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

. 1210-0089
Department of the Trea;ury Beneflt Plan
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
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.

| Partl | Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024

A This return/report is for: @ 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 B 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: B Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, CheCk NEre ...............covoveveeecceieceeeeeeee et 4 D
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 number
ONCOLOGY MEDICAL SPECIALISTS 401(K) PLAN PN) D oot
1c Effective date of plan
01/01/2024
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) 87-2536272
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
ONCOLOGY MEDICAL SPECIALISTS, P.A. C Sponsor's telephone number

732-750-1200

2d Business code (see instructions)

1030 ST. GEORGE AVENUE
AVENEL, NJ 07001 621111

3a Plan administrator’'s name and address ]g 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 | 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..............cccccveveveveveceeeeeeeeeceeeee e 5a 4
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined
- T 5¢c(1) 4
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
ber ¢ 00 5¢(2) 4
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 4
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 4
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

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. 07/30/2025 GREGORY SHYPULA
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
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 (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e @ Yes D 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.)............cc.ccooiiiiiiie e @ Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... 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 . (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 0 176259
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 0 176259

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

(1) EMPIOYETS ..voioeiieeeeeeeee e 8a(1) 93106

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 79100

(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 2939
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 1219
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 176364
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 0
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 105
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 105
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 176259
j Transfers to (from) the plan (see instructions) 8j 0

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:
2A  2E 2J 2F 2G 3D
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)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions

repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10¢ X
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY fraud OF AISNONESTY? ..ottt 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 X

the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 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

2520.101-3.) oo 10h X

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 ..........cccceeiiiiiiieniiiiiciieee 10i




Form 5500-SF (2024)

Page 3-| 1

Part VI 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 D Yes D No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40

|11a|

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.

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.

exceeding the unpaid minimum required contribution 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

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
T S 7 PSSP D Yes D 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

GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees 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 YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢
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
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? .............cc............

D Yes @ No

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

13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

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.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(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?[ ] 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).

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

[] NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703912A




Form 5500-SF Short Form Annual ReturniReport of Small Employee O s oo
Department of fe Ttew.w BQREﬁt Plan
intemal Reverse Servios This form is required 1o be fled under sections 104 and 4085 of the Empioyee Raetrement 2024
Deparrnent of Labar income Securily Act of 1874 (ERISA), and sechons 657{b) and 6058(a) of the internal R .
Wmsmﬂymm Revenue Code {the Code). This Form is Open to
F, Boneht G o Pabtic Inspection
» Complote all entries in accordance with the instructions to the Form 5500-5F,
["Part1 | Annual Report ldentification information
For catender plan year 2024 or fiscal plan year beginning 01/01/2024 ard enging 1273172024
A This retumiteport is for: & single-empioyer plan Da masitiple-employer pian {not multiemployer) {Pansion Pian fiters checking this box
must attach Schedule MEP. Other plans must altach a list of participating employer
information in accordance with the form instructions )
B This returnireport is E the first returnirepornt D the final refurndrepont
D an amended retumirepornt D @ short plan year retumireport {ess than 12 months)
C Check box If Bing under. D Form 5558 Dautmnaxic extension D DFVE program
D specal extension {enter description)
£ 1 this s a relroactively adopted plan bermitted by SECURE Act section 201, theck here .. R H
[ Partil || Basic Plan Information—enter all requested information

1a Nams of plan 1b Three-dight plan number

Oncology Medical Specialists 401 (k) Plan ey > 001

1c Effective date of plan
01/01/2024

2a Pian sponsor's name {employer, i for a single-employer plan} 2b Employer identification Number {EIN)

Miailing address {inciude room, apt., stte no. and steet, or P.O. Box} 87-2536272

Lty or town, state or province, country, and ZiP or foreign postal code {if foreign, see instructions} ; ‘

oncology Medical Specialists, PLA. 2c %ﬁ%mmwmr

1030 St. George Avenue 2d Business code (see instructions)

Avenel NJ g7t001 621111

3a Plan administrator’s name and sddress B] Same as Plan Sponsor, 3b Agministrator's EIN

3c Administrator's Telephone number

4 i the name andior EIN of the pian sponsor & the plan name has changed since the last relurirepont. | 4b EIN
filedd for this plan, enter the plan sponsor's name, EiN, the plan name and the plan number from the

