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

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

Pension Benefit Guaranty Corporation Public Inspection

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

| Part| | Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning  01/01/2024 and ending 04/08/2024

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 D the first return/report the final return/report
D an amended return/report a short plan year return/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, ChECK NETE ................ccuiveuiuiiiciiieieicteeteeee s 4 D
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here........................... » D
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
CHANGE HEALTHCARE PR RETIREMENT PLAN (PN) P 002
1c Effective date of plan
09/01/2020
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) 20-5731067

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

CHANGE HEALTHCARE OPERATIONS, LLC 2C sponsor's telephone number

952-936-1300

C/O UNITEDHEALTH GROUP INCORPORATED 2d Business code (see instructions)
9900 BREN ROAD EAST
MNO008-R120 541990
MINNETONKA, MN 55343
3a Plan administrator's name and address D Same as Plan Sponsor. 3b Administrator's EIN

41-1321939
UNITEDHEALTH GROUP EMPLOYEE BENEFITS PLANS 9900 BREN ROAD EAST — ;
ADMINISTRATIVE COMMITTE MNO008-R120 3C Administrator’s telephone number
C/O UNITEDHEALTH GROUP INCORPORATED MINNETONKA, MN 55343

952-936-1300

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

filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the
last return/report. 4d PN

a Sponsor’'s name
C Plan Name

5a Total number of participants at the beginning of the PIaN YEar ................ccceueuereeeeeeeeeeeeeeeeees e 5a 46
b Total number of participants at the end of the PIAN YE&I...........c..c.cvcuereeuerreeeeeeeeeeee e 5b 0
C(l) Number of participants with account balances as of the beginning of the plan year (only defined

- e 5c(1) 46
contribution plans complete this ItBIM) ..........cocuiiiiiii e
C(2) Number of participants with account balances as of the end of the plan year (only defined
o e 5¢c(2) 0
contribution plans complete this ItBIM) ..........oiiiiiiiii e
d(1) Total number of active participants at the beginning of the plan Year............c..cccocceeeveeviruerereereeeennnss 5d(1) 43
d(2) Total number of active participants at the end of the plan YEar..............ccccceveveirereesieieeeses e 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

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

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

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

belief, it is true, correct, and complete.
SIGN Filed with authorized/valid electronic signature. 09/27/2024 DAVID E. STRAUSS
HERE . o Lo - -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . Lo 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 (2023)

v. 230707



Form 5500-SF (2023) Page 2

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

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

under 29 CFR 2520.104-467? (See instructions on waiver eligibility and conditions.)..........c.ccccviiiiiiieiie e 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

. (See instructions.)

| Part Il | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 182610 0
b Total plan liabilities.................c..covevvreeeeereeeeeseeeereeeeseeeerernen 7b
C Net plan assets (subtract line 7b from line 7a)..............cccccccveenn. 7c 182610 0

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

(1) EMPIOYEIS oo 8a(1)

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

(3) Others (including rolloVers)............ccuuueecuveeciiieecieeeeieeeeaeans 8a(3)
D Other iNcome (10SS)........ccueveeuereeeeeeeeeeeeeeeeeeeeeeeeeeeeeen 8b 11406
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 11406
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide BENEFItS).......coiiiiiiiiiiiiiiiiee 8d 6208
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
g OthEr EXPENSES.........e.veeeeveieiieeveeieieisiesiesissiseies s seseesise s e 8g 3910
h Total expenses (add lines 8d, 8e, 8f, and 8g)..........c..c..ccc..o......... 8h 10118
i Netincome (loss) (subtract line 8h from line 8c).......................... 8i 1288
j Transfers to (from) the plan (see instructions) 8j -183898

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 2T 3C 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 Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program)..............cc.coc... 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported 0N lNE L08.)......cc.oiiiiiiiiiiiiiii e 10b X
C Was the plan covered by a fidelity bond?..............ccocoiiiiiiiii 10c | X 500000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESLY? ..ottt 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the Plan? (S INSITUCTIONS.) ......ocuiiiiiitii ittt 10e
f Has the plan failed to provide any benefit when due under the plan? .........ccccccoovoverreeereerennnns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ................c....... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
By 0 R T PP 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the X
exceptions to providing the notice applied under 29 CFR 2520.101-3.........ccccccceiviiiiiiiiiiinicneeee. 10i




Form 5500-SF (2023) Page 3-| 1

IPart \ | Pension Funding Compliance

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

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

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

D Yes.

