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UNITED STATES DISTRICT COURT
DISTRICT OF MINNESOTA

SERGIO NAVARRO, THERESA
GAMAGE, DAYLE BULLA, and JANE
KINSELLA, on their own behalf, on
behalf of all others similarly situated, and
on behalf of the Wells Fargo & Company
Health Plan and its component plans,

Plaintiffs,
V.

WELLS FARGO & COMPANY,
MICHAEL BRANCA, MARK
HICKMAN, DREW WINELAND,
DAVID GALLOREESE, BEI LING, and
DOES 1-20,

Defendants.

No. 0:24-cv-03043-KMM-DTS

DECLARATION OF RUSSELL L. HIRSCHHORN IN SUPPORT OF
DEFENDANT WELLS FARGO & COMPANY’S MOTION TO DISMISS
THE CLASS ACTION COMPLAINT

I, Russell L. Hirschhorn, declare as follows:

1. I am a member of the law firm Proskauer Rose LLP, counsel for Defendant

Wells Fargo & Company! in the above-captioned action.

2. I submit this declaration in support of Defendant Wells Fargo

& Company’s Motion to Dismiss the Class Action Complaint.

! The individually named Defendants were voluntarily dismissed from the case pursuant

to a joint stipulation. (ECF No. 27.)
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3. This Declaration is based upon my personal knowledge, and, if called upon
to testify, I could and would testify competently thereto.

4. Attached hereto as Exhibit A is a true and correct copy of excerpts from
the Form 5500 for the Wells Fargo & Company Health Plan (for Eligible Active
Employees & their Dependents) for the plan year ending December 31, 2019. A complete
copy of this document is publicly available at https://efast2-filings-public.s3.
amazonaws.com/prd/2020/10/02/20201002153910NAL0006858897001.pdf.

5. Attached hereto as Exhibit B is a true and correct copy of excerpts from the
Form 5500 for the Wells Fargo & Company Health Plan (for Eligible Active Employees
& their Dependents) for the plan year ending December 31, 2020. A complete copy of
this document is publicly available at https://efast2-filings-public.s3.amazonaws.com/
prd/2021/10/11/20211011074906NAL0015578305001.pdf.

6. Attached hereto as Exhibit C is a true and correct copy of excerpts from
the Form 5500 for the Wells Fargo & Company Health Plan (for Eligible Active
Employees & their Dependents) for the plan year ending December 31, 2021. A complete
copy of this document is publicly available at https://efast2-filings-public.s3.
amazonaws.com/prd/2022/09/29/20220929094738NAL0006020625001.pdf.

7. Attached hereto as Exhibit D is a true and correct copy of excerpts from
the Form 5500 for the Wells Fargo & Company Health Plan (for Eligible Active
Employees & their Dependents) for the plan year ending December 31, 2022. A complete
copy of this document is publicly available at https://efast2-filings-public.s3.
amazonaws.com/prd/2023/10/02/20231002105920NAL0022994624001.pdf.
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8. Attached hereto as Exhibit E is a true and correct copy of excerpts from the
Form 5500 for the Automatic Data Processing, Inc. Flex 2000 Plan for the plan year
ending December 31, 2022. A complete copy of this document is publicly available
at https://efast2-filings-public.s3.amazonaws.com/prd/2023/10/15/20231015115605NAL
0073042338004.pdf.

9. Attached hereto as Exhibit F is a true and correct copy of excerpts from the
Form 5500 for the Southwest Carpenters Health and Welfare Trust Fund for the plan year
ending December 31, 2022. A complete copy of this document is publicly available
at https://efast2-filings-public.s3.amazonaws.com/prd/2023/10/05/20231005075752NAL
0027934528005.pdf.

10.  Attached hereto as Exhibit G is a true and correct copy of excerpts from
the Form 5500 for the Charter Communications, Inc. Welfare Benefit Plan for the plan
year ending December 31, 2022. A complete copy of this document is publicly
available at https://efast2-filings-public.s3.amazonaws.com/prd/2023/06/06/20230606084
838NAL0038577952001.pdf.

