Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

! 1210-0089
Department of the Treasury B en eflt PI an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2023
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| Part| | Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning  10/01/2023 and ending 09/30/2024

A This return/report is for: B a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box

must attach Schedule MEP. Other plans must attach a list of participating employer
information in accordance with the form instructions.)

B This return/report is D the first return/report Dthe final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, ChECK NETE ................ccuiveuiuiiiciiieieicteeteeee s 4 D
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here........................... » D
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
TRI-COUNTY HEMATOLOGY & ONCOLOGY ASSOCIATES INC CASH BALANCE PLAN (PN) » 002
1c Effective date of plan
10/01/2016
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box) 34-1294692

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

TRI-COUNTRY HEMATOLOGY & ONCOLOGY ASSOCIATES INC 2C sponsor's telephone number

330-478-0001

2d Business code (see instructions)

7337 CARITAS CIRCLE NW, SUITE 10

MASSILLON, OH 44646 621111

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

3C Administrator’s telephone number

4 |f the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report | 4b EIN
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the

last return/report. 4d PN
a Sponsor’'s name
C Plan Name

5a Total number of participants at the beginning of the PIaN YEar ................ccceueuereeeeeeeeeeeeeeeeees e 5a 29
b Total number of participants at the end of the PIAN YEAI...........cc.cc..cuerueveeeeeeeeeeeeeeeeeeee e 5b 36
C(l) Number of participants with account balances as of the beginning of the plan year (only defined 5C(1)

contribution plans complete this ItBIM) ..........cocuiiiiiii e
C(2) Number of participants with account balances as of the end of the plan year (only defined 5¢c (2)

contribution plans complete this ItBIM) ..........oiiiiiiiii e
d(1) Total number of active participants at the beginning of the plan Year............c..cccocceeeveeviruerereereeeennnss 5d(1) 29
d(2) Total number of active participants at the end of the plan Year..........c..coccecueeveveveeeereesiessee e, 5d(2) 35
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

WETE 1€SS than 100U VESIEA . .....ueiiee ittt ettt eeett e e e e e et eeeeeeeatbeeeeeeaseabeeseeeesanbssreeeeseasssreeeas

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

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

belief, it is true, correct, and complete.
SIGN Filed with authorized/valid electronic signature. 04/10/2025 NOMAN M. RAFIQUE
HERE . o Lo - -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 04/09/2025 NOMAN M. RAFIQUE
HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2023)

v. 230707



Form 5500-SF (2023) Page 2

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

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

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

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

. (See instructions.)

| Part Il | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 3861210 5034764
b Total plan liabilities.................c..covevvreeeeereeeeeseeeereeeeseeeerernen 7b
C Net plan assets (subtract line 7b from line 7a)..............cccccccveenn. 7c 3861210 5034764

8 Income, Expenses, and Transfers for this Plan Year (2) Amount (b) Total
a Contributions received or receivable from:

(1) EMPIOYETS ..o senennesenesnsnnas 8a(1) 193000

(2) PartiCiPANnTS. ......ocuuiiiiiiiiiieitesiie sttt e s e e siee e 8a(2)

(3) Others (including rolloVers)............ccuuueecuveeciiieecieeeeieeeeaeans 8a(3)
D Other iNcome (10SS)........ccueveeuereeeeeeeeeeeeeeeeeeeeeeeeeeeeeen 8b 980554
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 1173554
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide BENEFItS).......coiiiiiiiiiiiiiiiiee 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
0 Other EXPENSES.....ccuiiiiiiiiiiiiiiii s 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)................c.....c.......... 8h 0
i Netincome (loss) (subtract line 8h from line 8c).......................... 8i 1173554
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

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

‘ Part V | Compliance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program)..............cc.coc... 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported 0N lNE L08.)......cc.oiiiiiiiiiiiiiii e 10b X
C Was the plan covered by a fidelity bond?..............ccocoiiiiiiiii 10c | X 530000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESLY? ..ottt 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the Plan? (S INSITUCTIONS.) ......ocuiiiiiitii ittt 10e
f Has the plan failed to provide any benefit when due under the plan? .........ccccccoovoverreeereerennnns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ................c....... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
By 0 R T PP 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3.........ccccccceiviiiiiiiiiiinicneeee. 10i
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IPart \ | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 Yes |:| No
DBIOWV. ..ttt ettt e ea et £ eeh bt e eh £ e sl £ € et £ e eht € et £ e eh b€ £ R £ e eE £ e oAt £ e eEE € eeE £ e e s L eat e ettt eer e et e e ehneenreenereenn s

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 .... . | 1lla | 0

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

D Yes.

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

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

D No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
SR IS N ST PSSRSO PV POTURUPPPRPROPN D Yes B No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave
line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
GraANTING the WEAIVET. ...eiiiiiieiieii ettt ettt ettt e ke e sttt es e st e sht e e bt e esn e e bt eesbeeabeesbneebeesbnesnneens Month Day Year

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

b Enter the minimum required contribution fOr thiS PIAN YA ...........ccoiieviieeeeeeieeeeeee et 12b

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

d Subtract the amount in line 12c¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEQALIVE @IMIOUNE) ...eiiiitiee it ettt ettt ettt e ettt e e ettt e sttt e e s bt e e aas e e e ss e e £ e et b e e e aat s £ e e abs e e e eabeeesambeeeasseeeanreeesnnreeessnnes

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

Part VII Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any PlaN YEAI? ................cceueueiieeeeereeeee e D Yes B No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
[ode ]l i o] o) e =Y ol =T T P PP PP PPPPPPORt

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

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

| Part VIl | IRS Compliance Questions

14a 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? [X| Yes [] No

14b 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).
D Design-based safe harbor method

D “Prior year” ADP test
D “Current year” ADP test

[] nA

15 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 10/01/ 2023
(MM/DD/YYYY) and the Opinion Letter serial number




OMB No. 1210-0110

SCHEDULE SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Single-Employer Defined Benefit Plan

Actuarial Information 2023

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

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

Internal Revenue Code (the Code). Inspection
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2023 or fiscal plan year beginning 10/01/2023 and ending  09/30/2024

» Round off amounts to nearest dollar.