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

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

D No. Other. Provide explanation

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

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

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

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

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

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

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

Part VII Plan Terminations and Transfers of Assets

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

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

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

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

13c(1) Name of plan(s): 13c(2) EIN(s) 13c(3) PN(s)
UNITEDHEALTH GROUP PUERTO RICO SAVINGS PLAN 66-0870003 001
| 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 [X] No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).
D Design-based safe harbor method

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

[] nA

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




CME Nos. 1210-0110

Form 5500-SF Short Form Annual Return/Report of Small Employee 12000
-Department of ihe Treasury Be l‘lefit P]al‘l — :
Irternal Revends Service 2023

Departrent of Labdr
Ermployes Bensfits Security Administration

Pansion Benafit Guaranty Corporation

‘Revenus Cade (the. Gade).

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

¥ Complete all entrles jn accardance with the Instructions to the Form 5500-SF.

This Form is Open to
Public Inspection

| .Part]i] Annual Reportldentification Information

For calendar plan vear 2023 or fiscal plan vear: begmnlng 01/01/2024

and ending

04/08/2024

A This return!repoﬂ is-for; Iﬂ a single-employer plan,

D a multiple-employer plan (not multiemployer) (Pension Plan filers chacking this box

must altach Schedule MEP. Other plans must aftach & list of participating. efployer
information in accordance with the form instructions.)

D the first return/report
D an amended returrireport

B This refurnireport is EI the final returm/report:

C Check baxif filing under: D Form 5558 D automatic exténsion

D special extension (enter description)

D i the' plan is @ collectively-bargaingd PIan, LhECK BT, ..o eares s sieieeesesiems s sasnmmresssrassesornd risiesees '

E |fthis'is a retreactively adopted plan pemitted by SECURE Act section:201, check hére

@ a short plan vear return/report {less than 12 months)

[ oFvC program

|_Partll::] Basic Pian Information—enter all requested information

1a Name of plan 1b Three-tigit plan number
CHANGE HEALTHCARE PR RETIREMENT BLAN ey b 002
1C Effective date of pian
08/01/2020
22 Plan spansor's name {(employer, if for.a single-employer plan) 2b Emplayer identification Number {EIN)

Mailing address (include room,-apt., suite no. and street, or P.0. Box)

20-5731067

City o town, state or province, country, and ZIP or forergn postal code (if foreign, ses instrutions)

2¢ Sponsor's telephone number
CHANGE HEALTHCARE OPERATIONS, LLC 952-936-1300
€/C UNITEDHEALTH GROUP INCOKPORATED 50 B - er—
9900 BREN ROAD EAST usiness code {see instruclions)
MMOO8~R124
MINNETONKA MN 55343 541990
3a Pan adrminisirator's name: and address D Same as Plan-Sponsor. 3b Adiitistrator's EIN
UNITEDHEALTH CGRCOUP EMPLOYEE BENEFITS PLANS ADMINTSTRATIVE COMMITTE 21-1321938
C/0 UNITEDHEALTH GROUP INCORDORATED 3¢ Administrator's telephone number
9900 BREN ROAD EAST
MHOOB-R120
WINNETONKA M 55343 952-936-1300
4 Iithe name and/or EIN of the.plan spensor or the plan name has changed sirice the Jast retumireport | 4B EIN
fifed for this plan, entér the plan.sponsor's name, EIN, the: plan name-and the plan number-from the
last return/report. 4d PN
& Bponsor's name
G Plan Namg
Ba Tatal number of participants at the beginming of (e PIEN YA ...t oo sessreoesesesesossomseoeoe Sa. 46
B Total number of participants at the end of the plan year ., - P " Sb
c{1} Numberof paricipants with account balances as ofl e begmnmg cftr-e plar-. year (Gnly deﬁﬂed 5c(1) _
CONtriBLATOn PlANS COMPIBE TS BB .ovcvev i teiteeosiassanseasivmimsessct e eestarsmeses s srsssrenassseerens ! 46
0(2) Number of participants with account balances as of the end of the pian year {only defined 5c(2)
contribution plans complete this ltem) bt a1 e e AR08 4 ek et eea peeeeanrarss Tt sargaraseeas, . v e
€{1) Total numper of active participants t the beginning of the plan YEAT tovrreivemeeet e srass et i arsioeseesnemons 5d{1) 43
d{2) Total number of active participants at the end of the plan year........... et e see e aneepe e eanione 5d{2) 0
2 Number of parf:c:pants who terminated employment during the plan. year with accmecl benef‘ s lhat 5e
were less than 100% vested.......... L e s b sy sy b e b4 bresarrare on g