11.  Attached hereto as Exhibit H is a true and correct copy of excerpts from
the Form 5500 for the Select Medical Corporation Health and Welfare Benefit Plan for
the plan year ending December 31, 2022. A complete copy of this document is
publicly available at https://efast2-filings-public.s3.amazonaws.com/prd/2023/10/11/2023
1011155927NAL0060988418001.pdf.

12.  Attached hereto as Exhibit I is a true and correct copy of excerpts from the
Form 5500 for The Railroad Employees National Health and Welfare Plan for the plan
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year ending December 31, 2022. A complete copy of this document is publicly
available at https://efast2-filings-public.s3.amazonaws.com/prd/2023/10/16/20231016100
027NALO0075267986001.pdf.

I declare under penalty of perjury that the foregoing is true and correct to the best
of my knowledge, information, and belief.
Dated: September 27, 2024

/s/ Russell L. Hirschhorn
Russell L. Hirschhorn
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UNITED STATES DISTRICT COURT
DISTRICT OF MINNESOTA

SERGIO NAVARRO, THERESA
GAMAGE, DAYLE BULLA, and JANE
KINSELLA, on their own behalf, on
behalf of all others similarly situated, and
on behalf of the Wells Fargo & Company
Health Plan and its component plans,

Plaintiffs,
V.

WELLS FARGO & COMPANY,
MICHAEL BRANCA, MARK
HICKMAN, DREW WINELAND,
DAVID GALLOREESE, BEI LING, and
DOES 1-20,

Defendants.

No. 0:24-cv-03043-KMM-DTS

INDEX OF EXHIBITS TO DECLARATION OF RUSSELL L. HIRSCHHORN
IN SUPPORT OF DEFENDANT WELLS FARGO & COMPANY’S
MOTION TO DISMISS THE CLASS ACTION COMPLAINT

EXHIBIT DESCRIPTION

A Wells Fargo & Company Health Plan (for Eligible Active Employees
& their Dependents) 2019 Form 5500 (Excerpts)

B Wells Fargo & Company Health Plan (for Eligible Active Employees
& their Dependents) 2020 Form 5500 (Excerpts)

C Wells Fargo & Company Health Plan (for Eligible Active Employees
& their Dependents) 2021 Form 5500 (Excerpts)

D Wells Fargo & Company Health Plan (for Eligible Active Employees
& their Dependents) 2022 Form 5500 (Excerpts)

E Automatic Data Processing, Inc. Flex 2000 Plan 2022 Form 5500
(Excerpts)
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EXHIBIT DESCRIPTION
F Southwest Carpenters Health and Welfare Trust 2022 Form 5500
(Excerpts)
G Charter Communications, Inc. Welfare Benefit Plan 2022 Form 5500
(Excerpts)
0 Select Medical Corporation Health and Welfare Benefit Plan 2022

Form 5500 (Excerpts)

The Railroad Employees National Health and Welfare Plan 2022 Form
5500 (Excerpts)
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EXHIBIT A
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Form 5500 Annual Return/Report of Employee Benefit Plan OM Nos. 1210-0110
This form is required to be filed for employee benefit plans under sections 104 )

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 201 9

Department of Labor » Complete all entries in accordance with

Employee Benefits Security . .
Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part| | Annual Report Identification Information
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending  12/31/2019
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of
' 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. . . .. ... ... ot » |:|
D Check box if filing under: Form 5558 D automatic extension D the DFVC program
|:| special extension (enter description)
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
p gitp
WELLS FARGO & CO HEALTH PLAN (FOR ELIGIBLE ACTIVE EMPLOYEES & THEIR DEPENDENTS) number (PN) » 537
1c Effective date of plan
01/01/2011
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) 41-0449260
WELLS FARGO & COMPANY 2c Plan Sponsor’s telephone
number
877-479-3557
MAC A0101-121 2d Business code (see
420 MONTGOMERY STREET instructions)
SAN FRANCISCO, CA 94104 551111

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.

