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 11/01/2023 and ending  10/31/2024
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 501
HOSPITAL ONCOLOGICO DR. ISAAC GONZALEZ MEDICAL PLAN number (PN) »
1c Effective date of plan
11/01/2020
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 66-0205634

HOSPITAL ONCOLOGICO DR. ISAAC GONZALEZ

PO BOX 191811
SAN JUAN, PR 00919-1811

2C Plan Sponsor’s telephone
number
787-765-2382

2d Business code (see
instructions)
622000

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. 07/31/2025 RAMON J. ABARCA SCHWARTZ
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




Form 5500 (2023) Page 2

3a Plan administrator's name and address B] 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 ‘ 128
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) 128
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 115
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b 0
C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C 0
d Subtotal. Add liNes 6a(2), BB, AN BC. ........cc.eeiiiiiiiice et 6d 115
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ococeviiiiiieiiiiecenne. 6e
f o= o (o I g 1=t To B Ty Vo YOS 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 (oo 0] o= (o TN (=) 1 1) S PPOUTPO PR TR PRPPPO 69(2)
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
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:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4D
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) D R (Retirement Plan Information) 1) D 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
actuary 4) D C (Service Provider Information)
3) D SB (Smgle—Emponer Defined Benefit Plan Actuarial ®) D 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)



Form 5500 (2023) Page 3

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 [] Yyes [¥ 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  11/01/2023 and ending  10/31/2024
A Name of plan B Three-digit

HOSPITAL ONCOLOGICO DR. ISAAC GONZALEZ MEDICAL PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

HOSPITAL ONCOLOGICO DR. ISAAC GONZALEZ 66-0205634

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
TRIPLE S SALUD, INC.

() 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
66-0555677 55816 SP0006975 115 11/01/2023 10/31/2024

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

30162 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

CGF INSURANCE LLC 22 GONZALEZ GIUSTI AVE.
CAPARRA OFFICE CENTER, SUITE 200
GUAYNABO, PR 00968-3011

Fees and other commissions paid

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

30162 3

(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



Schedule A (Form 5500) 2023 Page2—| 1

(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 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 end

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

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




Schedule A (Form 5500) 2023 Page 4

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 BI Health (other than dental or vision) b ]E Dental (o3 D Vision d D Life insurance
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h Ig Prescription drug
i |:| Stop loss (large deductible) | D HMO contract k D PPO contract I D Indemnity contract

m [X Other (specify) » ORGAN AND TISSUE TRANSPLANT

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET ........cveverivrrieeiiriieseeeseesies e 9a(1) 603245
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2) 0
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3) 0
N RN T ) N | 9a(4) 603245
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1) 454620
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (Add (1) AN (2)).....veerverererieeeceeeeee e s eeeeae e te s e s e ae e st esesssseseseseses s ssassssesesssseesesaesesassnnes 9b(3) 454620
(4) ClAIMS CRAIGE ....cvoceeevceeee ettt en e st s e st s en e s e s en e s et s sensesanssnsnen 9b(4) 0
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)
(E) TAXES w.vovoeeveeveeeeeese s eeseese st esesse st sesssesnens s enesnes s snesnees 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 TEEEIMTION .......ocvcvesicvteeeiete ettt ettt s et s st s a et s et s et se st s s s et st s s et st s s b s st s e s nees 9c(L)(H) 0
(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) ClAIM FESEIVES .....o.viviiitiaietete ettt ettt ettt ettt et et et ese et e b et e s e se et et e e e b ebe et et e s et e b e b et ese e s et et et ese b et ess st ebe s ebesesnerin 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.ccceeenes 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 B No

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




Form 5500

Department of the Treasury
Intemal Revenue Service

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under seclions 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
seclions 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

OMB Nos. 1210-0110
1210-0089

Department of Labor
Employee Benefils Security
Administration

Pension Benefit Guaranty Corporation

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

2023

This Form is Open to Public

Inspection

I Part | IAnnual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning 11/01/2023

and ending

10/31/2024

A This retum/report 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.)

B] a single-employer plan
D the first return/report

a DFE (specify)
B This retumireport is: D the final return/report

D an amended return/report

C iftheplanisa collectively-bargained plan, check here. . .................. .o oo

| Form 5558
D special extension (enter description)

D Check box if filing under: D automatic extension

E ifthisis a retroactively adopted plan permitted by SECURE Act section 201, checkhere..................

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

LPal’t I I Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan
HOSPITAL ONCOLOGICO DR. ISAAC GONZALEZ number (PN) » | 501
MEDICAL PLAN 1c Effective date of plan
11/01/2020
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)
Ci%or lown, state or province, country, and ZIP or foreign postal code (if foreign, sée instructions) 66-0205634
HOSPITAL ONCOLOGICO DR. ?SAAC
GONZALEZ 2¢ Plan Sponsor's telephone
number
(787)765-2382
PO BOX 191811 2d Business code (see
instructions)
SAN JUAN PR 00919-1811 622000

Caution: A penalty for the late or incomplete filing of this returnireport will be

d unless reasonable cause is established.