P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.
A Name of plan B Three-digit

TRI-COUNTY HEMATOLOGY & ONCOLOGY ASSOCIATES INC CASH BALANCE PLAN plan number (PN) > 002

D Employer Identification Number (EIN)
34-1294692

C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF
TRI-COUNTRY HEMATOLOGY & ONCOLOGY ASSOCIATES INC

E Typeofplan: [{ Single [ ] Muttiple-A [ ] Multiple-B ‘ |F Prior year plan size: [X| 100 or fewer [ ] 101-500 [ ] More than 500

‘ Part | | Basic Information
1  Enter the valuation date: Month _ 09 Day 30 Year 2024
2  Assets:
BUMAIKEE VAIUB ...ttt ettt s bbb s e s bbb e s s s s ss et s b s et e s et ene et ss s s senesenenene ] 2a 4841764
D ACHUAIAI VAIUE. ... ...veeeeeeee ettt nee st n st snsanan s nesnsssensneenenssnenes] 2b 4841764
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment...........ccccceevveeniieeennd 0 0 0
b For terminated vested PartiCipants .............c.cocoeveveeeureeeiesieeeesiee e esenseseesesenesenaeend 0 0 0
3 3974431 3974431
3 3974431 3974431
4
a Funding target disregarding prescribed at-riSk aSSUMPLIONS .........coiiiiiiiiiieaiie et 4a
b Funding target reflecting at—rjsk assumpti_ons, but disrega}rding tra_msition rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor..............cccccccevvieeiniinennnneen.
D EffECHVE INEIESE FALE .......vvveeeeeeveie ettt ettt ss st b b s s s s b bt s sttt s st ses s 5 5.35 %
6  Target normal cost
a Present value of CUITENt PIAN YEAI GCCTUAS .........cc.cvevievirereietirieteteeeteseeteteeetesessesesestese st esessstesessesesseseseseesesessasens 6a 604739
D Expected plan-related XPENSES ............ccovveiiiiireeseesieeee et sseeee s esss s s s s es s ass et ens s s et ene s en et e snes 6b 0
Lo =Y (o T= A Yo 1 1T I e L) TR 6¢C 604739

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

SIGN

HERE 03/25/2025
Signature of actuary Date

MICHAEL SPICKARD, EA 23-05310

Type or print name of actuary

SUMMIT RPC

Most recent enrollment number

330-730-7432

Firm name

3137 NORTHVIEW RD.
UNIONTOWN, OH 44685

Telephone number (including area code)

Address of the firm

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

]

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

Schedule SB (Form 5500) 2023
v. 230707



Schedule SB (Form 5500) 2023

Page 2 -

Part Il Beginning of Year Carryover and Prefunding Balances
(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
VA .ottt et ettt et ettt et ettt ettt ettt et e et et et et et et et e ettt et et e eeeeees 0 0
8 Portion elected for use to offset prior year’s funding requirement (line 35 from prior
Y13 I PP PRSP 0 0
9 Amount remaining (lin€ 7 MiNUS iNE 8) ........c.ccccvvivivevereiieiieeee et
10 Interest on line 9 using prior year's actual return of __ % .cccooeiieiciiiinnn
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ..........c.cccocveeniennen 17391
b(l) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 5.25 %.............. 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
L1101 o RO P TP P PP UPRRPTRROT 0
C Total available at beginning of current plan year to add to prefunding balance 17391
d Portion of (c) to be added to prefunding BAIANCE ..........cccvveeveicverireiieie e
12 Other reductions in balances due to elections or deemed elections............................, 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)..................
Part Il Funding Percentages
14 FUNING target AttaiNMENt PEICENTAGE.............ovveereerreeeeeeseeseseeeseseessesssssesessssssesssses e sessessssesssessssesssssessessssesssesssseessessssessseesssesssssssssssssessessssensssnees 14 121.82 %
15 Adjusted funding target attAiNMENT PEFCENTAGE..........c.c.eeeeeeeeeeteeeteteeeeeeeseeeteeeteteeeeeeeeeees et eaeteteseseas s eseseesteeeseaesean s s eneseseeeseeeanenenaseneseeen 15 109.95 %
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAI'S fUNGING FEQUITEIMENT ..........veceieeeeeteeee et ettt ettt s et e e s e et e et ee s e as s et et et e e e e s se et e nasa s e ts s et e nssanaeassenansnasanansasanensranan 101.54 %
17 Ifthe current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage................coceevevernnes 17 %

