementary information required by the DOL's Rules and Regulations for Reporting and Disclosure
under ERISA. Such information is the responsibility of management and was derived from and relates
directly to the underlying accounting and other records used to prepare the financial statements. The
information included in the supplemental schedule, other than that agreed to or derived from the
certified investment information, has been subjected to auditing procedures applied in the audits of the
financial statements and certain additional procedures, including comparing and reconciling such
information directly to the underlying accounting and other records used to prepare the financial
statements or to the financial statements themselves, and other additional procedures in accordance
with GAAS. For information included in the supplemental schedule that agreed to or is derived from the
certified investment information, we compared such information to the related certified investment
information.

In forming our opinion on the supplemental schedule, we evaluated whether the supplemental
schedule, other than the information agreed to or derived from the certified investment information,
including its form and content, is presented in conformity with the DOL's Rules and Regulations for
Reporting and Disclosure under ERISA.



In our opinion:

e The form and content of the supplemental schedule, other than the information in the
supplemental schedule that agreed to or is derived from the certified investment information, is
presented, in all material respects, in conformity with the DOL's Rules and Regulations for
Reporting and Disclosure under ERISA.

e The information in the supplemental schedule related to assets held by and certified to by a
qualified institution agrees to, or is derived from, in all material respects, the information
prepared and certified by an institution that management determined meet the requirements of
ERISA Section 103(a)(3)(C).

@M LY

Omaha, Nebraska,
October 14, 2024



401(k) Plan and Employees Trust of Oncology Hematology West, P.C.
Statements of Net Assets Available for Benefits
December 31, 2023 and 2022

2023 2022
Assets
Investments, at fair value S 36,253,075 S 30,887,119
Investments, at contract value 5,671,376 5,547,828
Company contributions receivable 1,748,883 1,633,161
Notes receivable from participants 271,689 195,163
Net Assets Available for Benefits S 43,945,023 S 38,263,271

See Notes to Financial Statements 5



401(k) Plan and Employees Trust of Oncology Hematology West, P.C.
Statement of Changes in Net Assets Available for Benefits
Year Ended December 31, 2023

Additions
Investment income
Net appreciation in fair value of investments S 5,456,769
Interest and dividends 561,638
6,018,407
Interest income on notes receivable from participants 16,922
Contributions
Company 1,748,883
Participant 1,398,953
Rollover 456,894
3,604,730
Total additions 9,640,059
Deductions
Benefits paid to participants 3,823,919
Administrative expenses 134,388
Total deductions 3,958,307
Net Increase 5,681,752
Net Assets Available for Benefits
Beginning of year 38,263,271
End of year S 43,945,023

See Notes to Financial Statements 6



401(k) Plan and Employees Trust of Oncology Hematology West, P.C.
Notes to Financial Statements
December 31, 2023 and 2022

Note 1- Description of Plan

The following brief description of the 401(k) Plan and Employees Trust of Oncology Hematology West, P.C. (the
Plan) is provided for general information purposes only. Participants should refer to the Plan document for a
more complete description of the Plan's provisions.

General

The Plan is a defined contribution plan covering qualified employees of Oncology Hematology West, P.C. (the
Company). The Plan is subject to the provisions of the Employee Retirement Income Security Act of 1974
(ERISA). The Plan Committee is responsible for oversight of the Plan. The Fiduciary Investment Committee
determines the appropriateness of the Plan’s investment offerings, monitors investment performance and
reports to the Plan Committee.

Eligibility

Employees are eligible to participate in the Plan for the purposes of elective deferrals if they have completed
three months of service and are 21 years of age.

Employees are eligible to receive Company non-elective safe harbor and discretionary profit sharing
contributions if they have completed one year (1,000 hours) of service and are 21 years of age.

Entry Date

Eligible employees become participants on the first day of the quarter coinciding with or following the date of
eligibility.

Contributions

Each year, participants may contribute a portion of their pretax annual compensation, as defined in the Plan.
Contributions are subject to certain Internal Revenue Code (IRC) limitations. Participants who have attained age
50 before the end of the Plan year are eligible to make catch-up contributions. The Plan allows participants to
designate contributions as Roth contributions. Participants may also contribute amounts representing
distributions from other qualified plans (rollover).

The Plan is a safe harbor plan, whereby the Company makes non-elective safe harbor contributions equal to 3%
of the participant's compensation for the Plan year. The Company also made a 3% discretionary profit-sharing
contribution for 2023.

The Plan includes an auto-enrollment provision whereby all employees who became eligible to participate in the
Plan are automatically enrolled in the Plan unless they affirmatively elect not to participate in the Plan.
Automatically enrolled participants have their deferral rate set at 3% of eligible compensation and their
contributions invested in a designated fund until changed by the participant.



401(k) Plan and Employees Trust of Oncology Hematology West, P.C.
Notes to Financial Statements
December 31, 2023 and 2022

Participant Accounts

Each participant's account is credited with the participant's contributions and the Company matching
contributions, as well as allocations of the Company’s discretionary profit-sharing contributions and Plan
earnings. Participant accounts are charged with an allocation of administrative expenses that are paid by the
Plan. Allocations are based on participant’s compensation, account balances or specific participant transactions,
as defined by the Plan document. The benefit to which a participant is entitled is the benefit that can be
provided from the participant’s vested account.

Investment Options

Upon enrollment to the Plan, a participant may direct deferrals and Company contributions in any of the funds
offered by the Plan. Participants may change their investment options daily.

Vesting
Participants are vested immediately in their contributions and Company non-elective safe harbor contributions
plus actual earnings thereon. Vesting in the Company’s discretionary profit sharing contribution portion of their

accounts is based on years of continuous service.

Vesting is based on years of credited service as set forth in the following table:

Percentage
Completed Years of Service Vested
Less than 1 0%
1 34%
2 67%
3 100%

Separate provisions apply in the event of death or disability of the participant or reaching normal retirement
age.

Forfeitures

At December 31, 2023 and 2022, forfeited non-vested accounts totaled $13,014 and $11,777, respectively.
These accounts will be used to reduce future employer contributions and/or offset plan expenses. During the
year ended December 31, 2023, the Company used $9,481 of forfeitures to reduce Company contributions.

Notes Receivable from Participants

Participants may borrow from their fund accounts, a minimum of $1,000 up to a maximum equal to the lesser of
$50,000 or 50% of their vested account balance. The notes are secured by the balance in the participant’s
account and bear interest equal to the national prime rate of interest. Principal and interest are paid ratably
through regular payroll deductions over a period not to exceed five years, unless the proceeds of the note were
used to acquire the participant’s residence. A participant may have no more than 2 outstanding notes at a time.

8



401(k) Plan and Employees Trust of Oncology Hematology West, P.C.
Notes to Financial Statements
December 31, 2023 and 2022

Payment of Benefits

Participants may elect to receive either a lump-sum amount equal to the value of their vested interest or annual
installments as defined in the Plan document upon retirement, termination of service, death or disability. A
terminated participant with a balance of less than $1,000 may be automatically paid out by the Plan upon
termination. Any terminated participants with a balance between $1,000 and $5,000 can still be automatically
paid out if their balance is rolled into a qualified Individual Retirement Account. Distributions may be made at
the participant’s election prior to termination upon attainment of age 59 % or hardship as defined in the Plan
document.

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 set forth in ERISA. In the event of
Plan termination, participants would become 100% vested in their Company contributions.

Note 2 - Significant Accounting Policies

Basis of Accounting

The financial statements of the Plan are prepared on the accrual basis of accounting.
Use of Estimates

The preparation of the financial statements in accordance with accounting principles generally accepted in the
United States of America requires management to make estimates and assumptions that affect certain reported
amounts of assets and liabilities and changes therein, and disclosures of contingent assets and liabilities. Actual
results may differ from those estimates.

Investment Valuation and Income Recognition

Investments are reported at fair value (except for the fully benefit-responsive investment contract, which is
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. Contract value is the
relevant measure for the portion of the 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. The Plan’s
Fiduciary Investment Committee determines the Plan’s valuation policies utilizing information provided by the
investment advisor, custodian and trustee. See Note 3 for discussion of fair value measurements.

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



401(k) Plan and Employees Trust of Oncology Hematology West, P.C.
Notes to Financial Statements
December 31, 2023 and 2022

The classification of investment earnings reported in the statement of changes in net assets available for
benefits may differ from the classification of earnings on Form 5500 due to different reporting requirements on
Form 5500.

Contributions

Participant contributions and the related Company matching contributions are recorded in the year in which the
employee contributions are withheld from compensation. Company discretionary profit-sharing contributions
are recorded in the year in which they were earned.

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. Related fees are recorded as administrative expenses
and are expensed when they are incurred.

Payments of Benefits
Benefit payments to participants are recorded upon distribution.
Expenses

The Plan’s expenses are paid by either the Plan or the Company, as provided by the Plan document. Expenses
that are paid directly by the Company are excluded from these financial statements. Certain expenses incurred
in connection with the general administration of the Plan that are paid by the Plan are recorded as deductions in
the accompanying statement of changes in net asset available for benefits. In addition, certain investment
related expenses are included in net appreciation in fair value of investments presented in the accompanying
statement of changes in net assets available for benefits.

Subsequent Events

The Plan Sponsor has evaluated subsequent events through October 14, 2024, the date which the financial
statements were available to be issued.

