Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1220-01 10

Department of the Treagury B en ef|t Pl an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee 2013
Department of Labor Retirement Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of . . .
Employee Benefits Security Administration the Internal Revenue Code (the Code). This Form is Open to Public
Inspection

Pension Benefit Guaranty Corporation

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

| Part! | Annual Report Identification Information

For calendar plan year 2013 or fiscal plan year beginning 01/01/2013 and ending 12/31/2013

A This return/report is for: a single-employer plan D a multiple-employer plan (not multiemployer) D a one-participant plan

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)

| Part Il | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
CAREMEDIC SYSTEMS, INC. 401(K) PROFIT SHARING PLAN & TRUST plan number

(PN) » 027
1c Effective date of plan
01/01/2004

2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number

UNITEDHEALTH GROUP INCORPORATED (EIN)  41-1321939
2C Sponsor’s telephone number
9900 BREN ROAD EAST 952-936-1300
MNO008-W162 ; ; ;
MINNETONKA, MN 55343 2d Business code (see instructions)
518210
3a Plan administrator’s name and address Same as Plan Sponsor Name DSame as Plan Sponsor Address 3b Administrator's EIN

3C Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN 42-1464363
name, EIN, and the plan number from the last return/report.
a Sponsor's name CAREMEDIC SYSTEMS, INC. 4c PN 001
5a Total number of participants at the beginning of the plan year ... 5a 15
Total number of participants at the end of the plan Year ... 5b 3
Number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIELE TNIS HEM) .......vcvveiee ettt e st se sttt e e e eeee st et st ee st st e s e e e sesaetee st es s enenenesesesaenesesenenneneneees 5c 3
6a Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStruCtioNs. ) ............ccccevevevevereeeeeeeeeeeees e, Yes |:| No
b 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.)............ccoooiiiiiiiiiiiiii e, Yes |:| 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.
C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... |:| Yes D No D Not determined

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. 06/17/2014 DAVID E. STRAUSS
HERE ) o Lo oo L

Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ) L o

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
Preparer’s name (including firm name, if applicable) and address; include room or suite number (optional) Preparer’s telephone number (optional)
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF. Form 5500-SF (2013)
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| Part lll | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan @SSELS .........ocveveveeeeeeeeeeeeeeeeeeeeeeeeeeee ] 7a 7697 20020
Total plan abilities .............cccevveieiiiiieiecieiei i) 7b 20020
Net plan assets (subtract line 7b from line 7a) ..............c..c.ccococ....... 7c 7697 0
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS ... 8a(1)
(2) ParticipantS............coociuuuiiieiii e 8a(2)
(3) Others (including rollOVErs)............cueeeiiciiiiiiiaaiiieieaeeeeee ) 8a(3)
b Other income (loss) 8b 775
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) 8c 775
d Benefits paid (including direct rollovers and insurance premiums
10 ProOVIAE DENETILS) .........cveoeeveeeoeeeeoeeeeeeeeeeeeeeeeeeeersseereenenea 8d 8374
€ Certain deemed and/or corrective distributions (see instructions)...| 8e
f Administrative service providers (salaries, fees, commissions)........ 8f 98
g Other eXPENSES .......ccuviviiiiiiiiiiicieccc e 89
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc.............) 8h 8472
i Netincome (loss) (subtract line 8h from line 8¢)............c.ccc.c..........] 8i -7697
j Transfers to (from) the plan (see instructions)............ccccoiiinniin 8j

Part 1V | 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:
2E 2F 2G 23 2K 3D 3H
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

[PartV |Comp|ianceQuestions

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 X
29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction Program).............. 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported X
oL oI 110 L= 0 T PSP 10b
C Was the plan covered by a fidelity DONA? ..........eeeeiiii e 10c X 500000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud X
OF AISHONESLY ...ttt e ettt e e et e e ettt e e e ab e e eateeeanteeeeanseeeeanbeeeaaneaaaans 10d
€ 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 X
INSTIUCTIONS. ) .ttt ettt ettt et e et eabae e e 10e
f Has the plan failed to provide any benefit when due under the plan? .............cccocooeeeeeeeeeeeeeereen 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year end.)................cccccceenn 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.10T-3.) 1.ttt ettt et e e ree e 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 .......ccuoiiiiiiiiiiiie e 10i
IPart \ |Pension Funding Compliance
11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form
5500) NG INE 118 DEIOW) .........occoeooeeeeeeeeeeeeeeeseoeeeereeeeeeeeeeeseeesssssseeeeseeeeeeeeeeeeesseesessseeeeeeeeeeeeeeeeesseesssssssereeeeeeeeeceeeessesssssssssseeeerreee [] Yes [] No

11a Enter the unpaid minimum required contribution for current year from Schedule SB (Form 5500) line 39

12

Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. | D Yes No

(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.)