{ast retumdreport, 4d PN
A Sponsor’'s name
€ Plan Name
£a Total number of participants at the beginning of the Plan YBAI ... e 5a 4
b Total number of participants at the end of the plan year.............. " Sb 4
c{1) Nember of participants with aocount balances as of the begmmng of e p!an year (an!y defined 5c(1)
vontribution plans compiete this tem) .. R IR - R 4
{2} Number of participants with acoount ba!anoes as of the end of me pian year {Gnay deﬁned 5c{2)
contribution plans compiete fis ftem) 4
d{1) Total number of active participants at the beginning of the PIan Year .. ... e, 5d(1) 4
d{2) Tota! nurber of active participants at the end of the plan year . . 5d{(2)
€ Number of participants who terminated employment during the pian year with awued beneﬁis that Se
were less than 100% vested ... 0
Caution: A penalty for the late of mc-omw of this mtumirnport will be assessed umess mascmabie cause is established.
Under penaliies of perjury ry and penalties set forth in the instructions, | declare that | have examined tis mﬁmﬂmpoﬁ inchuding. if applicable. a Schedule
5B or Schedule MB completed signed by an enrofied actuary, as well as the glectronic version of this retumnireport, and o the best of my knowiedge and
belief, i and .
RGN QY/( /] | 7- 80-26 |Gregory Shypula
g
| Signature ﬁﬁq adﬁinisn'athr / Date Enter name of individuz! sighing as plan administator
- _f ]
of employeriplan sponsor | Date Enter name of individual signing as Employer o7 plan sponscr
For Pq:emmi Reduction Act Notice, see the lnstructions for Form S500-5F. Form 5500-5F {2024)

v. 240311



Form S500-SF {2024) Page 2

€a

b Are you claiming a waiver of the annual examination and report of an independent qualified public aoccuntam {!QPA

€ i the pian is a defined benefit plan, is & covered under the PBGC insurance program (5&e ERISA section 4021)7 ...
#“Yes™ is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

Were afl of the plan’s assets during the plan year invested in sligible assets? {Ses instructions.)....

usnder 29 CFR 2520.104467 {See instructions on waiver eligibifity and sonditions.}...

Yes D No
Igl Yes D Mo

If you answered “No” to either line 6a or iine §b, the plan cannot use Form SSOG-SF and must mstead use Form 5500

D Yes DN@ D Not determined

. {See instructions.}

[ Part 8l .| Financial Information

7 Plan Assets and Liabilites e {a} Beginning of Year {b) End of Year
2 Total plan assets .. 7a C 176,259
b Tmaap&ammues e s 7b 0 0
€ Netplan assels {subtmcihne?‘b!rmime 7a}... S C 176,259
8  income, Expenses, and Transhers for this Plan Year e {a} Amount {b) Total
a Contributions reveived or receivable from: R
{4} Empioyers .. U I *- ) 93,106
{2) Participants.... e eveeseeeseeee e e sy oreenacence | SALE) 79,100
{3) Others iincﬂuﬂmg_mﬁwersa e | BB(3) 2,93%
b Other income {loss).... R 8h 1,219
c ?ow:mae(addiamsaﬁa,aaw} aa(aymsbg Bc 176,364
d Bensfts paid (mkadmg direct roliovers and insurance premiums ] ' '
to provide benefis). . ey seescacees . ) 8d 0
8 Certain deemed andior comective distindtions {see mtruc‘hons) ) Be 0
f Administrative service providers (salaties, fees. commissions)..... 8f 105
__ g Other expenses e e et 0
h ?o:aaemenm(addmsu e, Bf, andagy B 105
i Netincome {ioss) {sublract $ne Bh rom Bee Bc)......oves | B 176,259
] Transters to (fom) e plan (588 MSIUCHONS] . coemecneece e 8 0 o

| Part IV_| Plan Characteristics

8a ¥ the plan provides pension benefits, enler the applicable pension feature codes from the List of Plan Characteristic Sodes i the instructions:
1228 2 2J 2F 2G 3D
b {if the plan provides weifare benefils, enter the applicable welfare featurs codes from the List of Plan Characteristic Codes in the instrustions:
| PartV ! Compliance Questions
10  During the plan year { Yes Amount
A Was there a faflure to transmit to the plan any participant contributions within the time period
described in 28 CFR 2510.3-1027 Continue o answer “Yes” fof any prior yearfai!wes unti fully
corecied. (Seo instructions and UOLs Voluntary Fidugiary Correstion Program) ... oo | 1A
b Were thers any notExemp! ransactions with any pa:ty-amnteres’t’? (Oo not inciude fransactions
reported on ne 10a) e SR, e 1 FOB
€ Was the plan covered by @ iosBY Bond? ..o | 10G ]
d Did the plan have a loss, Mwﬁmrmnniwmdbymmansﬁdemybond that was caused 3
by Traud or dishonesty? . - . U I 5. I
e Weaeany?eesmwmussmxspaﬁtoanybmkers agents‘mcmerpemonsbyamnsurm ]
chrtier, ummesemne moﬁmorgamzatonﬁzatpmv@essomema&ofﬁaebemﬁﬁunder E
f Has the plan falled to provide any benefit when due under the plan? ..o | 10F
g Did the pian have any participant loans? {if "Yes,” enter amount as of year-end.} ......cccoce | 10g ;
h i this is an individual account plan, mﬁweabmmWiS%msmsmmCFR
2520.10%-3.} ... . 10h
i o# !Ohwasanswered“fes daeokmebcxsfywem:apmmedthereqwredmhceamnfme
exceplions 1o providing the notive applied under 28 CFR 2520.101-3 .. SO I L