Note 3 - Fair Value Measurements

The framework for measuring fair value provides a fair value hierarchy that prioritizes the inputs to valuation
techniques used to measure fair value. The hierarchy gives the highest priority to unadjusted quoted prices in
active markets for identical assets or liabilities (Level 1) and the lowest priority to unobservable inputs (Level 3).
The three levels of the fair value hierarchy under the Financial Accounting Standards Board (FASB) Accounting
Standards Codification 820 are described as follows:

Level 1 - Inputs to the valuation methodology are unadjusted quoted prices for identical assets or liabilities
in active markets that the Plan has the ability to access.

10



401(k) Plan and Employees Trust of Oncology Hematology West, P.C.
Notes to Financial Statements
December 31, 2023 and 2022

Level 2 — Inputs to the valuation methodology include:
e Quoted prices for similar assets or liabilities in active markets;
e Quoted prices for identical or similar assets or liabilities in inactive markets;
e Inputs other than quoted prices that are observable for the asset or liability;

e Inputs that are derived principally from or corroborated by observable market data by
correlation or other means.

If the asset or liability has a specified (contractual) term, the Level 2 input must be observable for
substantially the full term of the asset or liability.

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

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

Following is a description of the valuation methodologies used for assets measured at fair value. There have
been no changes in the methodologies used at December 31, 2023 and 2022.

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 Securities and Exchange Commission. These
funds are required to publish their daily net asset value (NAV) and to transact at that price. The mutual
funds held by the Plan are deemed to be actively traded.

Pooled separate accounts: Valued at fair value based on the NAV of the units held in the account. The
NAV, as provided by the custodian is used as a practical expedient to estimate fair value. The NAV is
based on the observable market prices of the underlying investments within the account less liabilities.
This practical expedient is not used when it is determined to be probable that the fund will sell the
investment for an amount different than the reported NAV.

11



401(k) Plan and Employees Trust of Oncology Hematology West, P.C.
Notes to Financial Statements
December 31, 2023 and 2022

The following tables set forth by level, within the fair value hierarchy, the Plan’s investments at fair value as of
December 31, 2023 and 2022:

2023
Level 1 Level 2 Level 3 Total
Mutual funds S 15,248,130 S - S - $ 15,248,130
Investments at net asset value (a) 21,004,945
Total investments at fair value $ 36,253,075
2022
Level 1 Level 2 Level 3 Total
Mutual funds S 17,438,093 S - S - S 17,438,093
Investments at net asset value (a) 13,449,026
Total investments at fair value $ 30,887,119

(a) In accordance with Subtopic 820-10, certain investments that were measured at NAV per share (or its
equivalent) have not been classified in the fair value hierarchy. The fair value amounts presented in this table
are intended to permit reconciliation of the fair value hierarchy to the line items presented in the statements
of net assets available for benefits.

The following tables set forth disclosure for the fair value measurement of investments that are measured at
NAV per share (or its equivalent) as a practical expedient as of December 31, 2023 and 2022:

2023 Fair 2022 Fair Unfunded Redemption Redemption
Value Value Commitments Frequency Notice Period
Pooled separate accounts
Asset allocation (a) S 6,821,070 S 5,424,317
Mid-cap (b) 2,635,587 2,380,685
Small-cap (c) 971,146 831,017
Large-cap (d) 5,552,821 2,656,749
REIT (e) 754,945 722,644
Money market (f) 85 12
16,735,654 12,015,424 None Daily None
Collective trust funds 4,269,291 1,433,602 None Daily None

$21,004,945  $13,449,026

12



401(k) Plan and Employees Trust of Oncology Hematology West, P.C.
Notes to Financial Statements
December 31, 2023 and 2022

(a) This category includes funds that seek to provide income and preservation and growth of capital. The
funds invest primarily in a diversified portfolio of equity and debt securities.

(b) This category includes funds that seek capital appreciation and growth, and typically invest at least 80%
of their net assets in equity securities of mid-capitalization companies.

(c) This category includes funds that seek long-term capital appreciation and growth, and typically invest at
least 80% of their net assets in equity securities of small-capitalization companies.

(d) This category includes funds that seek total return and typically invest at least 80% of their net assets in
equity securities of large-capitalization companies.

(e) This fund seeks total return. The fund invests at least 80% of its net assets in common stocks and other
equity securities of real estate companies.

(f) This fund seeks current income consistent with preservation of capital and liquidity.

Note 4 - Certified Information

Certain information related to investments and notes receivable from participants disclosed in the
accompanying financial statements and ERISA-required supplemental schedule, including investments and notes
receivable from participants held at December 31, 2023 and 2022, and net appreciation in fair value of
investments, interest and dividends, and interest income on notes receivable from participants for the year
ended December 31, 2023, was obtained by management and agreed to or derived from information certified as
complete and accurate by Empower Annuity Insurance Company of America (EAIC) (the custodian of the Plan).

Note 5- Tax Status

The Plan uses a pre-approved plan document sponsored by Kelley Financial Services Inc, which received an
opinion letter from the Internal Revenue Service (IRS) dated July 30, 2021, stating that the pre-approved
document satisfies the applicable provisions of the IRC. The Plan’s management believes that the Plan is
currently designed and being operated in compliance with the applicable requirements of the IRC.

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

13



401(k) Plan and Employees Trust of Oncology Hematology West, P.C.
Notes to Financial Statements
December 31, 2023 and 2022

Note 6 - Contract with Insurance Company

The Plan entered into a traditional fully benefit-responsive guaranteed investment contract (GIC) with
Massachusetts Mutual Life Insurance Company (MassMutual). MassMutual maintains the contributions in a
general account, which is credited with earnings on the underlying investments and charged for participant
withdrawals and administrative expenses. The GIC issuer is contractually obligated to repay the principal and a
specified interest rate that is guaranteed to the Plan. The crediting interest rate is based on a formula agreed
upon with the issuer, but it may not be less than 3%. Such interest rates are reviewed on a quarterly basis for
resetting. The GIC does not permit the insurance company to terminate the agreement prior to the scheduled
maturity date.

Because the GIC is fully benefit-responsive, contract value is the relevant measure for the GIC, as 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 MassMutual 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. The contract value of the
investment contract at December 31, 2023 and 2022 was $5,671,376 and $5,547,828, respectively.

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

Certain events might limit the ability of the Plan to transact at contract value with the issuer. Such events
include, but may not be limited to a participant termination of employment due to: (1) removal of a group of
participants from Plan coverage as a result of a temporary absence; (2) change in position or other occurrence
qualifying as a temporary break in service under the Plan; (3) transfer or other change of position resulting in
employment by an entity controlling, controlled by, or under other common control with the employer; or (4)
cessation of an employment relationship resulting from a reorganization, merger, layoff or the sale or
discontinuance of all or any part of the Plan sponsor’s business. Such events also include: (1) removal from the
Plan of one or more groups or classifications of participants; (2) a partial or complete Plan termination; or (3)
Plan disqualification. No events are probable of occurring that might limit the ability of the Plan to transact at
contract value with the contract issuers and that would limit the ability of the Plan to transact at contract value
with the participants.

14



401(k) Plan and Employees Trust of Oncology Hematology West, P.C.
Notes to Financial Statements
December 31, 2023 and 2022

Note 7 - Related Party and Party-in-Interest Transactions

As described in Note 2, the Plan paid certain expenses related to Plan operations and investment activity to
various service providers. These transactions are exempt party-in-interest transactions under ERISA.

Note 8 - Risks and Uncertainties

The Plan invests in various investment securities. Investment securities are exposed to various risks such as
interest rate, market, and credit risks. Market risks include global events which could impact the value of
investment securities, such as a pandemic or global conflict. Due to the level of risk associated with certain
investment securities, it is at least reasonably possible that changes in the values of investment securities will
occur in the near term and that such changes could materially affect participants’ account balances and the
amounts reported in the statements of net assets available for benefits.

Note 9- Subsequent Events
The Plan was amended to add an auto-escalation feature effective August 1, 2024. Participants automatically

enrolled in the Plan will have their elective deferral percentage increased by 1% annually, up to a maximum of
10% of eligible compensation unless they affirmatively elect to change their deferral percentage.
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401(k) Plan and Employees Trust of Oncology Hematology West, P.C.

Schedule H, Line 4i — Schedule of Assets Held at End of Year
December 31, 2023

* A party-in-interest as defined by ERISA.
N/A - Not applicable for participant-directed plan.

