Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Department of Labor
Employee Benefits Security Administration

Revenue Code (the Code).

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee

This form is required to be filed under sections 104 and 4065 of the Employee Retirement
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal

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

OMB Nos. 1210-0110
1210-0089

2016

This Form is Open to
Public Inspection

| Part| | Annual Report Identification Information

For calendar plan year 2016 or fiscal plan year beginning  01/01/2016 and ending

12/31/2016

IZ| a single-employer plan
A This return/report is for:

|:| a one-participant plan D a foreign plan

the first return/report D the final return/report

|:| an amended return/report

B This return/report is

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

D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)

C Check box if filing under: |:| Form 5558 D automatic extension DFVC program
|:| special extension (enter description)
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
TEAM MD 401K PLAN plan number
(PN) P 001
1c Effective date of plan
01/01/2016
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number

Mailing address (include room, apt., suite no. and street, or P.O. Box)

(EIN) 47-4751035

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

TEAMMD HOLDINGS COMPANY INC. 2c

Sponsor’s telephone number
952-936-1300

C/O UNITEDHEALTH GROUP INCORPORATED

9900 BREN ROAD EAST
MNO008-R120
MINNETONKA, MN 55343

2d

Business code (see instructions)
621111

3a Plan administrator's name and address |:| Same as Plan Sponsor. 3b

Administrator's EIN
41-1321939

UNITEDHEALTH GROUP EMPLOYEE BENEFITS PLANS 9900 BREN ROAD EAST
ADMINISTRATIVE COMM. MNO08-R120
C/O UNITEDHEALTH GROUP INCORPORATED MINNETONKA, MN 55343

3c

Administrator’s telephone number
952-936-1300

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
name, EIN, and the plan number from the last return/report.
a Sponsor's name 4c PN
5a Total number of participants at the beginning of the plan year 5a 30
b Total number of participants at the end of the PIAN YEAT.........ccccveeeveeeeeeeeeeeeeeeeees e 5b 52
C Number of p'ar'ticipants with account balances as of the end of the plan year (only defined contribution plans 5c 50
[olol 00T o] (=] (I (TSR 1(=T01) TSP P PP PP UPPPPPPPPPN
d(1) Total number of active participants at the beginning of the plan Year............cccoooirririnieeneeeeeeeeeeen. 5d(1) 30
d(2) Total number of active participants at the end of the Plan YEar..............c.cc.cereeevevieeieeieeeeeeee e, 5d(2) 46
€ Number of participants that terminated employment during the plan year with accrued benefits that were less 5
5e
ENAN 100D VESTOA ...ttt ettt ettt ettt sttt etttk s sttt ekt e e 1k 44 h bt ek e e £ ekt eh e e h et 4 h e e b et et e b e eh e e R et st e b n e nneerrean

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. 10/11/2017 DAVID E. STRAUSS
HERE
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 )

Preparer’s telephone number

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

Form 5500-SF (2016)
v.160927
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (S€e iNSrUCHONS.) ..........ccccveveveeeeeererereseeeeeeee e Yes D 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.)...........ccooiiiiiiiiiiii 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.
C 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
| Part Il | Financial Information
7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PlaN ASSES ........o..ov.iveoveoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee 7a 0 606172
Total plan iabilities............cccvieiiiiiicie e 7b
C Net plan assets (subtract line 7b from line 7a)..............cccccccceeens 7c 0 606172
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..o 8a(1) 143000
(2) PartiCIPANTS. .....viieiiieeeeee e 8a(2) 287353
(3) Others (including rollOVerS)...........couueeiiuiieiiiieieeeiieee 8a(3) 186441
Other iNCOME (I0SS)......c..iiiuiiiiiiiiiiiiie e 8b 34372
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 651166
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFItS)......cccueiiiuiieiiiieeeee e 8d 4144
€ Certain deemed and/or corrective distributions (see instructions) . 8e 40000
f Administrative service providers (salaries, fees, commissions)..... 8f 850
0 Other XPENSES.....c.oiviuiiiiiiiiiiiieicicc s 89
h Total expenses (add lines 8d, 8e, 8f, and 80)................c.....c........ 8h 44994
i Netincome (loss) (subtract line 8h from line 8c)...........c.............. 8i 606172
j Transfers to (from) the plan (see instructions) ...........cccceveieeennen. 8