Part IV Contributions and Liquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:
(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
06/21/2024 12500 08/07/2024 14000
06/28/2024 12500 08/14/2024 14000
07/08/2024 14000 08/21/2024 14000
07/15/2024 14000 08/28/2024 14000
07/22/2024 14000 09/09/2024 14000
07/29/2024 14000 09/18/2024 14000
Totals » 18(b) 193000 | 18(c) 0
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years. ..........cccccceeveeniiriiencnnne 19a 0
b Contributions made to avoid restrictions adjusted to VAIUALION JALE..............cceveververcuereeeieeeeesecee e 19b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date. .................. 19c 193000
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding ShOMaIl” fOr the PHOF YEA? .................vveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeesee e eeeeeeeees e seee s eeeeeeeeeesee e [] ves [{ No
b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely manner?............ccccccoeveceveeieereceecsenenee. D Yes D No

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

Liquidity shortfall as of end of quarter of this plan year

(1) 1st

(2) 2nd (3) 3rd

(4) 4t




Schedule SB (Form 5500) 2023

Page 2 -

Part Il

Beginning of Year Carryover and Prefunding Balances

7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
LY=L R UPRPRRPN

(a) Carryover balance

(b) Prefunding balance

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

year)

9 Amount remaining (line 7 minus liN€ 8) ...........ccccovveririvevereiiriienns

10

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

11

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

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

b(l) Interest on the excess, if any, of line 38a over line 38b from prior year

Schedule SB, using prior year's effective interest rate of %........

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

LS 0] 0 PPN

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

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

12 Other reductions in balances due to elections or deemed elections............................,
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)..................,
Part Ill Funding Percentages
14 FUNING target AttaiNMENt PEICENTAGE.............ovveereerreeeeeeseeseseeeseseessesssssesessssssesssses e sessessssesssessssesssssessessssesssesssseessessssessseesssesssssssssssssessessssensssnees 14 %
15 Adjusted funding target attAiNMENT PEFCENTAGE..........c.c.eeeeeeeeeeteeeteteeeeeeeseeeteeeteteeeeeeeeeees et eaeteteseseas s eseseesteeeseaesean s s eneseseeeseeeanenenaseneseeen 15 %
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
LR (gL T aTe T =T o U =Ty g T o L P PP PP %
17 Ifthe current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage................coceevevernnes 17 %
Part IV Contributions and Liquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:
(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
09/23/2024 14000
09/30/2024 14000
Totals » 18(b) 18(c)
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years. ..........cccccceeveeniiriiencnnne 19a
b Contributions made to avoid restrictions adjusted to VAIUALION JALE..............cceveververcuereeeieeeeesecee e 19b
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date.................... 19c
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding ShOMaIl” fOr the PHOF YEA? .................vveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeesee e eeeeeeeees e seee s eeeeeeeeeesee e [] ves [] No
b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner?.............cccocoevoveveveeeeeeeeereesns D Yes D No

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

Liquidity shortfall as of end of quarter of this plan year

(1) 1st (2) 2nd

(3) 3rd

(4) 4t




Schedule SB (Form 5500) 2023

Page 3

Part V

Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

1st segment:

a Segment rates:
4.75 %

2nd segment:
5.00 %

3rd segment:
5.74 %

D N/A, full yield curve used

D Applicable MONA (ENEEF COURY.........cvvveieieieeeteees ettt see st ss s eee et se s ene st en et en s eas et eneseas

21b

0

22

62

22 Weighted average retirement age

23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate D Substitute

Part VI [Miscellaneous Items

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

F= L= o] 10 0T o SRRSO D Yes B No

25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ...................ccccccu..... D Yes B No

26 Demographic and benefit information

D Yes No
D Yes E(] No

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

b Is the plan required to provide a projection of expected benefit payments? If “Yes,” see instructions regarding required attachment ...

27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
FE L= 1= o P PP
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions fOr all PriOT YEAIS ...........c.cvevueveveeeieeeeeceeeeee e st sesessas e sss e sens 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
(LTSI K= ) PO PPPPN
30 Remaining amount of unpaid minimum required contributions (line 28 MiNUs liN€ 29) ...........ccccccevevevevevevereereeene. 30 0
Part VIII | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOMMAI COSE (INE BC) ...veveerrieierieiieteetesteeeeeteste e te e etesbesteseeseetestesbe st eseaseabesteneeseesesbeseesseneaneabesteeeseareneenean 3la 604739
b Excess assets, if applicable, but not greater than INE 31@ ...........ccooveieeeeeeeeeeee oo 31b 604739
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization iNStallMent .............cccooiiiiiiiii e 0
b Waiver amortization iNStallMeNt ..............c.coveuevruereeeieecee e 0 0
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount .............cccceevieeiniee e 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 0
Carryover balance Prefunding balance Total balance
35 Bala_nces elected for use to offset funding 0 0 0
FEQUIFEMENT ..ottt
36 Additional cash requirement (line 34 MINUS INE 35).........c.c.cereeueueeecueeeeeeeeeeeeeeeeseseeees e seeee e s en e 36 0
37 i:gcn)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 193000
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of line 37 over line 36) 38a 193000
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances............ 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37).......c.c.c..c.ccevune... 39 0
40 Unpaid minimum required CONtHDULIONS fOr @ll YEAIS ........c.c.c.veverereeeeieieeeeeeeeieeeeseeeeee et en s 40 0

Part IX Pension Funding Relief Under the American Rescue Plan Act of 2021 (See Instructions)