EIN: 47-0754790 Plan: 001
(a) (b) () (d) (e)
Description of Investment
Including Maturity Date,
Identity of Issue, Borrower, Rate of Interest, Collateral, Current
_ Lessor, or Similar Party Par, or Maturity Value Cost Value
BlackRock iShares S&P 500 Index Fund N/A S 7,010,964
Massachusetts Mutual Life Insurance Company Guaranteed Investment Account N/A 5,671,376
JPMorgan Large Cap Growth/ JPMorgan N/A 5,552,821
Great Gray Trust Large Cap Value Fund Class R1 N/A 2,471,897
BlackRock iShares US Aggregate Bond Index Fund N/A 2,361,452
Massachusetts Mutual Life Insurance Company Mid Cap Index (Vanguard) N/A 2,203,553
Massachusetts Mutual Life Insurance Company American Century One Choice 2040 Portfolio N/A 1,915,811
Eaton Vance Parametric International Equity Fund N/A 1,801,653
Vanguard Developed Markets Index Fund N/A 1,590,178
Massachusetts Mutual Life Insurance Company American Century One Choice 2050 Portfolio N/A 1,541,121
American Funds American Funds Balanced Fund N/A 1,171,795
Massachusetts Mutual Life Insurance Company American Century One Choice 2055 Portfolio N/A 995,276
Great Gray Trust Small Cap Growth Fund Il Fee Class R1 N/A 973,888
Massachusetts Mutual Life Insurance Company Special Small Cap Value (Allspring) N/A 971,146
Massachusetts Mutual Life Insurance Company American Century One Choice 2045 Portfolio N/A 903,410
Great Gray Trust Mid Cap Growth Fund Fee Class R1 N/A 823,506
Massachusetts Mutual Life Insurance Company REIT Index (Vanguard) N/A 754,945
BlackRock iShares Small Cap Index Fund N/A 606,214
Massachusetts Mutual Life Insurance Company American Century One Choice 2035 Portfolio N/A 595,070
PGIM PGIM High-Yield R6 N/A 580,723
Massachusetts Mutual Life Insurance Company Special Mid Cap Value (Wells Fargo) N/A 432,034
Massachusetts Mutual Life Insurance Company American Century One Choice 2060 Portfolio N/A 336,835
Massachusetts Mutual Life Insurance Company American Century One Choice 2030 Portfolio N/A 320,195
JPMorgan Emerging Markets Equity Fund N/A 125,151
Massachusetts Mutual Life Insurance Company American Century One Choice 2025 Portfolio N/A 118,763
Massachusetts Mutual Life Insurance Company American Century One Choice In Retirement Portfolio IlI N/A 94,589
Massachusetts Mutual Life Insurance Company US Government Money Market N/A 85
41,924,451
*  Participants Notes receivable from participants (interest rates of 271,689
5.25% - 10.50%; maturing from May 2024 to December 2028)
S 42,196,140
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Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this raeturn/report, including accompanying schedules,
statements and attachm 5; s 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 // / e /o //4’ /ﬂé‘ #¢ROBERT LANGDON
HERE — —]
Slgr%_’é/of plan administrator Date Enter name of individual signing as plan administrator B
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2023)

v. 230728



Form 5500 (2023) Page 2
3a Plan administrator's name and address E Same as Plan Sponsor 3b Administrator's EIN
3c Administrator's telephone
number
4 I the name and/or EIN of the plan sponsor or the plan name has changed since the last returni/report filed for this plan, 4b EIN
enter the plan sponsor's hame, EIN, the plan name and the plan number from the last return/report:
a Sponsors name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 [ 352
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, B¢, and 6d).
a(1) Total number of active participants at the beginning of the PIAN YEAM ... errieamineesesesn e seessrsseesssssessessesssenenees 6a(1) 284
a(2) Total number of active participants at the end of the Plan YBAT ... 6a(2) 282
b Retired or separated participants recsiving DBNEMES ............cociiiii e ceee e e s e e e s sn e s e s s s eam e et e sesssemneren 6b 33
c Other retired or separated participants entitled to futture BeNafitS ... —— 6c 52
d Subtotal, Add lines Ba{2), BB, AN BC. ..o e rcrree v sy s rere e s seas et s et et £ et peemn e g e e genat e eaneanr e 6d 367
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..o cevrieeeeecc e, e 0
f Total, Add liNes B AN BE. .......cevveceririitiiitiee e ieent st e ease s seserese st easesesss reasas s es s seresessseassressess senssressensssansesssensseaneenasas 6f 367
) Number of participants with account balances as of the beginning of the plan year {only defined contribution plans 6 (1}
9 COMPIBLE EHIS IEIM) ceeni it et ettt ceeere e et e b eme s e see et e sseaemre e semese e essssesnan s st emnnsessenssbenmnnnnsess g 337
(2) MNumber of participants with account balances as of the end of the plan year {(only defined contribution plans
9 COMPIBIE EhiS HBIM)...cvii v nr e s ra st e e saa e rer s e ean R s b hanbe e e EeRR RS £8P e bt a 46 bamebrssnesonsennresnnes 16g(2) 363
h Number of participants who terminated employment during the plan year with accrued benefits that were
£S5 thAn 100% VESIEA ....c.coeu.eeeseeeuseercserecasee e ese et st s e et s eSS s e s s s s e 6h 15
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 ;;;plicable pension feature codes from the List of Plan Characteristics Codes in the instructions:

2B ZE 2F 2G 23 2T 3D 28

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

9a Pian funding arrangement (check all that apply)

9b Pian 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)

a Pension Schedules

b Gensral Schedules

2

(1) EI R (Retirement Plan Information) (1) El H (Financiat Information)
2 1 i 1 ion ~ Small Pl
@ [] B (Multiemployer Defined Benefit Plan and Certain Money @ [] 1 (Financial information ~ Smail Plan)
Purchase Plan Actuarial Information) - signed by the plan 3) A (Insurance Information) — Number Attached __ =
actuary {4) E| C (Service Provider Information}
{3} [] SB (Sinlgle-Empioyer Defined Benefit Plan Actuarial 5) El D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
(4) I:l DCG (Individual Plan Information} — Number Aftached {6) D G (Financial Transaction Schedules)

& (]

MEP (Multipte-Employer Retirement Plan Information}



Form 5500 (2023} Page 3

J Part llI l 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 requirerents during the plan year? (See instructions and 28 CFR
2520.101-2.) ... SRRSO [ B - 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 2620.101-2.) .......... []Yes [] No

11¢ Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 Form M-1 annual report, enter the
Recsipt 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 Confimation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information OME No. 12100110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the 2023
Intarnal Rovenua Sarvica Employee Retirement Income Security Act of 1974 (ERISA).
Employee g:::é::‘g:g:il&ar&:nlnistraﬁon » File as an attachment to Form 5500. This F 0 to Pubi
is Form is Open ublic
Ponsion Beneft Guaranty Comporatian } Insurance comparies are required to provide the information ' lnspe:ﬁ on
pursuant to ERISA section 103(a)(2).
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending 12/31/2023
A Name of plan B Three-digit
401 (k) Plan and Employees Trust of Oncology plan number (PN) » 001

Hematology West, P. C.

C Plan sponsor's name as shown on line 2a of Form 5500
Onceoclogy Hematology West, P.C.

47-0754790

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a} Name of insurance carrier

Empower Annuity Insurance Company

Policy or contract year

{b) EIN (e) NAIC {d) |Gontract or (glrﬁffsmc’gc’ifd"a‘i"éﬁﬁroﬁf
] code identification number policy or contract year () From {9) To
06-1050034 93629 781685-01 83 01/01/2023 12/31/2023

2 Insurance fee and commission information. Entar the total 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 fees paid

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

{b) Amount of sales and base

{c} Amount

{d) Purpose

{e} Organization code

commissions paid

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

Fees and other commissions paid

(b} Amount of sales and base
commissions paid

{€) Amount

{d} Purpose

{e) Organization code

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

Schedule A (Form §500) 2023
v. 230728
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Page2—| |

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

Fees and other commissions paid

()

(b) Amount of sales and base QOrganization
) commissions paid (e) 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 Crganization
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 Crganization
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

{b)} Amount of sales and base

Fees and cthar commissions paid

(e)
Organization

commissions pald {c} Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom comimissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose coda




Schedule A (Form 5500) 2023 Page2 - ]

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

Fees and other commissions paid (al) ]
{b) Amount of sales and base Crganization
commissions paid (c} Amount (d) Purpose .

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

- Fees and other commissions paid {e)
{b} Amount of sales and base Qrganization
commissions paid (¢} 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 (s)
(b} Amount of sales and base Qrganization
commissions paid (¢} Amount (d) Furpose code

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

Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions paid (¢) 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 corlis




Schedule A (Form 5500) 2023

Page 3

f Balance at the end of the current year (subtract line 7e(5) from line 7d)

Part Il | 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
this report. i
4 Current value of plan's interest under this contract in the general account at year end ......oveeeecocvinnniinncin, 4 I 0
5 Current value of plan's interest under this contract in separate accounts at yearend.........ooiiiiinn 5 | 5,552,821
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums paid t0 CAITIET .....vivirireressessisessesessessesssress s s sesssessssesssebaessssasssessasssssssnns 6b
€  Premiums due but unpaid at the end of the year .. e . 6c
d  Ifthe carrier, service, or other organization incurred any spemf‘c costs in connection w1th the ach|5|t|on or 6d
retention of the contract or policy, enter amount.. .
Specify nature of costs P
e Type of contract: {1} ::| individual policies {2) D group deferred annuity
(3) [] other (specity) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|
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) D guaranteed investment {4) D other b
b Balance at the end of the DPIEVIOUS YN ...cvi..iieireisivsiseessesessesessesrssessssssssssssssasssssssasassrassosensaresessstrsssirrmsessssoss | 7h
C  Additions: {1) Contributions deposited during the Year ... weeeeeceenns Te(1)
(2) Dividends and creditS..........ccveeini i ses e s ssr e s e
(3) Interest credited during tNB YEar...........cccoii v vviee v cerer e
(4) Transferred from separate account.
{5) Other (specify below)
4
(B)TOLAT AATIHONS ... cc.ceeerareraremseerarenssees ettt s s st s sasee bbbt 8+ bbbttt 7¢(6)
d Total of balance and additions (add INEs 7b @NG TE{B)). ... remererreermsresrermrrsrresesommssressrssssssassesasssas st et pesgerssass | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year Te(1)
(2) Administration charge Made BY CAMMEN ... e sssnssssseans 7e(2)
(3) Transferred to separate 8CCOUNt ..............cooooiiveieeeeeeeee e eeeeaee 7e(3) |
(4) Other (SPECITY BEIOW) ..ot st sesis et sis s s st saseeras 7e(4)
>
{5) TOAI BOUCHONS .........voeecveceetecaeteeaeteeae st eeae s e st ss st ssssssesssessssesasss asseseassesassansstas st seeasmnsassnsasaneasaneasansanes sunan 7e(5)
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Part [1l | 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 orgaljiz:?tipns(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 D Dental