:IIEGRF‘IJE Filed with authorized/valid electronic signature. 10/02/2020 MICHAEL BRANCA
Signature of plan administrator Date Enter name of individual signing as plan administrator
Ifllzi"é Filed with authorized/valid electronic signature. 10/02/2020 SCOTT KLISMET
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 (2019)

v. 190130
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SCHEDULE C Service Provider Information OMB No- 1210-0110
(Form 5500) 201
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 019
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Bonfts ggcﬁrityaAg:ninistration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InsPeCtlon'
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
WELLS FARGO & CO HEALTH PLAN (FOR ELIGIBLE ACTIVE EMPLOYEES & THEIR plan number (PN) > 537
DEPENDENTS)
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
WELLS FARGO & COMPANY 41-0449260

| Part| | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . ............ |:| Yes No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2019
v. 190130
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Schedule C (Form 5500) 2019

Page3 -| 2

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

EXPRESS SCRIPTS

43-1420563

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sSponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

121350

NONE

9235645

Yes D No D

Yes D No D

Yes D No D

(@) Enter name and EIN or address (see instructions)

DELTA DENTAL

41-1905554

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

121350

NONE

4695298

Yes D No

Yes D No D

Yes D No D

(@) Enter name and EIN or address (see instructions)

CASTLIGHT HEALTH

26-1989091

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

1213 50

NONE

4462201

Yes |:| No

Yes D No D

Yes D No D
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SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

OMB No. 1210-0110

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

2019

» File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending  12/31/2019
A Name of plan B Three-digit
WELLS FARGO & CO HEALTH PLAN (FOR ELIGIBLE ACTIVE EMPLOYEES & THEIR plan number (PN) 3 537

DEPENDENTS)

C Plan sponsor's name as shown on line 2a of Form 5500
WELLS FARGO & COMPANY

D Employer Identification Number (EIN)
41-0449260

Part| |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c¢(9) through 1¢(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing cash .............cc.ccceuevveueieceeeecee e, 1a 3186460 1715918
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONtTIDULONS..........ceveveeeeee e 1b(1)
(2) Participant CONTIDULIONS ...............ooveeeeeeieeeeeeeeee e 1b(2)
(B) ONEIc.eeeeceeeeeeee et 1b(3)
C General investments:
(1) Interest-b_earing cash (include money market accounts & certificates 1c(1)
o) 0 [T o011 1 PR UOUPPPTRIN
(2) U.S. GOVErNMENt SECUMHES .........ovveveeeeeeeeeeeeeeeeeeeeeee e 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) Preferred ......ooieeeie et 1c(3)(A)
(B) Al OtNET ...ttt 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred .......ooceeiiieceecee e 1c(4)(A)
(B) COMIMON. .....utiiieiieiie et e etie ettt e e te e st e et e eae e st e e beeteesnseesseeanseesnnens 1c(4)(B)
(5) Partnership/joint VENUrE iNErEStS .............oveueveveeeereeeseeeseeeseeeeeeseeen 1¢(5)
(6) Real estate (other than employer real Property)............cooeeeeeevevernenn. 1c(6)
(7) Loans (other than to paricipants) ..............ccccoevevrereeeeieeeseeesssnenesnns 1¢(7)
(8) PartiCiPaNt I0ANS..........c.cvvereeeeeeeeieeeeeeeeeeeeeee e en e 1c(8)
(9) Value of interest in common/collective trusts ................cocovvvevereeseenn. 1¢(9)
(10) Value of interest in pooled separate aCCOUNtS ...............cccorvevreerrveenrnnns 1c(10)
(11) Value of interest in master trust investment accounts................ccco........ 1c(11) 28339126 9091631
(12) Value of interest in 103-12 investment entities............cccocceeivieeiicenns 1c(12)
(13) \f/uar:léz)Of interest in registered investment companies (e.g., mutual 1c(13)
(14) Value of funds held in insurance company general account (unallocated re(14)
(1] g1 = o1 ] F P UT PP PPPPRTO
(15) ONET ... 1¢(15)