41 If an election was made to use the extended amortization rule for a plan year beginning on or before December 31, 2021, check the box to indicate the first
plan year for which the rule applies. D 2019 D 2020 D 2021




. 1210-0110
Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110
Department of the Treasury Beneflt Plan
Internal Revenus Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2023
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
. Employee Benefits Security Administration Revenue Code (the Code). Tlgs ;gnr is O;zfen to
. ] ) ublic Inspection
Pension Benelfit Guaranty Corporation » Complete all entries in accordance with the instructions to the Form 5500-SF.
| Partl [ Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 10/01/2023 and ending 09/30/2024
A This return/report is for: E] a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box
. must attach Schedule MEP. Other plans must attach a list of participating employer
information in accordance with the form instructions.)
B This return/report is D the first return/report D the final return/report

D an amended return/report D a short plan year return/report (less than 12 months)

C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)

D Ifthe plan is a collectively-bargained plan, check here ... e b D

E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here.......c.ccocvveine b D

Part Il | Basic Plan Information—enter all requested information

1b  Three-digit plan number

1a Name of plan
TRI-COUNTY HEMATOLOGY & ONCOLOGY ASSOCIATES INC : (PN) P 002
CASH BALANCE PLAN 1c Effective date of plan
10/01/2016
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box) 34-1294692
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) ;
TRI-COUNTRY HEMATOLOGY & ONCOLOGY 2c Sponsor's telephone number

ASSOCIATES INC (330)478-0001

2d Business code (see instructions)

7337 CARITAS CIRCLE NW, SUITE 10
621111

MASSILLON ) OH 44646

3a Plan administrator's name and address E] Same as Plan Sponsor. 3b Administrator's EIN

3¢ Administrator's telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report | 4b EIN

filed for this plan, enter the plan sponsor's name, EiN, the plan name and the plan number from the

last return/report. 4d PN
a Sponsor's name )
C Plan Name

5a Total number of participants at the beginning of the plan year 5a 29

b Total number of participants at the end of the Plan YEaT. ... 5b 36
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined 5c(1)

contribution plans complete this emM) ..o e
c(2) Number of participants with account balances as of the end of the plan year (only defined 5¢(2)

contribution plans complete this M) ....c.vvverveiiiiii i :
d(1) Total number of active participants at the beginning of the plan year...........oumnn. 5d(1) 29
d(2) Total number of active participants at the end of the plan year 5d(2) 35
e Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

Were 1858 than 1009 VESIEU .. . ittt s i chiteerserersregireosssseneeareshetrereesrbstasbesetarssbeen anbesrsensrensssns

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

Under penalties of peyjlity.and other penaffigs set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB m'g%\q

n
ed and signe@i by an enroiled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
i

belief, it is true, corred}, and gomplete. 4

SIGN i M Ao JrsChovan M. rRarTOUE

HERE Signature of plan administra‘/tor U Date Enter name of individual signing as plan administrator

SIGN NOMAN M, RAFIQUE

HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
Form 5500-SF (2023)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF.
v, 230728




Form 5500-SF (2023) Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See Instructions.)......c.vioiiiinn. P__(] Yes D No
b Are you claiming a waiver of the annual examination and report of an Independent qualified pubhc accountant (IQPA)
under 29 CFR 2520.,104-487 (See instructions on waiver eligibility and condiions.}.......ouee il Yes D No
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
¢ Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7? ...... D Yes No D Not determined

. (See instructions.)

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

[ Partlll | Financial Information
7 Plan Assets and Liabilities . . (a) Beginning of Year (b) End of Year
A TOtAl PlAN ASSEIS ........covvevieirveirsrisssiesiortostessris st 7a 3,861,210 5,034,764
b Total plan Habies .......c.vovveecreireiioic i 7b
¢ Net plan assets (subtract line 7b from ine 78) ..ccoovnesiirccnean, 7c 3,861,210 5,034,764
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
T (1) EMPIOYETS vt Lveeeeeenseonions .| sa(1) : 193,000
(2) Participants 8a(2)
(3) Others (inclUding rolloVers)......cocmiuiiiiineeienes 8a(3)
b Other INCOME (I0S8) ....vvveevvereesenrreeeessesersssssssssssesss s osssesess s 8b 980,554
¢ Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ........ccocrees 8¢ ' 1,173,554
d Benefits paid (including direct rollovers and insurance premiums '
© 0 to provide benefits) ... 8d
e Certain deemed and/or corrective distributions (see-instructions). 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
g Other BXPENSES ...ttt RIS 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) .......ccovvmniiininns 8h 0
i Netincome {loss) (subtract line 8h from ine 8) ......ccccrecreerscrionns 8i 1,173,554
j Transfers to (from) the plan (see instructions) 8]
| PartIV | Plan Characteristics
9a |if thfi gla{\ C;3r<?Lin)des pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b 1if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes iIn the instructions:
| Part V l Compliance Questions
10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027 Continue to answer “Yes" for any prior year failures until fuily
corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program) ..o 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOTEEA ON N TOB.Y 11.vvorievsiveriseeieesieetes ettt scrsvesereseees e o bbb bbbt s 10b X
C Was the plan covered by a fidelity bond? ..o 10¢ | X 530,000
d " Did the pian have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY Fraud OF GISHONESEYD ..vvvvivsssereis s enesteerebes s obt st ssbt s st bbb r bbbt b 10d X

e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under

the plan? (See INStIUCHONS. ). ..ot s 10e
f Has the plan failed to provide any benefit when due under the plan? ... 10f
-+ ¢ Did the plan have any participant loans? (If “Yes,"” enter amount as of year-end.) .......c...cocncen. 109
“h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520, 100-8.) v iviriviir it eterie it sttt ey b et bbb bbb s ..] 10h
i If 10h was answered “Yes," check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ... 10i