e I:l Temporary disability (accident and sickness) [:l Long-term disability
i D Stop loss (large deductible) j |:| HMO contract

m |:| Other (specify) P

c |:| Visian

d D Life insurance

g D Supplemental unemployment  h |:| Prescription drug
k D PPO contract

I[] indemnity contract

9 Experience-rated contracts:
A Premiums: (1) AMOount FECEIVEL ...........coveeeeieeeeeeee e seeeeeeneeeeeessssnes 9a(1)
{2) Increase (decrease) in amount due but unpaid ...........ooveeeecorieeenen 9a(2)
(3) Increase (decrease) in unearned PremiuMm rESEIVE .....ovreerrrrrrrreeeees 9a(3)
(4) EBINE (1) 4 {2) = [B1) covvvvveveeeiooseeooeesesseoseessoosssessemsssmsseeeseessssos s eesosssmmat s sscsare szt e | 9a(4)
b Benefit charges {1) Claims Paid........c...ccococveeiviiiisssssssssssrsessssserereceons 9b{1)
(2) Increase (decrease) in Claim rESeTVES.........vvvre e essssseraereeeceneseer 9b(2})
(3) Incurred claims (Add (1) N [2)]..ccriiiiriiiiiicieis e sesese e st e sereserese s et esesecececemrasassaens e s eeeneees 9b{3)
{(4) ClaIMS ChAMGEU. .......eeeeee et s sms s s smns st s e raa s nrees 9b{4)
€ Remainder of premium: (1} Retention charges (on an accrual basis) —
(A COMMISSIONS ..o ee e eesseaen s e ene s 9c(1)}(A)
(B) Administrative service or ofher fees ... mmsssmmnniens 9c(1)(B)
(C) Other specific acquisition costs......... 9¢(1)(C)
(D)} Other eXpenses ............c...oo...... | 9Dy |
(E) TAXES....ceceeeereere e 9c(1ME)
{F) Charges for risks or other contingencies .. 9c(1)(F)
(G) Other retention Charges.......ceev e ssrecsmcsrcssressrens 9c(1)(G)
{H) TOAI TREENEION. .. ctrvemesconnssesrirresmssesssss s rasesesssassmsennsnnnstasssssresnasenss ssasssrsansnanemnsmnesesssssnsmasessessnnensessaneen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or[l credited.).................. 9¢(2)
d  Status of policyholder reserves at end of year: (1) Amount held to provide benefits afier retirement................ 941y |\ -
{2) ClaIM FEEOIVES ueeceretiiciiiteccracraesavsererrsasssserererasrarres s rhe st esenas s e e s e s Rem aneas e eanTre s R e raT e ReR e e e R e SR T o b et eResarrbatsvees 9d(2) ~
(3) OHNEI TESEIVES ..errcresr e s d s s b a b a s bbb bR a bt 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..........coceeuviiiiiennnns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAFMN.......c.oviveeieie st s s sae e s e s rs s ensnens 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract er policy, other than reported in Part I, line 2 above, report amount. ........cuceeeeeees 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?.............

D Yes

EINO

12 |f the answer to line 11 is "Yes,” specify the information not provided. P




SCHEDULE A
(Form 5500)

Department

of the Treasury

Intetnal Revenue Sence

Department of Labor

Employee Benefits

Segurity Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

¥ File as an attachment to Form 5500.

» Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2).

OMB Na. 1210-0110

2023

This Form is Open to Public

Inspectlon

For calendar plan year 2023 or fiscal plan year beginning

01/01/2023

and ending

12/31/2023

A Name of plan
401 (k)

Hematology

West, P. C.

Plan and Employees Trust of Oncolegy

B Three-digit
plan number (PN)

> 001

C Plan sponsor's name as shown on line 2a of Form 5500
Oncology Hematoleogy West, P.C.

47-0754790

D Employer Identification Number (EIN}

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 Ill can be reported on a single Schedule A.

1 Caverage Information:

(a) Name of insurance carrier

MassMutual Life Insurance Co.

(8) Approximate number of

Policy or contract year

NAIC {d) Contract or —
(b) EIN (c} . e persens covered at end of

code identification number policy or contract year (fy From {g) To
04-1590850 65935 781685-01 335 01/01/2023 12/31/2023

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

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

(b) Amount of sales and base

commissions paid

Fees and other commissions paid

{¢) Amount

{d)} Purpose

(e} Crganization 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
commissions paid

Fees and other commissions paid

{c} Amount

{d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2023
v. 230728
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{2} Name and address of the agent, broker, or other person fo whom commissions or fees were paid

Fees and other commissions paid (e‘e) .
{b) Amount of sales and base Qrganization
commissions paid {c} Amount (d) Purpose cade

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

Fees and other comrissions paid - B (e)
{b) Amount of sales and base Organization
cornmissions 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 ol

{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 (¢) 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 commissicons paid (e)
{b) Amount of sales and base ) Qrganization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2023

Page 2 —

{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) Purpase 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 OCrganization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other persan to wham commissions or fees were paid
Fees and other commissions paid {e)
{b) Amount of sales and base QOrganization
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) Amcunt of sales and base Organization
commissions paid (¢) Amount (d) Purpose code




Schedule A {Form 5500) 2023 Page 3

Part Il | 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

) this report.
4 Current value of plan's interest under this contract in the general account at year 8t ..........c.occceeceecoiicisisssissnns 4 5,671,376
5 Current value of plan's interest under this contract in separate accounts at year end 5 11,182,832
6 Contracts With Allocated Funds:
a State the basis of premium rates P
B Premiums pait 10 CHITIEN .........cceiere et ssse b semsnsrassrrsnrsnss s ns s snnsanens 6b
€ Premiums due but unpaid at the end of the year 6c
d Ifthe carrier, service, or other organization incurred any specific costs in connectlon with the acqmsntlon or &d
retention of the contract or policy, enter arount.. e
Specify nature of costs P
e Type of contract: (1) D individual policies 2) |:| group deferred annuity
@3 [] other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > |:|
T Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts}
a Type of contract: (1 [:] deposit administration (2} |:| immediate participation guarantee
{3) D guaranteed investment (4} IE other P Group Annuity Contract
b Balance at the end of the PrEVIOUS YEAT ......c.ev.eeeeeeesresasmsccresnsessssesessssssssensssrsesessrseressssesessssssssesssssssssssssssrsesssans | 7h 5,547,828
C Addittons: (1) Contributions deposited during the Year .......cc....ccooeccnnncee 164,670
(2) Dividends and credits 0
(3) Interest credited during the year. 174,904
{(4) Transferred from separate account 1,778,259
(5) Other (specify below) 11,689
P Loan Repayments, Forfeitures
(YL LI 1T TSR 7¢(6) 2,129,522
d Total of balance and additions {add liNes Tb ANd TEIB)). ....rerereerserimresesemeeesesesiesesssesssssasssesssssessssmssmsmecaseaseae | 7d 7,677,350
e Deductions:
(1) Dishursed fram fund to pay benefits or purchase annuities during year Te(1) 1,938,785
(2} Administration charge made by Carmar. ..o eceeceeeeseeeesse s Te(2) 22,342
(3) Transferred to separate account ... csereesssrsrsrsvensnnns. | 2€(3) | 44,847
(4) Other (SPeCify BEIOW) ... eeeeeeeeceeneeeneeesenmseeeeneeenee | 1E(4) 0
4
{5) FOMAI QBAUCHONS .......oceeceeeeesceeeeee e eeetceeeaeee e resaeeeeesssasaessssesessnsesemas s s st essneessssnmseneaesssnss s e semns s seessamsessnsesen Te(5) 2,005,874
f _Balance at the end of the current year (subtract ling 7e{5) from liN@ 7d).......orerereesremseessesee e seresenesene s cssnesnns | 7f 5,671,376




Schedule A (Form 5500) 2023 Page 4

Part lll | 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 reperting purposes if such confracts are expetience-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 I:I Health {other than dental or vision) b |:| Dental c D Vision d D Life insurance
e |:| Temporary disability (accident and sickness) f |:| Long-term disability g EI Supplemental unemployment  h I:I Prescription drug
i D Stop loss (large deductible) j D HMO contract k |:| PPO contract I D Indemnity contract

m [ | Other (specify) »

9 Experience-rated contracts:

a Premiums: (1) Amount recaived .......ocoeeeeereiennenenes 9a(1)

(2) Increase (decrease) in amount due but unpaid 9a(2)

(3) Increase (decrease) in unearned premium rESEIVE ........coeereveeemeeeeene 9a(3)

(4) Earned ([1) # (2) - (31) coovooeee et et s . J 9a(4)
b Benefit charges (1) Claims Paif.......cceviiviiminninnnni s isssssssssssssssrees 9b{1)

(2) Increase (decrease) in Claim reSEIVES. ... rrrerierene e v resserrasnsssenens 8b{2)

(3) Incurred claims {add (1) and {2})........ eeeteteteateseetestebieteneaneseneesenrenrnearennan 9b(3)