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:
2E 2F 2G 23 2K 2S 2T 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:

‘ Part V | Compliance Questions

10 During the plan year: Yes | No | N/A 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? (See instructions and DOL'’s Voluntary Fiduciary Correction X
PROGIEIM) ..ottt ettt 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions X
rEPOItEd ON NN LOB.)....eeiiiiiiieitie ittt eb ettt ettt nbe e s 10b
C Was the plan covered by a fidelity bONd? ... 10c X 500000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
DY fraud OF QISNONESTY? .....c..viiiiiiiii e 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 X
the Plan? (SEE INSIIUCHIONS.) ....o.uuiiiiiiee ittt e e e e 10e
f Has the plan failed to provide any benefit when due under the plan? .........c.cccocooveeevreeevevenennnns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ...........ccceevruene. 10g X 6440
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.100-3.) atiititi ettt e e e b b e et b e e e R b et e ek h et e e Ee e e e aab e e e e eha e e e e ket e e enbe e e ehneeebbeeeannreas 10h

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........ccccccverviririenienirieneenneen 10i
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[Part

VI | 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) and line 11a below)

D Yes D No

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40

12

Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
= S NPT

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

D Yes No

a If awaiver 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

OFANTING thE WAIVET. ....eiiiiiiieieie ettt ettt e e e e ettt et e e e e e bbbt eeeesaanbnbeeeaeesaanrnneen 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 YEAT .............c.ccceveveveviieeeeeiereeeveeeeeseseeeeeen e 12b
C Enter the amount contributed by the employer to the plan for this plan year .............ccccccccoiiiiiiiiiniiiic 12c
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
LT Y=Y 1y o TV g T P PP PP PPPPPPPPPPRt

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?................cc.cccovvivciieiincn.

[] yes [] No [] na

‘Part

VI | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted in any Plan YEAr? ............cccceeveueevereeeeeeeeeeeee e eee e

D Yes No

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 D Yes No
CONLIOI O T8 PBGC? ...ttt ettt ettt a4ttt e ettt e sttt e sttt e ebb et e nebeeeabeeeeans
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

14a Name of trust

14b Trust's EIN

14c Name of trustee or custodian

14d Trustee’s or custodian’s
telephone number

Part IX

IRS Compliance Questions

15a Is the plan a 401(k) plan? If “No,” skip b

15b How did the plan satisfy the nondiscrimination requirements for employee deferrals under section

401(k)(3) for the plan year? Check all that apply: .......cooooiieieiiiiiiiieee e

1 I

16a What testing method was used to satisfy the coverage requirements under section 410(b) for the plan

year? Check all that @pply: .....cocveiiiiiiiii e

(|

16b Did the plan satisfy the coverage and nondiscrimination requirements of sections 410(b) and 401(a)(4)
for the plan year by combining this plan with any other plan under the permissive aggregation rules?.........

[

Yes [[ No

Design-based “Prior year” ADP
safe harbor test

“Current year”

ADP test D N/A

R:rté%nta e Average N/A
P 9 benefit test D

test

Yes [[ No

17a If the plan is a master and prototype plan (M&P) or volume submitter plan that received a favorable IRS opinion letter or advisory letter, enter the date of

the letter / / and the serial number

17b If the plan is an individually-designed plan that received a favorable determination letter from the IRS, enter the date of the most recent determination

letter / /

18

Defined Benefit Plan or Money Purchase Pension Plan Only:

Were any distributions made during the plan year to an employee who attained age 62 and had not separated from
ST V(o PP PPNt

D Yes D No

19 was any plan participant a 5% owner who had attained at least age 70 % during the prior plan year? ........................