Caution: A penaity forthe late or incomplate ﬂlmg of thig re:urn!report will ba assessed unless reasonable causs Is established.

Under penialties of perjury-and diher penalties set forth in the instructions, ! declare that | have examined this feturndreport, including; if apphcable a Schedule

5B or Schedule MB

completed and sz_gned by an enroiled actuary, as well as the electronic version of this returnireport, and to the: best of my knowledge ang

Lelef s e, cérect, and/emnlds,

DAVID E.

STRAUSS.

-

Signatura t;g'pfan atdministrator Date Enter name of individua! sigsing as nlan adminisiratar
Signature of emplayer/plan sponsor Date ‘Enter name of individual slgning as employer or plan sponsar

For Paparwark Réduction Act Notice, see the Instruétions for Form 5600-SF.

‘Farmn §500-SF {2023)
v. 230728




Form 5500-SE (2023)

Page 2

@ Yes |:| No

6a. Wereé all of the plan's assets during the plan year invested In eligible assets? {See instructions.} ... Perrerarete bt ity
b. Are you claiming a waiver of the annual examination and report of an independent qualified pubilc accountant, {IQF’A]
uhder 26 CFR 2520,104-467 (See insfiuctions on waiver eligibility and conditions.)... rreverarsiessnrsaer I;)El Yes I:I No
If you-answered “No"” to either fine 6a or line &b, the plan cannot use Form $500-3F and must mstead use Form. 5500,
C “Ifthe planis a défined benefit plan, is It covered under the PEGC instirance program (see ERISA section 4021)7 ..... [ ] Yes [No [] Not defermined

If"Yes" is checked. enter the My PAA confirmation rumber from the PBGC premium ﬁ'Iir_ig for this pl;m year.