(4) Claims charged...........cccevreenee 9b(4)
¢ Remainder of premium: (1) Retention charges {on an accrual basis) —
{A) COMMISSIONS ..o.vvvviniiisiriicren s . | 9c(1)(A)
{B) Administrative service or other fees 9c(1)(B)
{C) Other specific aCqUISIION COSS..........cevecveeeeveceeeee e eeesneens 9c¢(1)(C)
(D) ONEE BXDBISES ....ooe.ceeeeeeeeeeeemeeee e eee e eeeeeeseeeseesreeesesenesene 9c(1)(D) - ]
{E) TAXES .cavruirrienerieesiisinsinsresicsinssbs e s b asss s s s mabs s nnassesassrea s semnnmnnnnan 9c(1)(E)
{F} Charges for risks or other contingencies .................cc.occeeeecieene 9¢(1){F)
{G) Other rEtention CRAFGES .......c..ceeeeeeeeeeseeseeeeir st sremeseeseasssseseens 9¢(1)(G)
(H) Total retention.......occiccinnesccnie s st ses s s e res s sssssssesenes 9c(1)(H) |
(2) Dividends or retroactive rate refunds. (These amounts were I:I paid in cash, or[:] credited.)....cciimiiins 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to pravide benefits after retirement................ 9d(1) \
(2) ClAIT FESBIVES ......eceireeeeaererresvrreesrrrrvrr s e ssrrre s e sbeas saesssasrarsnseseaemaseva et e aeaasses e s rasednaneanemr s saeamnemnrnas s mn ' 9d(2) | B
(B) ONEI TESEIVES «....covvvrirrvererresesressessesresersessessssessessesssbessenssenasaneressrssssesesaessesessesssssnsensensassasrnssessesnsecesnsassors 9d(3)
_____ e Dividends or retroactive rate refunds due. (Do not include amount entered in fine 96(2).)..ccccevirrrrrurirnnirnns 9e
10 Nonexperience-rated contracts:
& Total premiums or subscription charges paid t0 CAMIBT ...t 10a
b If the 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. ...........ccocceeeeee 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?............ D Yes @ Ne

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




SCHEDULE C Service Provider Information SRSt

(Form 5500) 2023
Department of the Tragsury This schedule is required to be filed under section 104 of the Employee
tnternal Revenue Service Retirement income Security Act of 1874 (ERISA). -
Department of Labor This Form is Open to Public
Employee Benefits Security Administration b File as an aftachment to Form 5500. Inspection.
Penslon Benefit Guaranty Corporation
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending 12/31/2023
A Name of plan B Three-digit
401 (k) Plan and Employees Trust of Oncolegy plan number (PN) » 001 B
Hematology West, E. C.
b Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Oncology Hematology West, P.C. 47-0754720

Part| | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, ta report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation {i.e., monsy or anything else of monetary value) in connection with services rendered to the plan or the person's pasition 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 12 “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 persan who provided you disclosures on eligible indirect cormpensation

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

For Paperwork Reduction Act Natice, seg the Instructions for Form 5500. Schedule C (Form 5500) 2023
v. 230728
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{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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




Schedule C {Form 5500) 2023

Page 3 -

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).

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

BENEFIT PLANS,

INC.

16924 FRANCES ST STE 100

OMAHA NE 68130
(b) () (d) (e) ® ()
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 fo be enter -0-. other than plan or plan plan received the required aligible indirect an amount or
a party-in-interest sSponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
{f). If none, enter -0-.
13 T
[FONTRICTSADHIR Yes E| No D Yes [ ] No [ Yes D No EI
2,200 27,355
(a) Enter name and EIN or address (see instructions)
EMPOWER ANNUITY INSURANCE COMPANY
8515 EAST ORCHARD ROAD
GREENWOOD VILLAGE COo 80111

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-,

(e)

Did service provider
receive indirect
compensation? {sources
other than plan or plan
sponsor)

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

(9)

Enter totat indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
astimated amount?

64

RECORDKEEFER

140,314

Yes K| No[]

Yes E No D

Yes El No D

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

GLOBAL RETIREMENT PARTNERS LLC

4340 REDWCOD HWY

SUITE BoD
SAN RAFAEL CA 949803
(b) (c) (d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid racaive 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 -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-,
27
TSVESTMENT
Yi No Ye: b No &
I o as [:l Bl 5 |:| No o Yes D o
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2. Information en 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 o list each persen 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).

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

KELLEY FINANCIAL SERVICES INC.

17110 MARCY ST STE 104

OMAHA NE 68118
(b) () (d) (e) ® B )
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid recaive 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 -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 T — T -
[SONTRACTADMIN Yes E] No [:l Yes |:| No E Yes |:| No
- -6,376 6,376
(a) Enter name and EIN or address (see instructions)
LINCOLN FINANCIAL ADVISCRS CORP
1300 S CLINTON ST 1H-50
FORT WAYNE IN 46802
{b) (c} (d) (e} {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 -0-. cther than plan cr plan plan received the required eligible indirect an amount aor
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
55
[ROKER/ADVLSOR Yes El No |:| Yes |:| No EI Yes D No El
e 18,046
(a) Enter name and EIN or address (see instructions})
(b) (<) (d) (e} (h)
Service Relationship to Enter diract Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid

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

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

raceive indirect
compensation? (sources
other than plan or plan
Sponsor}

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

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

provider give you a
farmula instead of
an amount or
estimated amount?

Yes D No [:l

Yes D No D

Yes D Ne D
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| Partl [Service Provider Information {continued)

3. If you reported on line 2 receipt of indiract compensation, other than eligibls indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisary, investment managemaent, broker, or recordkesping 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,

(@) Enter service provider name as it appears on line 2 (b) Service Codes {c) Enter amount of indirect
_ (see instructions) compensation
13
BENEFIT PLANS, INC 27,355

(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 aligibility
for or the amount of the indirect compensation.

EMPOWER ANNUITY INSURANCE COMPANY

8515 EAST ORCHARD ROAD

TPA ALLOWANCE PAYMENT

GREENWOCD VILLAGE CO 80111
(a) Enter service provider name as it appears on line 2 (b) Service Codes {c) Enter amount of Indirect
(see instructions) compensation
KELLEY FINANCIAL SERVICES INC. 6,376

(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
far or the amount of the indirect compensation.

EMPOWER ANNUITY INSURANCE COMPANY

8515 EAST ORCHARD ROAD

TPA ALLOWANCE PAYMENT

GREENWOOD VILLAGE cO 80111
{a) Enter service provider name as it appears on line 2 {b) service Codes {c) Enter amount of indirect
(see instructions) compensation
LINCOLN FINANCIAL ADVISORS 18,046

(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.

EMPOWER ANNUITY INSURANCE COMPANY

8515 EAST ORCHARD ROAD

GREENWQOOD VILLAGE Co 80111

OTHER COMMISSICONS
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| Partll | Service Providers Who Fail or Refuse to Pravide Information

4 Provide, to the extant possible, the following information for each service pravider who failed or refused to 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
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)

(¢} 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)

(¢) 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
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Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as neaded)
a Name: b EIN:
C  Position:
d Address: @ Telephone:
Explanation:
a Name: b EIN:
_ € Position;
d  Address: e Telephone:
Explanation:
a Name: b EIN:
C Position:
d Address: @ Telephone:
Explanation: 7 R
a Name: b EIN:
€  Position:
d Address: € Telephone:
Explanation:
a Name; b EIN:
C__ Position:
d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Intemal Revenue Service

This schedule is required to be filed under section 104 of the Employes

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

OMB No. 1210,

-0110

2023

Departrment af Lah p )
Emgloyee B:r?eaﬁﬁ ;:czrityaA::n}nistrallon This Form is Open to Public
Inspaction.
For calendar plan year 2023 or fiscal plan year beginning 01/0172023 and ending 12/3172023
A Name of plan B Three-digit

401 (k)

Hematology West,

C.

Plan and Employees Trust of Cncology

plan number (PN)

b 001

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

Oncology Hematology West,

P.C.

D Employer Identification Number (EIN)7

47-0754790

Part |

Information on interests in MTIAs, CCTs, PSAs, and 103-12 |IEs (to be completed by plans and DFEs)
(Complete as many entries as needed to report all interests in DFEs)

a Name of MTIA, CCT, PSA, or 10312 {E: MID CAP GROWTH FUND FEE CLASS R1

b Name of sponsor of entity listed in (a): GREAT GRAY

code

103-12 IE at end of year (see instructions)

_ l:_l Entity €@ Dollar value of interest in MTIA, CCT, PSA, or
€ EINPN SE—digeasy 349 code € 103-12 IE at end of year {see instructions) B2Eme0e
a Name of MTIA, CCT, PSA, or 103-12 JE; SMALL CAP GROWTH FUND II CLASS Rl
b Name of sponsor of entity listed in (a): GREAT GRAY
C EIN-PN 38-4126288 597 d Entity C € Dollar value of interest in MTIA, CCT, PSA, or 973 888
code 103-12 IE at end of year (see instructions) !
a Name of MTIA, CCT, PSA, or 103-12 IE: LARGE CAP VALUE FUND CLASS R1
b Name of sponsor of entity listed in (a): GREAT GRAY
C EIN-PN 38-4065329 424 d Entity c € Dollar value of interest in MTlAI. CCT,lPSA, or 2,471,897
code 103-12 |E at end of year (see instructions}
@ Name of MTIA, CCT, PSA, or 103-12 |E: AMERICAN CENTURY ONE CHOICE 2055 R6
b Name of sponsor of entity fisted in {a); AMERICAN CENTURY INVESTMENTS
i _ d Entity € Dollar value of interest in MTIA, CCT, PSA, or
¢ EIN-PN 50-0779283 000 code N 103-12 IE at end of year (see instructions) 995,276
"a Name of MTIA, CCT, PSA, or 103-12 |IE: AMERICAN CENTURY ONE CHOICE 2060 Ré&
b Name of sponsor of entity listed in (a); AMERICAN CENTURY INVESTMENTS
C EiIN-PN 90-0779283 00 d Entity €& Doller value of interest in MTIA, CCT, PSA, or
0 code 103-12 IE at end of year (sea instructions) 336,833
a Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN CENTURY ONE CHOICE 2050 R&
b Name of sponsor of entity listed in (a): AMERICAN CENTURY INVESTMENTS
IN- 90-0779283 000 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 1,541,121
el code 103-12 IE at end of year (see instructions) ! !
a Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN CENTURY ONE CHOICEIN RETR6
b Name of sponsor of entity listed in (a): AMERICAN CENTURY INVESTMENTS
C EIN-PN 90-0779283 000 d Entity P e Dollar value of interest in MTIA, CCT, PSA, or 54,589