Form 5500-SF (2023) » Page 3-

fPart Vi I Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 @ Yes D No
DBIOW. ..o veveseeseieeieesenen s cenestssstasensoss s sasts s ensass ot aseseas e et et 1 e e e b8 e e b E b e bt es e oL ehEL s e b1 e LY TR e Lt et e e Ch oLt b e e )

- @ Enter the unpaid minimum requiréd contributions for all years from Schedule SB (Form 5500) line 40 ........c.oceeee. I 11a I 0

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

D Yes.

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

D No. The 30-day period referenced in 29 CFR 4043,25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of

ERISA o ooeooosoeoeos e e e e oo o1 oo e s oo e oo e oo Ao 2 es st ss et e £ 1o e et
(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave [ ves & No

line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
GIANHING ThE WEIVET. Louiitiiisisis et ekt et L0 E bt s e bt s b et et e Month Day Year

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

b Enter the minimum required contribution for this PN YEAI ......c.vv.veoeeciiciiiiiiiii s s 12b

. ¢ Enter the amount contributed by the employer to the plan for this plan year ..., 12¢

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEYALIVE BIMOUDE) L iitiitieitettis i set it a4 E e oL e oL et s bt e 124 E e e L1 Lot e ettt e b e et et e a b e st e st ettt

. e Wil the minimum funding amount reported on line 12d be met by the funding deadline?...........cocoiviiiinnnn D Yes D No D N/A

Part Vil | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted In any PIAN YEAI? .....ccceiriiioreniee e D Yes No

a [f"Yes,” enter the amount of any plan assets that reverted to the employer this year..........cccciiviiie 13a

b Were all the plan assets distributed to participants or beneficlaries, transferred to another plan, or brought under the
: CONEION Of B8 PBGC? c1uvivivissivtivieieeieiinsiassersasteseeseebeeesssesassesensersossostob e et bossos e stasesshon bonehbhoteestes (100 st shsstsshotsiarinbibs s s sassstieriasss D ves No

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

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

[ Part VIl | IRS Compliance Questions

14a 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? X Yes [] No

‘14b 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).

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

L] nia

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorabie IRS Opinion Letter, enter the date of the Opinion Letter
(MM/DD/YYYY) and the Opinion Letter serial number

T




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0110

(Form 6500) Actuarial Information 2023

Departmenl of the Treasury

Internal Revenuo Servics This schedule Is required to be filed under section 104 of the Employee ,
Depariment of Labor Relirement Income Securlty Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public

Employee Benefits Securlly Administration Internal Revenue Code {the Code). Inspecptlon _
Ponston Benefit Guaranty Corporation ) o
» File as an attachment to Form 8500 or 6500-SF,

For calendar plan year 2023 or fiscal plan year beginning 1070172023 and ending 0873072024

P Round off amounts to nearest dollar.
» Caution: A penally of $1,000 will be assessed for late filng of this report unless reasonable cause Is established,

A Nane of plan » B Three-digit . L
TRI-COUNTY HEMATOLOGY & ONCOLOGY ASSOCIATES INC plan number (PN) » | 002
CASH BALANCE PLAN TTE o T
C Plan sponsor's name as shown on line 2a of Form 5500 or 6500-SF D Employer ldentification Number (EIN)
TRI-COUNTRY HEMATOLOGY & ONCOLOGY ' -
ASSOCIATES INC 34-1294692 FREp
E Typgof plan: [x] Single [ ] Mulipte-A [ ] Multiple-B } : : F Prior year plan size: [X] 100 orfewer [] 101-500 [ ] More than 500
l Part| | Basic Informatlon ' ' -
1 Enler the valuation date: Month 9 Day __30 Year 2024
2 Assets: T
B MAMKET VBILIS 1auiveerernerer ivnie s erane s asreensssseas e et s08 141 bbb 6141 4 et 44400440 bbbt 2a ‘ - - 4,841,764
B AGIUBHAI VAILE ccves v vcens s ctsasieessssss st ts b s as s bes st 6o e mis e b e e e abes et r s emee s e r s 2b 4,841,764
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
‘ participants Target B Target
a For retired participants and beneficiarles recelving PaYMent.u.. v, Voo -0 - O = v 0
b For terminaled vested paricipants......ccouevwmmi v, 0 .0 0
C For-active PArtoipants ....uiseseessesmseniessrionn " 3 3,974,431 | oo 39747431
d Tolal i, et e b e e e RS ShLeAR R et n e 3 3,974,431 3,974,431
4 lfthe plan'ls in at-risk stalus, check the box and complete lines () and (B)...iiviniicicnns D l o
a Funding target disregarding prescribed at-risk assumptions ........oc.u e s e 4a
b Funding target reflecling at-risk assumptions, bul disregarding transttion rule for plans that have been in 4b
al-risk stalus for fewer than five conseculive years and disregarding loading factor........c..covvinnicriniiniiinined
B EHOCUVE IOTESE FAL0 .1vvvvivevieissssiscnsrenstsibisee s issscessesees s besesscatssnsonses b besbsesenstotsstesessnsserensesssnsssessntsssssesonssosse 5.35%
B TAPGEL NOMMIAN COSL.vvvvverrverrrrvuneesnessmsosstseseessoeressessssessisesseessersenmstssessessessseenessssssssssseseerossssssosens I e
a Present valua of current plan year accruals 8a C 604,739
b Expectad PIAN-Telaled BXPENSOS w......r..emiinsiniviisesiiis ot iss o isenessossssnssestesssenssmsersssseessssmmessssrasssesaneres 6b ‘ PR
G Target NOMMAL COSL vvcrinisrsiiiinnscomsionisssimeiseissinnesisss s sonnssesssessssessese e essesnenn e 6c 604,739