- (See instructions.),

L PartHl:| Financial Information

7 Plan Assets.and Liabiliffes. {a) Beglnning of Year (%) End of Year
A TOIAl BIN BSHEI . 1ovueeecerioecsesssessriresivsseassesoresrecessrarestisessesias e 7a 182,610 0
B Total plan abilies. . .......cociiveescsrssrsiseceesssssses . 7h
¢ Net plan assels (subtract fine 7b.from line 7a}.. e 182,610 o
8  Income, Expenses, and Transfers for this Plan Year RO {a)} Amount {b} Total
a Contributions recaived or receivable from:
(1) ERIPIOYEIS otvoreecevi ittt ot daeemn s siessats seeroesba e | B}
{2) ParticiDBNES . uiieiiriciosrecimo strsess servs st brsens b amamansensarioeseeinras 8a(2)
{3) Others (nciuding FOHOVEIE)....iviereecse et cesistenvererrans sesecesscanerne Bal3) . .
B OEE INCOME JOSSY....o0vtrvnvessececensseccseranecessrcesseesecncesraeed evercesrraine 8b 11,406}, . .. ol
¢ Total income-(add fines.8a(1}, 8a(2), Ba(3), and Bb).....ccc.ccnrenecn. Bc 11,406
d Benefits paid (including diréct rollovers and insurance premiums B
10 rovide DENEMISY ....ou i rvvsierr e ciararsressnssressnegasaryerazas srssens fd
e Cenain-deemed and/or corective distibutions {see instructions). -Be
f Administiative service providers {salaries, fees, commissions)..... 8f
g Other expenses u. i, it ai s g
b Total expenses (add lines 8d, 88, 8F.-808 8G) w...coorrrercrmsssrmcesere 8h
I Metingome (loss) {subtract line Bbfrom ing B8} v 8l
i “Transfers to (from) the plan.(seé instructions) .......... N R 8j -182,898
" Part V| Plan Characteristics
_9& If the pian provides pension benefils, enter the applrcable pensicn feature codes from the List of Plan Characieristic Codes i inthe instructions:
2E 2F 26 2T 3C 3H
b |'f the plan provides weifare bengfits, enter the-applicable welfare feature codes from the List of Plan Characteristic Cedes in the instructions:
['P.ﬁ.l"-i. : I Compliance Questions,
10 During the plan year: Yes | No Amount
A Was there afaflure tn trangmit to the plan any parficipant _contributions_ within the time peried
described in 29 CFR 2510.3-1027 Continue to answer "Yes” for any prior vear fallures until fully
corrected, (See instructions and DOL's Voluntary Fiduciary Correction Program) ... ieece. 10a X
b Were therg any nonexempt transactluns with any party»ln interest? (Do not include transat:tlons
TePOTR ON I8 FOE.F 1o iii i cereree i retet s e s ear s ine s msseasssararsmsyerenasaep et en e snss sespaspans saasbnrnns s anmnms 10b X
€ Wis the plan covered by a fidelity. bond?....uvcr.u. o S U USRI Cqoc | X 500,000
¢ Did the plan have & loss, whether of not reimbursed. by the plan’s fidelity bond, that was caused’ _
DY frAU OF QISNONESIT ..ot eseeceeei e cteermranssssyeenseeresssane sestesneteasas s sees monesesss sensensraeasessenne 10d X
e Were any fees or commisslons. paid to.any’ brokers, agents, or.other persons by an insurance’
carrier, Insurance service, or other ‘organization that provides some ér all 6f the benefits under
the plan? {52 INSIUGHONS.Y coveverrivees e ieeesoeeerecereeeeneesseceseerssransesernsessesesesss s tereeorerenannas { 10e
f Has the plan failed to provide any benefit when due-under the plan? ............................................ 40f
g Didthe plan have any participant loans? {if “Yes,” enter amount as. of year-ent.) ..o 10g
b #fihis s an individuat account plan, was there a.blackout perled? (See instiuctions and 26 CFR |
DBZ0. 0130 rovcereer voveee o evemsemrmsseeresecreseoecsresssenssesereneserectseesseeseess e serssoecsssostemems aseesrsessressssersseeenn Faom [ %
i if10h was.answered "Yes -check the tox if: you either pro\nded ihe reqmred notice or one of the
exceptions {o providing the notice applied under 29 GFR 252010713 vciiviiiresmieees srieeeesvenesrenine 10§ X




Form 5500-SF (2023) Page 3-] |

,iPéri‘."Vl I Pension Funding Compliance

1% (s this a defined. benefit plan subject to minimum funding requirements? {if "Yes," se instructions and.complete Schedule S8
(Fofm 5500} and Imes ‘Ha and b below) [Fthisis a deﬁned contrtbutlon pension plan Iea\re liné 11 blank and camiplete ling 12 D Yes D No
BEROW. oo i i et LR P T b g R nr g bk reabrrr st re e hars svaas rs mes bresresdessesehs sarpi g ear e dut et sarsssarerassiartrd
a Enterthe unpaid minimum required contributions for all years from Schedule $B {(Form 5508} line 40................... | 11a I

b PBGC:missed contribition raporting reguirements. If the. plan is. covered by PBGC and the amount reported.on-fine 11a is greater than $0, has PBGE
been notified as required by ERISA sections 4043({c)(5) and/or 303(K)(4)? Check the-applicable box:

D _Yes.