D Yes D No




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

1210-0089
Dapariman! of the Treasury Benefit Plan .
tnkamal Ravanus Servios This form is required to be filad under sections 104 and 4065 of the' Empioyee Retirement 2016 )
Daparimanl of Labor Income Securily Act of 1974 (ERISA), and seclions 6057(b) and 6058(a) of the Internal L
Employea Benofils Socudty Adminlsiration Revenue Code (the Code). This Form Is Open to
Public Inspection

Pfision Benalil Guatanty Corporalion ¥ Completa all entrles in accordance with the instructions o the Form 5500-SF.

| Partl | Annual Report Identification Information

For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 ] and anding 1'2 J11/2016
@ a single-employer plan D a multiple-employer plan (nol multiémployer) (Filers checking this box must atlach a
A This return/report is for. lIst of participaliig employer Iriformalion in accordance wilh the form insleuctions.)
D a one-pariclpant plan D aforeign plan
B This retumfreporl is @ the first returnfreport D the final return/report

D ‘an amended relurn/report D a:shon plan year retum/report (less than 12 months)

C Check boxIffiing under: [} Form 5558 [] automatic extension K] DFVC program
U speclal extension (enter descriplion)
| Partll | Basic Plan Information—enter all requested information

1a Name of plan 1b Thrée-digit
Team MD 401X Plan plan nuriber
PNy ¥ 001
1c Effective date of plan
01/01/2016
2a Plan sponsor's name (employat, if for a singla-employer plan) 2b Employer Identiflicallon Number
Mailing address (include room, apl., suile no. and streel, or P.O, Box) (EIN) 47-4751035

Cily or town, state or province, country, and ZIP or foreign postal code (IFforeign, see Instructions)

TeamMD Holdings Company Inc. 2c SPonsors Slaphonsirmboe

(952) 936~1300
2d Business code (see instmctlnns}

¢/o UnitedHealth Group Ilntorporated

9900 Bren Road East 621111
MNOO8~R120
Minnetonka MN 55343
3a Plan administrator's name and address D Same as Plan Sponsor, 3b Administralor's EIN
VinitedHealth Group Enployen 41-1321939
Beriafita flans Mimlnlstcative Comn. 3c Adminisirator’s telephone number
c/o UnikadKealith Group Incorporated t952) 93 6-1300
9900 Bren Rosd Fast
MI009-RTZ0
Hinnatonka MU 55243

4  [f the name andfar EIN of the plan sponscr has changed sihce the last return/report fied for this plan, enterthe | 4b EIN
name, EIN, and the plan number from the last relum/report.

a Spdnsor's name 4c PN
Ba Tolal number of particlpants at the baglnning of the plan year . . i Sa 30
b Total number of participanis at the end of the plan year .. v 5b 52
G Number of pariicipants with account balances as of the end of the plan year {only defined contribution plans 5¢ )
complete this itam)......... rasratrrs . ; 50
d(1) Total number of active parficlpants at the beginnlng of the plan year . . .| 5d(1) 30
d(2) Total number of active participants al the.end of the plan year v ; 5d(2) 46
e Number of parlicipants that terminated employment during the. plan yearwuth accrued benefils that were less 5e
than 100% vesled........... S
Caution: A penalty for the |ata- cﬂncempleta fHing of this return.'mpart will ha : ad unles-t: raasonable cause |s established, .
Under penalties of pgfjury and, penallies sel forth in the instructions, | declare that | have examined this return/repart, including, if 'applicable, a Schedule
SB-or Schedule MB fomple signed by ah-enrolled actugry, as well as Ihe electronic version of ihis rélum/report, and to the best of my knowledge and
beliaf, it is frue, corfdct, and/¢orgpieta. :
SIGN : l_ﬂ’ﬂ“{i David E. Strauss
HERE nafufe of blaf! adffiinistrator Dats Enter name of Iindividual slgning.as pfan admmlslrator
SIGN f6—+/—f ) |pavid E. Strauss
- : ” ——Ff =
HERE,, alure of @ sr/plan sponsor Date { 7 Enter name of Individual signing as employer or.plan sponsor:
Preparers name (including firm name, if applicable) and address (include room or suite number ) Preparer’s telephone number
For Paperwork Reduction Act Notlce, see the lustructions for Form 5500-SF- . I Form 5"':"511'-5F {2018)

v; 160205
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6a were all of the plan's assets during the plan year invesled In eligible assets? (Ses insttuctions.)