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. ...c.veiiiiiiiiiee et e ettt e ettt e e et e et eeenineeas Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for thiS PIAN YEaI.................coeeveveeieeeeeeeeeeeeeeeeeeeeeeeeeeeee e | 12b |
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C Enter the amount contributed by the employer to the plan for this plan year ...............c.cccoooviiiiiiiii 12c
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGATIVE GIMOUNT)......eeeeee ettt e oottt et a4 44 ettt et e e e ettt e e e e e e eaanneeeeaaaaeaannteeeaaeaaaneneeaaaaaaaan
€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?..............ccovveriereorerirnerinenn, | |:| Yes D No D N/A
|Part Vi | Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in any Plan YEar? .............c.c.ccueueeeeeviieeeeeeeeeee e Yes I:I No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............cccoociiiiiiiie. 13a 0

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
OF N8 PBGC? ..o eeeeeeeeeeeeeeeeeeeeser e eeeeeeeeeeeeeeeeeeeseeessseeeceeeeeeeeeeeeeeeeseesessseeeeeeerereeeeereesessssssrereeeeeee [] 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.)

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

|Part VIiI |Trust Information (optional)
14a Name of trust 14b Trust's EIN




Form 5500-SF Short Form Annual Return/Report of Small Employee - - -
Qeoanmem of the 'lvea_sury BenEﬁt Plan —
| Ve - s_"_M“ This form is required to be fied under sections 104 and 4065 of the Employee - 2013
Department of - abar | Retiremant Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of : : .
Erpoyee Benefts Seaunty Adwinstaion | the !nternal Revenue Code (the Code) This Form is Open to Public
. 3 " . Inspection
PRl Sy SXp e » _Complete all entries in accordanca with the instructions to the Form 5500-SF.

- Part] | Annual Report Identification Information

For caiendar pian year 2013 of fiscal plan year baginning U1 0T/T0TE T andendng 1273172613

A This return/report is for: :'tJ' a sing e emp oyer plan |__J] a mulliple-employer pian (not multiemployer) | a one participant plan

B This return/repont is- | | the first return/report ‘_J the final return/report

| anamended return/report J a short plan year return/report (less than 12 months)
C Check box if filing under Tj Form 5558 | automatic extension L DFVC program
special extension {enler description)

|_Partll | Basic Plan Information —onter all requested iformaton : S o

1a Name of pan ' 1b Three digtt r

FURAAT EyST s { 4 ki Pi b Thad plan number
Plan ok Trust ’ a - ; PN) P : _{,, -3 —-
1c Effective date of plan
| 61 F 200
2a Pian sﬁ-ofw}sors name and address, inciude room or sute nurﬁbe{ (employer, if for a singie employer plan) | 2b Er;;(c;y;r_ _ldantlﬁc;tﬁl; Number .
nitedbiagl ol Gragp [ (g L@t i (EIN)41-1321934

2¢ Sponsor's telephone number

14 1
(857 P4-1173

! 5 ‘2“d Bu;.n;vess; codé (s:ee mst;t;ct—tons)

t - =
3a Plan administrator s name and address | [Same as Plan Sponsor Name Same as P an Sponsor Address 3b Administrator's EIN

' 3¢ Administrator's leiephéne number

4 ifihe name and/or EIN of the pian sponsor has changed since the last returnireport filed for this pian, enterthe | 4b EIN4. - 144 § 3
name, EIN, and the plan number trom the ast relum/raport f
A Bporear's name Caremedic Sravem, Ine. Py i
5a Tolal number of participanis at the baginning of the pian year . . o Sa |
b Total number of participanis at the end of the planyear .. . . .. ... . . g R . | 5b
€ Number of participants with account balances as of the end of the pian year (defined benefit pians do not
completethisdem).. . .. .o . SR . 5S¢
6a Were all of the plan's assets duning the plan year invested in eligible assets? (See instructions ) |}*j Yes No
b Areyou daiming a waiver of the annua: examination and report of an independent qualified public accountant (QPA) . ’
under 28 CFR 2520.104 467 (See instructions on wawver eligibility and conditions.) v {1 Yes | | No
if you answered “No” to either line 8a or line Eb, the plan cannot use Form 5500-SF and must instead use Form 5500.
C ifthe plan is a defined benefit pian, is It covered under the PBGC insurance program (see ERISA seclion 4021)? | | Yee —} No H Not detenminext

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 ather penaities set forth in the instructions, | declare that | have examined this return/report, including, if applicabie, a Schedule
SB or Schedu e MB complated and signed by an enroi-ed actuary, as wel as the electronic version of this return/report, and to the best of my knowledge and
peiief, it is true, correct, and ﬂ)mple ;

|

JA |
SIGN \ XN g}mw 6 /13 /Iy bavia . scravss

it Algnature of plan inistrator aie 2 Enter name of individual signing as plan administratar