Statement by Enrolled Actuary
To the best of my knowledge, the Informalion supplied in this schedule and accompanying schedules, slalements and altachments, if any, is complste and accurale, Each prascrbed assumplion was applied In
accordance with appllcable law and regulations. in my opinion, each other assumplion Is reasonable (laking Inlo account the experience of the pian and reasonable expectalions) and such other assumptions, In

comblnation, offer my best estimate of anliclpated exparience under lhe plan,

fERE Mﬂ%@&/ ' 03/05/2025

Blgphture of actuary Dale
MICHAEL SPICKARD, EA 23-05310
Type or print hame of actuary Most recent enrofiment number
SUMMIT RPC {330)730-7432
Flrm name . Telephone number (Including area code)
3137 NORTHVIEW RD.
UNIONTOWN OH 44685
Address of the firm

If the actuary has not fully reflected any regulation or ruling promuigated under the statute in completing this schedule, check the box and see Instructions D
For Paperwork Reduction Act Notice, see the Instructions for Form 6500 or 5500-SF, Schedule SB (Form 6500) 2023

V. 230728

T




Schedule SB (Form 5500) 2023

Page2-[ |

Part || Beginning of Year Carryover and Prefunding Balances o
{a) Carryover balance {b) Prefunding balance
7 Balance al beginning of prior year after applicable adjustments (line 13 from prior ‘
WEAE) 11 vocrvsreet st srs oot eas st ssre ettt b b3 ts et Y S bb bbb ANt b b r et 0 0
8 Portl)on elecled for use {0 offsel prior year's funding requirement (line 356 from prior 0 :
YEAEY 1uveirvesssssiresiotessseres s tisaissisesissiensietisssaniateretenebiottresases s ssesasteriirnsasttrs Voo '
"9 Amount remalning (iihe 7 minus fine 8) . 0
10 Interest on line 9 using prior year's actual refurn of ____ %uwcrornvccrmmninnenns
11 Prior year's excess contributions to be added to prefunding balance:
a Prasent value of excess contributions (line 38a from prior YEar) ..o, i
b(1} interest on the excess, if any, of line 38a over fine 38b from %rlo%e =
Schedule SB, using prior year's effective Inlerestrate of ___ 2 <49 % 0
b{2) Interest on line 38b from prior year Schedule SB, using prior year's actual
FBIUM v RPN HUI RTINS L 0
C Total available at beginning of current plan year to add lo prefunding balance ............... i 17,391
d Pottlon of (o) 10 be added to prefunding balange ... TTTTTNT T R 0
12 Other reductions In balances due to elections or deemed @l6cions ............vevveecverons, 0
13 Balance at beginning of current year {line 8 + line 10 + line 11d — line 12) 0
Part lfl Funding Percentages
14 Funding targe! altalnment Percentage ... eccmsmsemsens e eSS AR R R bt BB RS e 14 | 121.82%
18 Adjusled nding target AAIMMENT PEICEBNLAGE .vv.ivveiviessisesis it sseesessessseesiesssietssssessoasss et esstsessesssresssssnmassssssmmmsresssonsssomsssen 16 | 109.95%
16 Prior ysar's funding percentage for purposes of determining whether carryover/prefunding balances .may be used to reduce current | 16..1 . oo
Year's FUNAING (EQUINBIMBNL..crcovvv.oisiisessiessisisssssicssssioossssissssesoscvonsssssesseoss bbb b bbb fensenianes AU 101,54 %
17 1t the current value of the asssls of the plan Is less than 70 percent of the funding target, anter SUCh PErCaNtags. . v o nirione, 170 %
Part IV Contributions and Liquidity Shortfalls ‘ '
18 Contributions made to the plan for the plan year by employer(s) and smployees:

(a) Date (b) Amount paid by (c) Amount pald by {a) Date (b) Amount pald by (¢) Amount pald by
(MM-DD-YYYY) employer(s) amployees (MM-DD-YYYY) ) employer(s) employees
06/21/2024 12,500 08/07/2024 14,000} :
06/28/2024 12,500 . 08/14/2024 14,000/ -

07/08/2024 14,000 08/21/2024 14,000
07/15/2024 14,000 08/28/2024 14,000
07/22/2024 14,000 08/09/2024 14,000
07/29/2024 14,000 08/18/2024 14,000
Totals » | 18(b) 193,000[ 18(c) | 0
19 Discounted employer contributions — see instructions for small plan with a valuation date afier the beginning of the year:
a Contributions allocated loward unpaid minimum required contributions from prior years. ......ceuvvevanninneien .| 19a 0
b Contributions made Lo avoid restrictions adjusted to valuation date .......eieeriiriiiioine. 19b 0
C Conlributions allocated toward minimum required contribution for current year adjusted fo valuatlon date ... v 19¢ 193,000
20 Quarterly contributions and llquidity shortfalls: P

a Did the plan have a "funding shortfall" for the prior year?