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

Schedule D {Form 5500) 2023
v. 230728
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a Name of MTIA, CCT, PSA, or 103-12 IE: WELLS FARGO SPECIAL MID CAP VALUE A

b Name of sponsor of entity listed in (a): ALLEPRINGS GLOBAL INVESTMENTS

¢ EIN-PN 90-0779283 cgo| d Entity =) € Dollar value of interest in MTIA, CCT, PSA, or 432,034
code 103-12 IE at end of year (see instructions)
& Name of MTIA, CCT, PSA, or 103-12 |E: ALLSPRING SPECIAL SMALL CAP VAL INS
b Name of sponsor of entity listed in {a): ALLSPRING GLOBAL INVESTMENTS
- » d Entity e Dollar value of interest in MTIA, CCT, PSA, or 71. 148
€ EIN-PN B0-0779283 009 code F 103-12 IE at end of year (see instructions) ML,
a Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN CENTURY ONE CHOICE 2040 R6
b Name of sponsor of entity listed in {a): AMERICAN CENTURY INVESTMENTS
¢ EIN-PN 80-0779283 ool d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- code 103-12 IE at end of year (see instructions) 1,915,811
a Name of MTIA, CCT, PSA, or 103-12 IE: JPMORGAN EQUITY INCOME R6
b Name of sponsor of entity listed in (a): JPMORGAN
c EiN-PN 90-0779283 000 d Entity P e Dollar value of interest in MTIA, CCT, PSA, or 0
code 103-12 |E at end of year (see instructions)
@ Name of MTIA, CCT, PSA, or 103-12 [E: AMERICAN CENTURY ONE CHCICE 2030 Ré6
b Name of sponsor of entity listed in {a)) AMERICAN CENTURY INVESTMENTS
€ EIN-PN 90-0779283 000 d Entity P e Dollar value of interast in MTIA, CCT, PSA, or 320,195
code 103-12 IE at end of year (see instructions) !
a Name of MTIA, CCT, PSA, or 103-12 IE: VANGUARD MID CAP INDEX ADMIRAL
b Name of sponscr of entity listed in (a); VANGUARD
c EINPN 90-0779283 Qo d Entity P € Doliar value of interest in MTIA, CCT, PSA, or 2,203,553
code 103-12 IE at end of year {see instructions) ! !
a Name of MTIA, CCT, PSA, or 103-12 IE: VANGUARD REAL ESTATE INDEX ADMIRAL
b Name of sponsor of entity listed In (a): VANGUARD
¢ EINPN 90-0779283 000 d Entity p | @ Dollar vaiue of interest in MTIA, GCT, PSA, or 754, 945
cade 103-12 IE at end of year (see instructions) !
a Name of MTIA, CCT, PSA, or 103-12 IE: AMERTICAN CENTURY ONE CHOICE 2045 Ré&
b Name of sponsor of entity listed in (a); AMERTICAN CENTURY INVESTMENTS
¢ EIN-PN 90-0773283 000 d Entity P e Dollar value of interest in MTIA, CCT, PSA, or 903,410
_ code 103-12 IE at end of year (see instructions) !
a Name of MTIA, CCT, PSA, or 103-12 iIE; AMERICAN CENTURY ONE CHOICE 2025 R6
b Name of sponsor of entity listed in (a): AMERICAN CENTURY INVESTMENTS
¢ EIN-PN 90-0779283 000 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 118, 763
code 102-12 IE at end of year (see instructions) !
a Name of MTIA, CCT, PSA, or 103-12 IE; AMERICAN CENTURY ONE CHOICE 2035 R%
b Name of sponsor of entity listed in (2): AMERICAN CENTURY INVESTMENTS
C EINPN 90-0779283 000 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 595,070

code

103-12 IE at end of year {see instructions)
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Name of MTIA, CCT, PSA, or 103-12 IE; LARGE CAP GROWTH/JP MORGAN

Name of sponsor of entity listed in (a): EMPOWER ANNUITY INSURANCE COMPANY

EIN-PN 06-1050034

141

d Entity
code

P

e Dollar value of interest in MTIA, CCT, PSA, or

103-12 IE at end of year (see instructions)

5,552,821

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of spansor of entity listed in {a):

EIN-PN

d Entity

cade

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see insfructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a).

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Nare of MTIA, CCT, PSA, or 103-12 [E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Narne of sponsar of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 [E at end of year (see instructions)

Name of MT|A, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 {E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 [E:

Name of sponsor of entity listed in (a);

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)
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Part 1l | Information on Participating Plans (to be completed by DFEs)
(Complete as many entries as needed to report all participating plans)

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponser

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan spansor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Planname

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan spensor

EiN-PN




SCHEDULE H Financial Information OMB No. 1210-0110

{Form 5500) 2023
S This schedule is required to be filed under section 104 of the Employee
el LA i Retirement Income Security Act of 1974 (ERiShA), and section 6058(a) of the
Deparimant of Labor Internal Revenue Code {the Code). This Form is Open to Public
Employse Benefits Sacunity Adminstration ) File as an attachment to Form 5500. Inspection
Pension Benefit Guaranty Corporation
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending 12/31/2023
A Name of plan B Three-digit
401 (k) Plan and Employees Trust cf Oncoclogy plan number (PN) » 001
Hematology West, P. C.
C Plan sponsor’s nama as shown on line 2a of Form 5500 D Employer |dentification Number (EIN)
Oncolegy Hematclogy West, P.C.
47-0754790

Part|l |Asset and Liability Statement S

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Gombine 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 1¢(9) through 1c(14). Do not enter the value of that poartion 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 |Es do not cornplete lines 1b(1}, 1b(2), 1¢{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.................cccvin 1a
b Receivables {less allowance for doubtful accounts):
(1) Employer cOntribULIONS ............o.oooo oo seeee s e s e eaeeseeenenenns 1b(1) 1,633,161 1,748,883
(2) Participant COMTIDULONS. ........c.ovvveeeeeeceecr oo eneneeseene 1b{2)
(3) OUNET oo ccv s rrvnsses s e s st s se e re st 1b(3)
¢ General investments:
(1) lnterest-bsaan'ng cash {include money market accounts & certificates 1e(1)
of deposit) .v.v.ovveceeennee. RS,
{2) U.S. GOVEMMENL SECUMIOS ...vucureecereeesrcecarenareencnarsssrsasessersssnessesessens 1¢(2)
(3) Corporate debt instruments (other than employer securities):
{A) Proferred.....o....cocerrvriecvrms s sseesssrsssssssssssssssmssionsecenesnee | VGSJ(AY
{B) Al OLIBI....cciecvemeeeeeeet et ettt snessessses bbbt eee s 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred... 1c(4)(A) )
(B) COMMON o rssmcesesmseses e | 1C(8)(B) -
(5) Partnership/{oint venture iMterests ... oo eeeeeeeeesesese s 1¢(5) -
(6) Real estate (other than employer real Property} ......ovcecoreerercrererans 1¢(6)
(7) Loans (other than to pamticipants) ..o oo eeeeeeereece s eeeeeeeeeeene 1e(7)
{B) PAMICIPANT I0BIIS «.o..eeeeeeeeee s eese e eeeeee e eeeeeeeeeeeeseseses e eessenensranraees 1c(8) 195,163 271,689
{9} Value of interest in comMmMOon/Colactive trUSS .- .. wm e eeeeeeeeeeee e 1c(9) 1,433,602 4,269,251
(10) Value of interest in pooled separate CCOUNS .....oceevevenseeseineneeeee. | 1S(10) | 12,015,424 16,735,654
(11) Value of interest in master trust investment accouNts.........c.co.cceeverneene. 1e(11)
{12) Value of interest in 103-12 investment entities 1¢(12)
{13) Yalue of interest in registered investment companies {e.g., mutual 1e(13) |
UNGS) ... eeueesreessseresenesesssssse s s sssssssssssssssssssssessessssansenssenas 17,438,093 | 15,248,130
{14) Value of funds held in insurance company general account (unallocated 1c(14)
COMFBEIS ) ervurrererrreceeeeerreeeses st et essessessssoeeoereesseseessessesesssessssesmsenenmsensenns 5,547,828 5,671,376
(15) OUNBI ...t e ene e nenesens 1c(15)
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule H (Form 5500) 2023

v. 230728
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1d Employer-related investments: {a) Beginning of Year (b) End of Year
(1) Employer securities 1d(1} _
(2) EMPIOYEr real PrOPOMtY....ouviereeseeseessssssssisesssssssssssssssssorsssiasesssrnsererssses 1d(2}
e Buildings and other property used in plan operation .........ooocee e vvvcecvnrecnnene 1e -
f Total assets (add all amounts in lines 1a through 18) ........oeoceeeeeeeemeeeeecees if 38,263,271 43,845,023
Liabilities
g Bonofit Claims PAYADIE .....cc.ccove ettt s sa s snase e nnnas 1g
h Operating payables ... cvieee e oo eeee e eeaneennanes 1h
i ACQUISHION INAEDIBANEES.ceuieiieeeisee et s e ssssmesnsaesnnts 1i
j Other liabilities.............. 1]
K Total liabilities {add all amounts in lines 1g through1j) ....eeveeeeeeovvvecceceeeneans 1k c 0
Net Assets
| Net assets (subtract line 1k from NG H}........ooeoemeeeeeeeeeeeee e 1t 38,263,271 43,945,023