Formn 5500-5F {2024) Page 3-

Part V1| Pension Funding Comptiance

11  is this = defined benefit plan subject 1 minimum funding requirements? {If "Yes,” ses instructions and cornplete Schedute SB
{Farm 5500) and fines 11a and b below. 3 if this is a defined contribudion pemum paan feave line 11 blank and com;ndeta fine 12 D Yes |:| No

A Enter the unpaid mipimurn required contributions for all years from Schedule 5B {Form 55663 firve 40 .. l Ha 1

b PBGC missed contribution reporiing requirements. I the plan is covered by PBGC and the amount repmeci on fine 1iais greater than 30, has PBGC
been notified as reguired by ERISA sections 4043{(cH5) endfor 303(k}4)? Chetk the applicable box:

D Yas.

D No. Reporting was waived under 28 GFR 4043.25(¢)(2) because contributions equal to or excesding 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 interds to make a contribution equal to or
axveeding the unpak minjfmum requited contribulion by the 30th day after the due date.

[] No. Gther. Brovide explanation

12  is ¥his a defined contribution plan subject ©© the minimum Tunding requirements of section 412 of the Code or section 302 of
ERISA? .o , '
{f "Yas" mm@ﬂe& !m& ‘%za mimes 1% ‘!2@, mﬁ and 12@ heiow as ap@scabie ;tf thss ssa ﬂeﬁneﬂ benem pemsmn p%aﬂ ieave D Yes D No
tine 12 blank ard complete line 11 above,

& IFa waiver of (e mininum hmdmg standard for a pmr year is hemg arnartized in this plan year, see instructions. ard enter the date of the fetter ruling
ranting the wasver. ... Monih Day Year

Hywmqﬂetedﬁmﬂa.mpbteﬁml&.m watsmw;ﬂe!&B{!-'msm},anﬁskiphﬁmi&

b Eever the minimum reguired comribution for this plan year ... SO OO [ & - -

€ Enmmmwmmwmmyammmﬁmmwphnm -] 12

d Summdﬂmmxmmmcfmnmfemmmim 12b. En‘beﬂheresuh{en&evammuss@n%omi@fmfa 124

© Wil the minimura funding amount reported on line 12d be met by the Amding GBEEHTET. ... ... e oo [] ves []no [ na

| Part Vil | Plan Terminations and Transfers of Assets

132 Has a reschation io emminate the plan hoen BR0PRE I B PIAR YBIFP e et e s e D Yes @ No

a ¥ Yas” mmgmmmwmymmmﬁmwmmmeemmwmﬁﬁar 13a

b Wwere al mmsm&mtutedmmmc@ammbemmes wansferred 1o aﬂmmerpiaﬂ o b»roughi under the D Ves @ No
contr ol the PBGC? .o - -

C I, during this plan year, any assets or habﬂmes were frapsferred ?rcm this piaﬂ o another pian(s} dent fy the p%an(s) e’
whith assets or Habililies were ransterred. (See instrucions.}

13c{1) Name of plan{s): 136{2) EINs) 13¢(3) PN(s)

[Pant Vill | IRS Compliance Questions

143 Dozs the plan satisfy the soverage and nondistrimination tests of Code sections 410(b} and 4G%{a)(4) by cermbining this plan with any other plans under
i permissive agaregation nales?] | Yes [ Ne

14b # this is 2 Code section 401(k) plan, check all boxes that apply 1o indicale how the plan is intended to satisly the nondiserimination requirements for
amployee defarals and employer malching contributions {as applicabile} under Code sections 301(kY3) and 401{m)(2).
[ Design-based safe harbor mettiod
D “Prior year” ADP test

D “Current year™ ADP test

[] rem

45 I 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 06/30/2020
{MMIDDIYYYY) ard the Opinion Letter senal number Q7032122