‘b if line 20a is "Yes," were required quarterly instaliments for the current year made in a timely manner?

.........................................................................................................................

¢ ifline 20a Is "Yes," see instruclions and complete the following {able as applicable:

Liquidity shortfall as of end of quarter of this plan year

ORE 2 2nd

(3) 3rd




Schedule 8B (Form 5500) 2023 Page 3

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

21 Discount rate;

a Segmenl rates: 1] s} §}%gmen(§/i) énd Osggmenot/; 35'd §]e49m3”02 []NiA, tul yield curve used .
D ADPICADIE MONN (BNET COURY .v.vvvvvsrseririsisiiseisscesessciinesecsmatssesereereeesesommsesssesessesnssseassssessssassssess s sons v 21b 0
22 Weighled average retlirement 806 ... ioveressiseenrcesmoseonns TP PRSI 22 62
23 Mortality (éme(s) (see Instructions) @ Prescribed - combined D Prescribed - separate D Substitute
Part VI |Miscellaneous Items
24 Has & change been made In the non-prescribed acluarial assumptions for the current plan year? If “Yes," see instructions regarding required ‘
AHBCAIMIBNL 111 v v 11101010184 b L eh 0101430841 4080014 44044 60313 1 sm e bbbt e300 so8 e et tnt et et s Yes B] No
26 Has a method change been made for the current plan year? If "Yes," see instruclions regarding required attachment...........cccoovviiniinann, D Yes EI No
26 Demographic and benefit Information .
a Is the plan required to provide a Schedule of Active Parlicipanis? If “Yes," see instructions regarding required attachment. .............. D Yes No
b Is the plan required to provide a projection of expected benefit payments? If "Yes," see Instructions regarding required attachment ... D Yes E} No
27 if the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
BUACAIMBINL s e bbbt es bbb 115 bbbt bbb Ea4BE et R e bt o0t S rentarabobosse s arnasaresoras
Part VIl _{Reconclliation of Unpald Minimum Required Contributions For Prior Years
28 Unpald minimum required contribUions FOF all PrOF YEATS v.u...urrverimesioveressevssessstssramessssessstossssesssssssssssss st 28 )
29 ([l).lsc%nt;ad employer coniributions allocated toward unpald minimum required contributions from prior years 29
ing 19a)...0cvcnnes L8 ED L b 0014030144244 44300 4R bbb bbb s b b sa b nb b b
30 Remalning amount of unpaid minimum required contributions (line 28 minus line 29) 30
Part VIl | Minimum Required Contribution For Current Year
31 Target normal cost and excess assels (see Instructions): ‘
8 Targel NOMMAL GOSL (HNB BO) 1uveiivvsiiiriririesiiniseroriieastrisiseesstsseestiensminiosssstessstesesisstersssesesesasssetssiessssstoretosassonases 31a 604,739
.. b Excess assels, If applicable, but nol grealer INAN NG 318 1. u.wrsenessssiorssssensrsssesssonsssesssessssssnesssms e 31b 604,739
32 Amorlization Instaliments: Outstanding Balance Instaliment ’
a Net shortfall amortization instailment 0 0
b Walver amortization instaliment 0 0
33 If a walver has been approved for this plan year, enter the date of the ruling leiter granting the approval 33
(Month Day Year ) and the walved amount ..o,
34 Tolal funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b- 33)....| 34 0
Carryover balance Prefunding balance Total balance
35 Balances elecled for use fo offsel funding
requirement ............. et B e 0 0 0
36 Additional cash requirement (IIN€ 34 MINUS NG B5) w..v.vvuveeriorieessieimmsseessnessossesessssomsessmssessssesssssesssssesssnesssssss 36 0
37 Contributions allocaled toward minimum requlred conlribution for current year adjusted to valuation date (line 37 103000
B0 11t ittt a1 s bbb e e 1E LAY bbb YRR e h ks A b b ke R n et on bt b ner e e E 1okt eb e bt bt a e en b eteba e !
38 Present value of excess contributlons for surrent year (see Instructions)
a Total (excess, If any, of line 37 over line 38) 38a 193,000
. b Portion Included In line 38a altributable to use of prefunding and funding standard carryover balances........... 38b 0
39 Unpaid minimum required contributlon for current year (excess, If any, of ine 36 oVer INE 37} ...o..crierrremers 39 0
40 Unpald minimum required GontHbULONS fOr 8l YBAIS ...u..,..vierssissseseecssssronsimmseiessesisesomsiomsessssmses oo seamsssensrens 40 0

Part I1X Pension Funding Rellef Under the American Rescue Plan Act of 2021 (See Instructlons)

41 If an election was made to use the extended amorlization rule for a plan year baginning on or before December 31, 2021, check the box o Indicate the first

plan year for which the rule applies, [ 2019 []2020 [ 2021

TR T




Schedule SB, line 19 - Discounted Employer Contributions

Interest Rates for Contribution Year End Date: 09/30/2024

Effective Date

06/21/2024
06/28/2024
07/08/2024
07/15/2024
07/22/2024
07/29/2024
08/07/2024
08/14/2024
08/21/2024
08/28/2024
09/09/2024
09/18/2024
09/23/2024
09/30/2024