\Part I |Inc9_me and Expense Statement

2 Plan income, expenses, and changes in net assets for the year, Inctude 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} Emplayers ...........ccocveeeveeenes 2a(1)(A) 1,748,883

(B)  PAMHCIDANES -.....oococivteeiisisie et eeeeeeee e eeeneses s s eneeesasmenenseon 2a(1)(B) 1,398,953

(C) Others (INCIULING FOIOVETS)..........coeoveeeeeeeeesrsreeseseessessessessssesssaes 2a(1)(C) 456,894
(2) Noncash contributions................. 2a(2) -
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............. 2a(3) 3,604,730

b Eamings on investments:

(1) interest:

(A) Interest-bearing cash (including money market accounts and 2b(1}A)

certificales of depoSit)........cueecerreerrrereesre e

(B) LS. GOVErnMent SECUNHES.........oceveereeerecsrraeceeressesessssresseseveneeene | 20(1)(B}

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

(D} Loans (other than to participants) ..........cceeveeee e ceceresseseesee e 2b(1}D)

{E) Participant Ioans.......cccccevevinneccvvsevesesssevessesssssssnsesssseonmssaeereenee | 2B(1)(E) 16,922

(F) Other i cree s sesnessessssesssensesennenee | 2D{INF) -

(G) Total interest. Add lines 2B{1){A) through (F).....oeveeverererrreresens 2b{1)(G) _ 16,922
{2) Dividends: {A) Preferred Stook........couwmemseiemsmseesisemssscessssesivieeseesersenns 2b{2){(A)

(B) Comman stock 2b(2)(B)

(C) Registerad investment company shares (e.g. routual funds).......... 2b(2){C)

{D} Total dividends. Add lines 2b{2){A}, (B}, and {C) 2b(2)(D} 0
(3) REDES .o rcec v ceeeb et ettt eeeem e oo es e eee e | 2b(3)
{4) Net gain (Joss) on sale of assets: {A) Aggregate praceads ................... | 2D(4)(A)

(B) Aggregate carrying amount (see instructions)........c.............c....... 2b4)B) |

(C) Subtract line 2b(4)(B) from line 2b{4)(A) and enter result.............. 2b(4){(C) 0
{5) Unrealized appreciation {depreciation) of assets: {(A) Real estate...... 2b(5)(A} ]

(B) OHhBr.......o e e es e se e neennens 2b(5)(B)

O R Ines Sh(SyAL e (B) oo . e | 2005C) 0
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{6} Net invaestment gain (loss} from common/collective frusts....................
{7} Net investment gain (loss} from pooled separate accouMts.........coveeeians
{8} Net investment gain {loss) from master trust investment accounts ..........
(9) Net investment gain (loss) frorn 103-12 investment enfities ............cceue

(10} Net investment gain {loss) from registered investment
companies {e.g., mutual funds)

¢ Otherincome ..........

d Totalincome. Add all income amounts in column (b} and enter total...........cc.......
Expenses
e Benefit payment and paymaents to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers............
{2) Toinsurance carriers for the provision of benefits ..o
{3) Other......... O
{4) Total beneifit payments. Add lines 2e(1) through {3) ..c...cccoccvvernininiiccenne

f Corective distributions (588 INSIUCHONS) ..v...vveeeeeeeeeeeeee e
g Certain deemed distributions of participant loans (see instructions)..

f Interest expense
i Administrative expenses: {1) Salaries and allOWANCES..........ocerereerreererens
(2) Contract administrator fEes ...........cccriveniinsn s e sesen
(3) Recordkeeping fBeS ... ..ccciv e ecre e et eaen
(4) 1QPA Uit fBES......cceicrer it s e s
(5) Investment advisory and investment management fees.............ceccvreenrne

{6} Bank or frust company trustea/custodial fees.........ceeeveeeceeeeecceenennn..
(7) Actuarial fBES............c..ovi ettt et an

{8) Legal fEBS.i i r e e sna s

(9) Valuation/appraisal fees.........o.coeiiiiiiciiiii e rreereee

(10) Other trustee fees aNd BXPENSES........ccenii e eeeeeee s e smssmsennas

(11) Other expenses

(12) Total administrative expenses. Add lines 2i(1) athrough (11)
j Total expenses. Add all expense amounts in column (b) and enter tofal.......

Net Income and Reconciliation

K MNet income (loss). Subtract line 2} from line 2d
| Transfers of assets:

(1) To this Plan........c e e aeaes

{2} From this Plan ...t et s v sesasresrerarrms s s enens

{2) Amount

{b) Total

2b(6)

2b(7)

6,018,407

2h(8)

2b(9}

2h({10)

2¢

2d

9,640,059

2e(2)

2¢(1)

3,803,316

2e(3)

2e(4)

2f

g

2h

3,803,316

20,603

2i(1)

2i(2)

134,388

2i(3)

2i{4)

2i(5)

2i(6)

2i(7)

2i(8)

2i(9)

2i{10)

2i(11)

2i(12)

2j

134,388

3,958,307

zk

5,681,752

21(1)

21(2)
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Part llI Accountant’s Opinion

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

attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):

(1) [% Unmadified  {2) [ ] Qualified {3)[ ] Disclaimer (4) [ ] Adverse

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(2)(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.

{1) E] DOL Reguiation 2520.103-8 (2) |:| DOL Regulation 2520.103-12{d) (3} |:| neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

[+

Enter the name and EIN of the accountant {or accounting firm} below:
(1) Name:EIDE BAILLY LLP

(2)EIN:45-02508958

d The opinion of an independent qualified public accountant is not attached because:
(1) D This form is filed for a CCT, PSA, or MTIA.  (2) D it will be attached to the next Form 5500 pursuant fo 28 CFR 252(.104-50.

r Part IV |Comp|iance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 |Es, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 |Es also do not complete lines 4j and 41. MTIAs also do not complete line 41. DCGs do not complete lines 4e, 4f, 4k, 41, and 5, and DCGs generally
complete the rest of Part IV collectively for all plans in the DCG, except as otherwise provided (see instructions.}
During the plan year: Yes No ~ Amount
a Was there a failure to transmit to the plan any parficipant contributions within the time
period described in 28 CFR 2510.3-1027 Continue to answer “Yes” for any prior year failures until
fully corrected. {See instructions and DOL’s Voluntary Fiduciary Correction Program.) ......c..ceenee. X
4a
b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan vear or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part 1 if “Yes” is
=T =T 1 OO b | 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 [l if “Yes" is checked.} oo 4c X o
d Were there any nonexempt transactions with any party-innterest? {Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part 1ll if “Yes" is X
Checkad.) ...t et 4d
€  Was this plan covered by a fidelity BONA?.........coveiiieieeee et 4e| X 500,000
f  Did the plan have a foss, whether or not reimbursed by the plan's fidelity bond, that was caused by
TRAUG OF GISNONBSIYT .......oevoeeeeeceeecteeet et e teaes st b eem e ess s e reeeeenseeremeon e eenereenesreneseeesemsenemensemeen af X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an indepaendent third party appraiSer? ... s 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? .................. ah X
i Did the pian have assets held for investment? {Attach schedule{s} of assets if “Yes" is chacked, and
see instructions for format FEqQUITEMENTS. ). . ..cii e e e s 4 X
i 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 requUIrEMEBNES. ... e e eee s 4j X
k  Waere all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGCT ... e s ak
I Has the plan failed to provide any benefit when due under the plan? 4]
m  If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.101-3.)...... e eeeraeseeemeaeeeseesessfesseesfestesseemtsssessesssedeesissessesssissessissesiesstissemeessessesssesesseas 4m X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceplions to providing the nofice applied under 29 CFR 2520.101-3.......cccovvmrnmeeeeserinensessenenens 4n -
53 Has a resolution to terminate the plan been adapted during the plan year or any priar plan year?........ [] Yes E No

If “Yes,” enler the amount of any plan assets that reverted to the employer this year




= H OMB No. 1210-0110
SCHEDULE R Retirement Plan Iinformation
(Form 5500) 2023
Danartirentof e trasa This schadule is required to be filed under sections 104 and 4065 of the
In?e;nal Revenue Senrlnery Employee Retirement Income Security Act of 1974 (ERISA) and section -
6058(a) of the Internal Revenue Code (the Code). This Form is Open to Public
Bepariment of_Labor ) Inspection.
Employee Benefits Security Administration ) Fite as an attachment to Form 5500.
Pension Benefit Guaranty Corporation
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending 12/31/2023
A Name of plan B Three-digit
401 (k} Plan and Employees Trust of Oncology plan number
Hematology West, P. C. (PN) » 001 i

C Plan sponsor's name as shawn on line 2a of Form 5500 D Employer Identification Number (EIN}

Oncology Hematology West, P.C.