I] No. Réporting was waived urider 29 CFR 4043.25(¢){2) because contributions equal to or exceeding the unpaid mimimum required contribution
were made by the 30ih'day after the due date.

D No.. The 30-day period réferenced in 28 CFR .4043.25(c)(2) has nof yet ended, and the sponsor intends to make a-confribution equal fo or
exceeding the unpaid minimum required contribution by the 30t day affer the due date.

[] No: Other, Provide explapation

12 s this a defined contnbution plan. subject to the minimurm funding requirements  of sechcn 412 of the Code or sechon 302 of

O O A 7 ves B ho
(it ves," compiefe Rne 12z or Iine:, 12h, .2(; 12d, and 12& below, as applicable . If thas is-a defined benef { pensmn pidn Ef-\due : .

line 12 blank and complete fine 11 above.

2 If a waiver of the minimum fundmg standard for a prior year i heing amortized in-this plan year, see instructions, and enter the date of the letter ruling

GEBNHNIG THE WBIVET. ..o seevesirermerisersrnases ensnessesnerasmcserae Leramrbene btk e ie g b r e s A arranes vederneresananre Month Day- Year

If you complated Fne 12a, complate lines 3, 9, and 10 of Schedule MB (Form 5500}, and. sklp toline 13.

b’ Enter the minlmum regiited contribution for this PIan Year ............ov.eeie.. derteeeneens veare e rranecasper vy AT e 12h

¢ Enter the amount contribuied by the emplayer t¢ the plan for this. plan vear 12¢

d' Stibiract the amount In line 122 from the amount in.line 12b. Enterthe resuit (enter a minus sigr lo the iéftof a 12d
negative arnouny) ... Luevnreaersreatareearare reanaseramachrsetaassarasemeteas siebat pratptgueingeesaryeracs rréssnesr rreesreriris st e s

€ VWil the minimum funding amount reported on Bine 12d be met by the funding dBading? .. .. ..o mnssmmines [Tves [Jwno [] nia

Plan Terminations and Transfers of Assets

13a Has atesolutionto lerminate the plan been gdoptedin any plan Year? ... ioanacrann eSS4 R e ran b b ek e de s senra D Yes E No

a i Yes" enter the amount of any plan assets that reverted to the employer this.year.................... ST 13a

b \were all the plan assets distributed to pammpants or beneficiaries, ransferred to another. ptan oF bmught under the @ Yas D No
BN Ol O 18 P O 2, ot o e e ety e e ane s ks rrar s ru et e shpma ekt e et eaenbrerene e b enrysraEsa R ke - : =

C 1, during this plan year, any. assets or kabilities were Fansferred fraim this pfan o another plan(s), identify the pfan(s) to
which assets or liabilities were transferred. {See instructions.)

13c(1) Name of plan{s); 13c{2) EIN{s}- 13c43) PN(g)

UNITEDHEALTH GROUP PUERTU RICO SAVINGS PLAN £6-0B70003 401

|:Part VIIl::| IRS Compliance Guestions

145 Does the plan salisfy the coverage and nondiscrimination tésts of Code sections 410(5) and 401(a){4) by combiring this plan with any other plans under
the permissive aggregation rules?[1 ves [ No

14b. if this is @ Code section-401(K} plan; chack alt boxes that apply to ihdicate how the plan is intended fo satisfy the nendiserimination requirements for
employee deferrals and employer maiching contr:but:ons {aw applicable) under Code sections: 401(k)(3} and 401(m){2).

Design-based-safe harbor method
D "Pricryear” ADP test
E “Current year” ADP fest

[1na

16  ifthe pian sponsor is'an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the. Opinion Letter
{(MM/DDIYYYY) and the Opinion Letter serial number .