Ve . @YBSDN(:)

b Are you claiming a waiver of the annual examination and report of an independent quallf fed public actountant (IQPA)

under 29 CFR 2520.104-467 (See instructions on waiver eliglbility and conditions.}.....

E} Yas D No

If you answered “No” to either line 6a or line 6b, the pfat cannot use Form SSOO-SF and must Instead use Form 5500, :
«]] Yes [JNo [] Notdetermined

C f the plari Is'a defined benefit plan, Is It covered under lhe PBGC Insurancé program (sse ERISA saction 4021)7 ...

[ Partlil | Financial Information

7  Plan Assets and Liabilitios ; ' {a) Bealnnina.of Year | {b) End of Year
a Total plapassals......... 7a of 606,172
b _Total plan llabillties.,.. st R T ] T f
C Nel plan assofs {subtracl Ilne 7b from line 7a)... U I (0] . 606,172

8 Income, Expanses, and Transfers for this Plan ‘_{ear : (a) Amount {b) Total '
a Contribufions recelved or receivable from: ]

(1) Employers, ; Ba(1) : 143,000
{23 Parlicipants 8a(2) 287,353
(3] Ottiers (including rollnvars) ...... , i i 8a(3) 186, 441
b Other income {loss) : .| 8b 34,372
C Total Income {add lines Ba{1), 8a{2), Ba(3), and Bb} ....................... 8¢ 651,166
d Benefits paid (includlng direcl rollovers. and insurance premiums o e
to provide benefits).....w 8d 4,144
e Centain deemed andlor corrective- distiibutions (see instructions)...] Be _ 40,000
f Administralive service providers:(salarias, {faes; aommissions)......]  f 850
T OHhGr GXPENSES .ocververecmeenceeninaicrin e 8g d
h Tolal'expenses {add lines Bd, 8e, ar arld 8g) ... 8h 14,994
i Netincome {Joss) (subtract ling 8h from [ine 88) :v.revuriionre 8i 606,172
| Transfers to (from} the plan {s0@ INStUCHONS)os.eve st sssirmssinnsiion|  gf

| Part IV ] Plan Characteristics

9a |Irthe plan provides pension benefits; enter Ihe applicable pension fealure codes from the List of Plan Characteristic Codes-In the Instructiops:
2E 2F 2G 2J 2K 28 2T 3D 3H .
b [Ifthe plan pravides welfare benefits, enter the applicable welfare fealure codes.from the List of Plan Gharacleristic Codes In the Instiuctions:

LPartV ] Compliance Questions

10  During the plan year: Yes | No | N/A Amount
a Was there a failure 1o lransmit to the plan any pariicipant contrlbutions within the lime period : )
described in 28 CFR 2510.3-1027 (See instructions and DOL's Volunlary Fiduclary Correction
PrOGrant) s eneionii o] 102 X
b Were there any nonexempt transaclions wilh any party-| m-mterest? (Du nat Ihclude transactions
reporled on line 10a.)... i ' . e R i 10b X :
€ Was the plan covered by afdehty bond? .. SN _ bt wd 106 | X 500, 600
d Did the plan have a loss, whether or nol reimbursed by the plan's fi dehly bond, that was caused
bty fraud or dishonesly? 10d X
e Were any fees or commissions paid to any brokers, agenls. ar ofher persons by an insurance
carrier, Insurance service, or other organizalion that provides some or all of lhe benefits under ;
the plan? (See instructions.) : ) . 10e X
f Has the plan failed to provide any bensfit when due under the PIANT ....umeiesceny 10f
g DId the plan have any participant loans? (if "Yes,” enter amount as of year-end.}...c.i..c oveesrions: Cog | X 6,440
R Ifthis fs an individual account plan, was there a blackoulperlod‘? (See instructions and 29 CFR
2520,101-3.} ......... A BT e — vy enes 10h X
i If 10h was answered “Yes,” check the hox if you eilher prawded the requu'ed notlce or one of the
axceptions to providing the nofice applied under 29 CFR 2520.101-3.., NRRp——— )
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IPart Vi | Pension Funding Compliance