Under penalties of perjury and other penallies set forth in the instructlions, | 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.

}?!ls?:s q 7)5] ' 2% RAMON GONZALEZ CATASING, ESQ
Signature of plan administrator Date Enter name of individual signing as plan administrator
Sé%*é ; % ”LK T ’3) ) 25 RAMON GONZALEZ CATASING, ESQ
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 OFE

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 El Same as Plan Sponsor 3b Administrator's EIN
JC Administrator's telephone
number
4 Ifthe name andfor EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, |4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/repart:
a Sponsors name 4d pN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 128
6  Numberof participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6c¢, and 6d).
a(t) Total number of active participants at the beginning of the PIaN YEar ...............cu.vveeeeeeseessooooeo oo 6a(1) 128
a(2) Total number of active participants at the end of the plan year ...........ooooovoooeeeeeooooooooo 6a(2) 115
b Retired or separated paricipants receiving benefits............ 6b 0
c Other retired or separated participants entitled to future benefits 6¢c 0
d Sublotal. Add INeS Ba(2), 6D, BN 6C. .....oovvrrreceesscserrrscessssessesses s ses s 6d 115
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........oo.ovvooovveooooooooo 6e 0
f Total. Add lines 6d and 6e............ . e e e et ae ettt s aseman et e ee et eneee s 6f
(1) Number of participants with account balances as of the beginning of the plan year {only defined contribution plans 6g(1)
g COMPIBLE thiS HEM).....v.tr vttt sssssess et et seosrsmes s e g
() Number of participants with account balances as of the end of the plan year (only defined contribution plans
g COMPIBIE IS HEM) ..o rtss s s s st oot see s oo e . 6a(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
less than 100% VSted ... v 6h
7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

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

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

4A 4D
9a Plan funding arrangement (check al! that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance ) Insurance
(2) Code section 412(e)(3) insurance confracts (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 {o indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(M [] R (Retirement Pian Informalion) 1) [] H (Financial information)
2 I (Fi ial Inf tion — Small P)
{2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information — Small Plan) 1
Purchase Plan Actuarial Information) - signed by the plan (3) @ A (Insurance Information) — Number Attached __ 1
: SCRAry, 4) D C (Service Provider Information)
(3) D S8 (S|ngle-Emponer Defined Benefit Plan Actuarial ) D 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 Pian Information)



AUTHORIZATION TO FILE FORM 5500/ FORM 5500-SF

Plan Name: Hospital Oncolégico Dr. Isaac Gonzélez Medical Plan (“Plan™)
Plan Number: 501

Plan Year End: 10/31/2024

EIN: 66-0205634

Authorization of Practitioner to Electronically Sign and File

I hereby authorize A & 4 Employee Benefits Consulting Corporation to electronically sign and
file the Forms 5500 through EFAST? for the Captioned Plan on my behalf.

This authorization is applicable only to the filling for the above-named Plan and applies only for
the plan year end stated above.

< Ce .
Plan Administrator:

Ramén Gonzilez Catasing

Date: 'l‘%l \2.5

The designated service provider must retain this authorization.
Do not submit this form to the DOL unless requested to do so.



A8A Employee Benefits Consulting, Corp.

2023 Electronic Filing Information (5500/5500-SF)

i
H
i
i
H
i
i

1

Signature Method

Option {1}. Plan Admin., Sponsor and DFE (if applicable) are physically present and able to enter their User ID and PIN(s).
1. Indicate agreement with the DOL-required *Filer Signature Agmt' statement below.
2. Enter their Names(s) and Signature Date (s) and the bottom of page 1 of Form 5500, or page 2 of Form 5500-SF.

3. Enter their DOL-assigned User ID and DOL-assigned PIN(s} in the appropriate field (s} below.

User ID* PIN Date PIN Entered Name

Plan Administrator

Employer/Plan Sponsor

Direct Filing entity (DFE)

i * Note: User ID is an 8-character personal identifier assigned in EFAST2 registration by IREG. PIN is assigned by DOL for all registrants.

https://www.efast.doI.gov/portaI/app/userCreate?execution=elsl for registration or PIN recovery info.

& Option (2). E-Signature: Practitioner will sing as Plan Administer according to expanded EFSAT 2 Signature options.

1. Print Pages 1 and 2 of Form 5500 or 5500-SF to pdf, along with statements title *Practitioner Signature Agmt” below.
The Plan Admin, Sponsor/Employer and/or DFE on the pdf form be that of the plan, without regard to these modified instructions.
2. Send these 3 pages to the Plan Administrator to physically sing and return to practitioner.
3. Practitioner is to keep the "Practitioner Signature Agmt” on record.
4. Attach pages 1 and 2 of the Form 5500 ar 5500-SF to this return via the “E-file®- ‘Attach PDF..." menu above,{selecting-'S500/SF pg 1 and 2 - Practitioner Signature'.)
5.0n Form 5500 (or 5500-SF), edit the Plan Administrator signature date to reflect the same date as Is shown in the 'Date PIN Entered’ field below.
6.Create the 5500/SF Electronic file, resalve any red Error Check message and transmit the return.