47-0754750
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
LT g o (1o o T OT RO 0

2 Enter the EIN(s) of payor{s} who pald 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): 06-1050034

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

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

Partli Funding Information (If the plan is not subject to the minfmum funding raquirements of section 412 of the Intarnal Revenus Code or
ERISA section 302, skip this Part.)

4 Is the plan administrator making an election under Code section 412(d)(2} or ERISA section 302(A{2)7 ....vvveeeresessenn D Yes D No [:l N/A
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 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 complate the remainder of this schedule.
6 a Enterthe minimum required contribution for this plan year (include any prior year accumulated funding 8a

deficiency not waived) .......................................................................
b  Enter the amount contributed by the employer to the plan for this plan year

&h

C Subfract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount)........cccccvvrvin i icsscsrrr e ¢

If you completed line 6¢c, skip lines 8 and 9.
Will the minimum funding amount reported on line 6c be met by the funding deadlin@?............cccceevvvieeceeeeeiereneaes I:I Yes D No [:I N/A

-

o

If a change 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? ... iveeresen e s vr v s ssssraressenssresnnsearesns D Yes D No D N/A

' Part Il} |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. If N0, CHREK thE “NO” BOX..........ocrivervrr e sssssssssssssssssressrsmsssssssseresseeses [] Increase D Decrease D Bath D No

[ Part IV | ESOPSs (see instructions). If this is not a plan described under section 408{a) or 4875(e)(7) of the Internal Revenue Code, skip this Pari.

10  Woere unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? ............. D Yes D No
11 @ Does the ESOP hold any prefarred StOCK? .......iveeeisesesssssssssmsesesissesseseresesesssmnsons Ceverneneeene sttt st D Yes D No
b ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “pack-to-back” loan? D Yas D No

{See instructions for definition of "back-to-back™ 10aN.) ....eeevericcriiirvirnninns

12 Does the ESOP hold any stock that is not readily tradable on an established SECUNLIES MATKEL?...........oc.ovrierierererersireereeesereecr [I Yes D No

For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schadule R (Form 5500} 2023
v. 230728
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| _PartVv | Additional Information for Multiemployer Defined Benefit Pension Plans

13  Enter the following information for each employer that (1) contributed mare than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest confributors {(measured in dollars). See instructions. Complete as many entries as needad to report all applicable employers.

a  Name of contributing employer

b EIN € Dollar amount contributed by employer

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

e Contribution rate information (if more than one rate applies, check this box D and see instructions regarding required aftachment. Otherwise,
complate lines 13e{1) and 13e(2}.)
(1) Confribution rate (in dollars and cents)
(2) Base unit measure: D Hourly U Weekly D Unit of production D Other (specify):

a  Name of contributing employer

b EIN € Dollar amount contributed by employear

d Date collective bargaining agreement expires (ff employer contributes under more than one collective bargaining agreement, chack boxl:l

. and ses 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 iines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
{2) Base unit measure: D Hourly |:| Woeekly |:| Unit of preduction D Other (specify):

a Name of contributing employer

b ENN € Dollar amount contributed by employer

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

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

a  Name of contributing employer

b Em € Doliar amount contributed by employer

d Date collective bargaining agreement expires (ff employer contributes under more than one collective bargaining agreement, check bax D
and see instructions regarding requirad attachment. Otherwisse, 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. Otherwiss,
complate lines 138e(1) and 13e(2).)
{1} Contribution rate {in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production I:l Other {specify):

a Name of confributing employer

b EN € Dollar amount contributed by employer

d Date coliective bargaining agreement expires {If employer contributes under more than one collective bargalning agroement, check box D
and see instructions regarding required attachment. Otherwise, enfer the applicabls date.} Month Day Year

e  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 13s(2).)
(1)  Contribution rate (in dollars and cents)
{2} Base unit measure: D Hourly |:| Waeekly D Unit of production |:| Other {specify):

a  Name of confributing employer

b EIN € Doliar amount contributed by employer

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

€  Contribution rate information (If more than one rate applies, chack this box |:| and see instructions regarding required atfachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1)  Contribution rate {(in dollars and cents)
{2) Base unit measure: D Hourly D Waoekly E[ Unit of production D 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 D alternative I:] reasonable approximation (see 14a
instructions for required AtBChMENE). ... e et st e e ne
b The plan year immeadiately 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)..............ccocveveveeveeeerenns
C The second preceding plan year. I:l Check the box if the number reported is a change from what was 14c¢

previously reported (see instructions for required attACHMENE). ... voieseeeeseeeeriiiiesierreca sttt ereseeeesasensenne

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:

8 The corresponding number for the plan year immediately preceding the current plan Year ... eeeeveesrennne 15a

b The corresponding number for the second preceding Plan YEar ... e 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 .....cc.cceeeoivnniiseenne 16a

b Ifline 18a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against SUCh WitharawWn emMDIOYEIS et cssemesesnsemess e easeseesaeenteseeencenesnresne

17 If assets and liabilities from another plan have been transferred fo or merged with this plan during the plan year, check box and see instructions regarding
supplemental information o be included 85 80 AHACNIMBNL. ...iiiiiiiieeeriiiei i es e ie s eeeieeeer et ers s s st ratastessenmm e rsesomaaeeesemsmnneeesssrernnansesessessnn

| 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 an atachment. ... CEEusasaausinean s s anennsan iR e an st R e nannnna Y

19 I the total number of participants is 1,000 or more, complete lines {a} and {b)
a  Enter the percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets: %
High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: % Other: %

b Provide the average duration of the lnvestment-Grade Debt and Interest Rate Hedging Assets:
D 0-5 years |:| 5-10 years D 10-15 years |:| 15 years or more

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  |s 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 2Ca is “Yes,” has PBGC been notifiad as required by ER!SA sections 4043(c)(5) and/or 303(k}{4)7 Check the applicable box;
] ves,
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

Part VIl | IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b} and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules? [] Yes A nNo

21b Ifthis is a Code section 401 (k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching cantributions (as applicable) under Code sections 401(k)(3) and 401(m)2).

El Design-based safe harbor method
D “Prior year” ADP test
|:| "Currant year” ADP test

[] nia

22 Ifthe plan sponsor is an adopter of a pre-approved plarﬁtgité%cgived a favorable |IRS Opinion Letter, enter the date of the Opinion Letter 07/30/z021
{MM/DD/YYYY) and the Opinion Letter serial number’= a




401(k) Plan and Employees Trust of Oncology Hematology West, P.C.

Schedule H, Line 4i — Schedule of Assets Held at End of Year
December 31, 2023

* A party-in-interest as defined by ERISA.
N/A - Not applicable for participant-directed plan.

EIN: 47-0754790 Plan: 001
(a) (b) () (d) (e)
Description of Investment
Including Maturity Date,
Identity of Issue, Borrower, Rate of Interest, Collateral, Current
_ Lessor, or Similar Party Par, or Maturity Value Cost Value
BlackRock iShares S&P 500 Index Fund N/A S 7,010,964
Massachusetts Mutual Life Insurance Company Guaranteed Investment Account N/A 5,671,376
JPMorgan Large Cap Growth/ JPMorgan N/A 5,552,821
Great Gray Trust Large Cap Value Fund Class R1 N/A 2,471,897
BlackRock iShares US Aggregate Bond Index Fund N/A 2,361,452
Massachusetts Mutual Life Insurance Company Mid Cap Index (Vanguard) N/A 2,203,553
Massachusetts Mutual Life Insurance Company American Century One Choice 2040 Portfolio N/A 1,915,811
Eaton Vance Parametric International Equity Fund N/A 1,801,653
Vanguard Developed Markets Index Fund N/A 1,590,178
Massachusetts Mutual Life Insurance Company American Century One Choice 2050 Portfolio N/A 1,541,121
American Funds American Funds Balanced Fund N/A 1,171,795
Massachusetts Mutual Life Insurance Company American Century One Choice 2055 Portfolio N/A 995,276
Great Gray Trust Small Cap Growth Fund Il Fee Class R1 N/A 973,888
Massachusetts Mutual Life Insurance Company Special Small Cap Value (Allspring) N/A 971,146
Massachusetts Mutual Life Insurance Company American Century One Choice 2045 Portfolio N/A 903,410
Great Gray Trust Mid Cap Growth Fund Fee Class R1 N/A 823,506
Massachusetts Mutual Life Insurance Company REIT Index (Vanguard) N/A 754,945
BlackRock iShares Small Cap Index Fund N/A 606,214
Massachusetts Mutual Life Insurance Company American Century One Choice 2035 Portfolio N/A 595,070
PGIM PGIM High-Yield R6 N/A 580,723
Massachusetts Mutual Life Insurance Company Special Mid Cap Value (Wells Fargo) N/A 432,034
Massachusetts Mutual Life Insurance Company American Century One Choice 2060 Portfolio N/A 336,835
Massachusetts Mutual Life Insurance Company American Century One Choice 2030 Portfolio N/A 320,195
JPMorgan Emerging Markets Equity Fund N/A 125,151
Massachusetts Mutual Life Insurance Company American Century One Choice 2025 Portfolio N/A 118,763
Massachusetts Mutual Life Insurance Company American Century One Choice In Retirement Portfolio IlI N/A 94,589
Massachusetts Mutual Life Insurance Company US Government Money Market N/A 85
41,924,451
*  Participants Notes receivable from participants (interest rates of 271,689
5.25% - 10.50%; maturing from May 2024 to December 2028)
S 42,196,140
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