Name of Plan: TRICO

Amount
$12,500
$12,500
$14,000
$14,000
$14,000
$14,000
$14,000
$14,000
$14,000
$14,000
$14,000
$14,000
$14,000
$14,000

$193,000

UNTY HEMATOLOGY &

Plan Sponsor's EIN:  34-1294692

Plan Number: 002

Effective: 5.35%

Discounted

$12,500
$12,500
$14,000
$14,000
$14,000
$14,000
$14,000
$14,000
$14,000
$14,000
$14,000
$14,000
$14,000
$14,000

$193,000

Plan Sponsor's Name: TRI-COUNTY HEMATOLOGY & ONCOLOGY ASSOCIATES, INC

Page 1

Late Quarterly: 10,35%
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SCHEDULE SB, LINE 22
DESCRIPTION OF WEIGHTED AVERAGE
RETIREMENT AGE

Each Participant is assumed to retire at his/her normal retirement age. The age entered is the age
specified in the Plan,

Plan Name: Tri-County Hematology & Oncology Associates, Inc. Cash
Balance Plan

Plan Sponsor’s Name: Tri-County Hematology & Oncology Associates, Inc,

Plan Number: 002

EIN: 31-1294692

Schedule SB Retirement Age




Schedule SB, Part V - Summary of Plan Provisions

Eligibifity Requirements Service/Participation Requirements
Age (yrs) ! 21 Definition of years:  Hours worked
Age (months) : 0 Continuing hoursi 1,000

Wait (months) ! 0 Excluded classes! Other

Two year eligibility : No

Earnings
Total compensation excluding ! 403(b)
Cafeteria
Other
Prior to participation
415 prior to participation

Retirement Normal LEarly Subsidized Early Disability
Age! 62
Service: 0
Participation: 5
Defined: 1st of month
during

Interest Crediting Rules

Plan Year Rate
Past: 0.00% Current: 3.15%  Future: 3.15% Interest credited to: Termination date

Benefit Reduction / Mortality table & setback

Male: Actuarial Equivalence  Actuarial Equivalence N/A

Female: Actuarial BEquivalence  Actuarial Equivalence N/A
Rates - Male: N/A N/A N/A
Rates - Female: N/A N/A N/A
Use Social Security Retirenent Age:  No REACT Benefits Percentage! 50.00%
Vesting Schedule: 3 YEAR CLIFF Pre-retirement death benefit :
Vesting Definition: Houts Worked Percentage of accrued benefit: 0.00%

Death Benefit Payment method:  PVAB

Name of Plan: TRICOUNTY HEMATOLOGY & ONCOLOGY ASSOCIATES, INC, CASH BALANC
Plan Sponsor's EIN: 34-1294692
Plan Number: 002

Page 1
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Schedule SB, Part V - Summary of Plan Provisions

Annuity Percent Years
Notmal: Life only 0.00% 0
QJSA: Joint and contingent 50.00% 0

Significant Changes in Plan Provisions Since Last Valuation

Name of Plan: TRICOUNTY HEMATOLOGY & ONCOLOGY ASSOCIATES, INC, CASH BALANC
Plan Sponsor's EIN: 34-1294692
Plan Number: 002

Page 2




Schedule SB, Part V - Summary of Plan Provisions

Benefit Formula

Benefits are based on the actuarial equivalent of the hypothetical account balance, The hypothetical contributions are based on 4% of
compensation offset by a 4% of pay contribution to the 401(k) plan,$250,000 to each original shareholder plus $140,000 to each new one.

Name of Plan: TRICOUNTY HEMATOLOGY & ONCOLOGY ASSOCIATES, INC. CASH BALANC
Plan Sponsor's EIN: 34-1294692
Plan Number: 002

Page 3
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Schedule SB, Part V - Statement of Actuarial Assumptions

Target Assumptions:

Male Nonannuitant 2023 Nonannuitant Male
2023 Nonannuitant Female

2023 Annuitant Male

Female Nonannuitant:

Male Annuitant:

Female Annuitant: 2023 Annuitant Female
Applicable months from valuation month: 1
Probability of lump sum: 100.00%
Use pre-retirement mortality: No
Lst 2nd 3rd

Segment rates; - 5.04 5.32 5.33
High Quality Bond rates: N/A N/A N/A
Final rates: 5.04 532 5.74
Override: 0.00 0.00 0.00
Salary Scale

Male; 0.00%

Female: 0.00%
Withdrawal

Male: N/A

Female! N/A
Withdrawal-Select

Male: N/A

Female: N/A
Early Retirement Rates

Male: N/A

Female: N/A
Subsidized Early Retirement Rates

Male: N/A

Female; N/A
Name of Plan: TRICOUNTY HEMATOLOGY &
Plan Sponsor's EIN:  34-1294692

Plan Number: 002

Options:

Use optional combined mortality table for small plans:

Use discount rate transition;

Lump sums use proposed regulations:

Actuarial Equivalent Floor

Stability period: plan year
Lookback months: I
Nonannuitant: N/A
Annuitant: 2023 Applicable
st 2nd 3rd
Current: 5.58 5.66 5.56
Override: 0.00 0.00 0.00
Late Retirement Rates
Male: N/A
Female: N/A
Marriage Probability
Male: 0.00%
Female: 0.00%
Expense [oading: 0.00%
Disability Rates
Male: N/A
Female; N/A
Mortality
Male: N/A
Female; N/A
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Yes

Yes

Setback‘
0
0
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