11 s this a defined benefil plan subject to minimurn fundlng requirements? (If"Yes“' see inslructions and complete Schedule SB D Yes D No
{Form 5500} and line 114 balow) T e L P R Lo = (RN o W A SO T, o :
11a Enler the unpald minimum raguired contributions for all years !rom Schedule SB{Fam: 55{)0) line 40........., T | 11a |
12 Is this a defined contribution plan subject to the minimum funding requirements of section412 of lhe Cnde or section 302 of D v N:‘
ERISA? ........ s _ es [ No
{If "Yes,” completa line 12a or lines-12h, 12¢, 12d, and 122 below, as appllcable ]

a If 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 lettér rulmg
graniing the waivar, .......... eiienice, Mot Dav Year

If yvou completed line 12a, comp]ela lines 3, .9;.and 10 of Schedule MB (Foini’ 5500}, and skip to line 13.

b Enter the minimum ¢equifed contribution for this plan year ... A T, —_—— 12h
€ Enler thé amount contributed by lhe employer lo the plan for this plan year ......... S 12¢
d Subtract the amount in line 126 from the amount inline 12b. Enter the result (enler a minus sign to the left of a 12d

negalive amouni) : i : iNais ; :

e Wil the minimum fundiig amount tepoartod on Ilne 12d ba meiby 18 fUnding deRARNET.cvvereereevnrceccccmscecresercn L] YES [ No [] wa

IPart Vil | Plan Terminations and Transfers of Assets

13a Has a resolulion to lemminate ihe plan been adopted in any plan year? ............... weers s anr s ovetseverding []ves [ no
If "Yes,” enter the amount of any plan assels that reverted to the employer this year , : 13a _
b Ware all the plan assets distibuled to paricipants or beneficlaries, transferred to another plan. or brought under the D Yas @ No '
control of the PBGEC? .. e e B s e e :

‘C  If, during this plan year, any assels or I|ab1iihas were Iransferred l'rom this plan td another plan(s) identify the plan(s} to
which assets or liabilities were lransferred. (See inslructions.)

136(1) Name of plan(s}; 13c(2) EIN(s) 13¢(3) PN{s)

[Part VIl | Trust Information

14a Name of trust ' 14b Trust's EIN
“1dc Name of trusteé or custodian — ' 14d Trustee's. or custodian's
telephone number

|.:‘Part- X | IRS Compliance Questions

15a s the plan a 401k} plan? If “NO," SKIP B ervee e vvesespereeee reeermeesmesmaine _ ] Yes [] No
Design-based "Priar r ADP !
15b How did the plan satisfy the nondiscriminatlon requlrernenls for employee deferrals under section D s:rse%arbz? le;f yea
401(k)(3) for the plan year? Check all that apply: .....ccueieesiosens Suiaranasen sarveran orneavaid
D “Current year" D N/A
ADP test
16a What testing method was used 1o satisfy the coverage requirementls under seclion 410(b) for tha plan Ratio Aviraige s
year? Check all that apply: ..., SRR . _ e D feesr::entage benefil test D N/P?
16b Did tha plan satisfy the coverage and nondiscrimination requirements of seclions 410(b) and 401(a)(4) D Yes D No
for the plan year'by combining:this plap wilh any ather plan under the parmissive sggregadlion rules?. .......
17a If the plan is a master and prololypa plan (M&P) or volums submilter plan that received a favorable IRS opinlon lsiter or advisory letter, enlar the dale of
the letter and the serial number i
17b If the plan is an ingividually-designed plan that received a javorable dcterrnlnatlun letter from the IRS, enter the date of lhie most recent detarmination
letter

18 Definad Benefil Plan or Money Pm‘chase Pension Plan Only. .
Were any distributions made during (he plan yearto an emp]oyee who attained age 62 and had nol separaled from D Yes D Nao
SBIVICET? 4euvvarisivinruspassnasrsssissias asnnsnesstanniosssyisss sinrebosgssissssstsrproantd ihesetbastsinsdatassabssssserismoririivsniies .

19 Was any plan pariicipant a 5% owner who had altasined at least age 70 ¥: during the prior pla'n YEAI? iuviiosmimsiivesinin D Yes D No