[
SIGN ’\Y),Z,Lrp,(fé _' ;/,;L//(/ bavid £, Stra

il

HERE A 2 2 =

Signature of employer/plan sponsor Enter name of individual signing as emplayer or plan sponsor
Preparer's name (including firm name, if applicable) and address: include room of suile number {optional) Preparer's telephone number (optional)
For Paperwork Reduction Act Notice and OMB Control Numbers, sse the instructions for Form 5500-SF. Form 5500-SF (2013)
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Part Il | Financial Information

T Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets . ; ; e b e i M Ta ¢ 67 g, 020
b Total plan liabilities . . . .. e — - ——— 7b 20,020
C Net plan assels (sublract ine 7b from ine 7a). .. . T8 g WA a
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) Employers . . e L 8a(1)
(2) Participants.. . . .. ! il 8a(2)
(3} Qthers (including rollovers). .. . . . 8a(3)
b Other income (loss). . . 8b
C_Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) . . ... .. 8¢ &
d Benefits paid {including direct rollovers and insurance prermiums
o provide benefils).. . . Il e P T — 8d
€ Cenain deemed and/or corrective distributions (see nstiuctions) e
f  Administratve service providers {salaries. fees, comnussions). 8f
__g Other expenses 8
h_Total expenses (add lines 8d, 8e, 81, and 8g) 8h ' 9
i Netncome {loss) (subtract fine 8h from line 8¢c) 8i ; 637
j Transfers to (from) the plan (see instructions) 8j
Part IV l Plan Characteristics
9a |t the rplaprprpy{des pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in he instructions:
E&F &G &7 0K 30 4
b {if the plan provides weltare benafits, enter the apphcable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
Part v ]Compliance Questions
10 Dunng the plan year Yes | No Amount
a8 Was there a failure Lo transrmil to the plan any participant contributions within the tme period describad in
29 CFR 2510 3-1027 (See instructions and DOL's Voluntary Fiduciary Correction Program) 10a
b Were there any nonexempt transactions with any party-in-interest” (Do nol include transactions reportad
on tine 10a.) ' ! ! - - : 10b
€ Was the plan covered by a fideiity bond? 10¢ i
d Did the plan have a loss. whether or not reimbursed by the plan s fidelity bond, that was caused by fraud
ar dishonesty?. . S, —— y o ) } 10d
€ Ware any fees or commissions paid to any brokers, agents, or other persons by an insurance carner,
insurance service or other organization that provides some or all of the benefits under the plan? (See
instructions. ) y P - — . = 10e
f Has the plan faied to provide any benefit when due under the plan? 10f
g Did the plan have any participant loans? (If “Yes,” enter amount as of yearend.). . . 10g
h ifthis is an individual account plan was there a blackout period'? {See instructions and 28 CFR
2520.101-3.) . i a5 10h
i 1110h was answered "Yes,"” check the box lf you either provnded the requnred notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3. g S e i S 10i
Part Vi [Pension Funding Compliance
11 s this a defined benefit plan subject to minimurm funding requirements? (If "Yes."” see instructions and complete Schedule SB (Form .
5500) and line 11a below) .. e = S e e e B e~ s [1 ves [ No

11a_Enter the unpaid minimum required contribution for current year from Scheduie SB (Form 5500) kne 38... ... . 1 11a l

= ~
12 s this a defined coniribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. l U Yes E

No

(It "Yes " complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable,)

a |f a waiver of the minimum funding standard for a prior year is bemg amortized in this plan year, see instructions, and enter the date of the letter ruling
grantingthewalver. ... .. ............ ... ... / .. Month Day Year

If you completed line 123, complele Ilnes 3 9 and 10 of Schedule MB (Form 5500). and skip to lme 13.

b_Enter the minimum required contribution for this plan year ... .. ... .. .. ... iy _[ 12b I
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C_Enter the amount contributed by the employer to the plan for this plan year . N e s B 12¢
d Subtract the amaunt in line 12¢ from the amount in line 126 Enter the result (enter a minus sign to the left of a 12d
negative amount).... : L

€ _Will the minimum funding amount reported on Iine 12d be met by the funding deadline? ... ... .

| [1 ves [1No [1 N

Part VIi l Plan Terminations and Transfers of Assets

13a Has aresolution (o terminate the plan been adopted in any plan year?

E*] Yes DNO

If"Yes." enter the amount of any plan assets that reveried to the employer this year .

....... 13a

of the PBGC? ., i =

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

[ ves [l no

C It during this plan year, any assets or habilities were transferred from this plan to another plan(s), identfy the plan(s) to

which assets of liabilities were transferred. (See instructions )

13¢(1) Namie of plan(s):

13¢(2) EIN(s) 13¢(3) PN(s)

R T —

Part VIll | Trust Information (optional)
14a Name of trust

| 14b Trust's EIN

I