See

User ID* PIN Date PIN Entered Name

Practitioner Signing as | A1177592 SSa 7/31/25 RAMON ABARCA
Admin

. *Note: User ID is an 8-character personal identifier assigned In EFAST2 registration by IREG. PIN is assigned by DOL for all registrants.
{ https:/fwww.efast.dol.gov/portal/app/user/Create ?execution=e1s1 for registration or Pin recovery info,

See

Filling ID

The Filing ID for this return will be continued automatically when you create the e-file and will be displayed here.
Filing ID:

Plan Information

Name of Plan Plan number
HOSPITAL ONCOLOGICO DR. ISAAC GONZALEZ MEDICAL PLAN 501
Plan Sponsor or employet's name EIN
HOSPITAL ONCOLOGICO DR. ISAAC GONZALEZ 66-0205634
Street address Telephone number
PO BOX 191811 (787) 765-2382
Location address In care of name
City State Zip Code oreign Conuntry |
SAN JUAN PR 00919-1811
Plan administrator's name Telephone number l EIN
Street address In care of name '
SAME /
City State l Zip Code I Foreign country
i |
Paid Pr eparer (enter Data in the Preparer Manager) |
Paid preparer's name Non-Paid prep type Check is self-emplayed |Preparer’s SSN or PTN
I —
Firm's name E-mall address EIN ’
Address Phone Foreign Phone Number
City State Z2ip code Foreign Country




| $500-SF; {3) | advised the plan administrator/employer that by selecting this electronic signature option the pdf image of that manual signature will be included with the rest

5500 EF Info - Filer Signature Agreement

| understand and agree that the electronic signatures is not transferable and that the inclusion of such electronic signature in a Form 5500 or Form 5500-SF return/report filed
in electronic from shall have the same legal force and effect as my hand written signature.
If 1 a not the Transmitter, | also agree that my electronic signature on a Form S500 or Form 5500-SF constitutes constitutes consent for EFAST personnel to send my

Transmitter an acknowledgment of recelpt of transmission and to communicate with my Transmitter about the success or failure of the transmission and specific reason(s) for
any failure(s).

If 1 am an EFAST Software Developer or EFAST Transmitter, | dectare that | am authorized to make and sing this statement on behalf of the applicant. The applicant agrees that
it and its employees will comply with all provisions of the EFAST2 procedures for the electronic filling of Forms 5500 or 5500-SF for each year in which the applicant
participates. Noncompliance will result in the applicant no longer being allowed to participate as an EFAST2 Software Developer or Transmitter. The applicant understands
that acceptance as an EFAST2 Software Developer or Transmitter is not transferable. If applying to be an EFAST2 Transmitter, the applicant further agrees that a copy of all

returns/reports that the applicant transmits electronically to the Department of Labor will be provided to the plan administrator, employer or direct filing entity on whose
behalf the return/report was transmitted.

Under penalties of perjury, | decided that | have examined this agreement, and to the best of my knowledge and belief the information provided in my request for access to
tpe EFAST2 system is true, correct, and completed.

| declare that | am authorized to make and sing this statement. 8 {Check = here)

5500 EF Info - Practitioner Signature Agreement

Plan Administrator/Employer:

In accordance with expanded EFAST2 signatures options, 1, the Plan Administrator/Employer for the following plan:

HOSPITAL ONCOLOGICO DR. ISAAC GONZALEZ MEDICAL PLAN

gives this written authorization to: _RAMON ). ABARCA SCHWARTZ

to submit this return/report electronically and to sign this return/report with their EFAST2 Used 1D and PIN. | further acknowledge that an image of my manual signature will
be included with the rest of the annual return/report posted by the DOL on the Internet for public disclosure.

RAMON GONZALEZ CATASING, ESQ,

Plan Administrator/Employer Name

;%ﬁ\ Cgf———
7/31/2025

Plan Administrator/Employer Signature Date

Practitioner:

| certify that | have been specifically authorized in writing by the plan administrator/employer, as applicable, to enter my EFAST2 PIN on this return/report in order to
electronically submit this return/report. | further certify that (1) | will retain a copy of the administrator's/femployer's specific written authorization in my records; (2) | have
attached to this electronic filling, in addition to any other required schedules or attachments, true and correct pdf copies of the first page of the completed Form 5500 or Form
5500-SF return/report bearing the manual signature of the plan administrator/employer under penalty or perjury and the second page of the completed Form 5500 or Form

of the return/report posted by the Department of Labor (DOL} on the Internet for public disclosure; and {4) | will communicate to the plan administrator/employer any
inguiries and information that receive form EFAST2, DOL, IRS or PBGC regarding this annual return/report.

I declared that | am authorized to make and sing this statement. (Check ere)

2015 A&A Employee Benefits Consulting Corp. All rights reserved.