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

Schedule H (Form 5500) 2019
v. 190130
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Schedule H (Form 5500) 2019 Page 2
1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) Employer securities 1d(1)
(2) EMPIOYET F€al PrOPEMY .......cveviviveeeeeeeieeeeeeeeeeeeeeteieeseeeeeenen s s seeeesees s 1d(2)
€ Buildings and other property used in plan operation ..............ccccovceiiiiiienns 1e
f Total assets (add all amounts in lines 1a through 1€) ........ccccooveveveveeeennne. 1f 31525586 10807549
Liabilities
g Benefit Claims Payable...........cccoririiiiiiieicieieee et 19
h Operating PaYables .............ccoovoviieeeee e 1h
i AcqUisition INdEbtEANESS ............cvovevieeeeeeeeeeeee e 1i
J Other HADIIIES .. ..ceuvveerceerceei i 1j
k Total liabilities (add all amounts in lines 1g through1j) .........cccoceevivevevennnn. 1k 0 0
Net Assets
| Net assets (subtract line 1k from line 1£) ..........cccoeeeeiiicueeeee e | 11 | 31525586 10807549

Part Il [Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not
complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (a) Amount (b) Total
a Contributions:

(1) Received or receivable in cash from: (A) Employers..............cccceuevenna.. 2a(1)(A) 1861261473

(B)  PATtICIDANTS. ..cvv ettt 2a(1)(B) 682155159

(C) Others (iNCIUding TOlOVETS) ...........oveeeeeeeeeeeeeeeereeeeeesee e 2a(1)(C)
(2) NONCaSh CONHBULIONS ..........c.eveveveeeeereiee e 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)............... 2a(3) 2543416632

b Earnings on investments:

(1) Interest:

(A) Inte_re_,-st-bearing cash (including money market accounts and 2b(1)(A)

certificates of dEPOSIt).......cceuiiiiiiiiiiiiii e

(B) U.S. Government SECUNLIES ..........cceiiviieiiiieiiiiieiee e 2b(1)(B)

(C) Corporate debt INSIrUMENtS.............oiveveeeeeeeieeeereeeeeesereee e 2b(1)(C)

(D) Loans (other than to participants).............c..cceeeverversererssnenseans 2b(1)(D)

(E) PartiCipant I0aNS ...........ccovoviviveeeeeeeeeeeeeee e ene s snneses 2b(1)(E)

(F)  OtNET oo 2b(1)(F)

(G) Total interest. Add lines 2b(1)(A) through (F)...........ccccvevvereernrenn. 2b(1)(G) 0
(2) Dividends: (A) Preferred StOCK. ............cocovvevireeeereeereeeseeeeeeneeenen 2b(2)(A)

(B)  COMMON STOCK.....ccuutiieiiiieeiiiie ettt 2b(2)(B)

(C) Registered investment company shares (e.g. mutual funds)........... 2b(2)(C)

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 0
(B) RENES ...ttt 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds.. 2b(4)(A)

(B) Aggregate carrying amount (see instructions)..................... 2b(4)(B)

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result ............... 2b(4)(C) 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate...................... 2b(5)(A)

(B)  OhET oot 2b(5)(B)

O Aaa105 Zb(5YA) A (B 20(5)C) 0
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Form 5500 Annual Return/Report of Employee Benefit Plan OM Nos. 1210-0110
This form is required to be filed for employee benefit plans under sections 104
o Lo 1 Gectons 6057(b) and 6058(a) of the Inermal Revenus Code (he Code) 2020
cos St o s e oo s "
Administration ’ This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection

Part| | Annual Report Identification Information

For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending  12/31/2020
A This retun/report is for: |:| a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of
’ participating employer information in accordance with the form instructions.)
a single-employer plan D a DFE (specify)
B This return/report is: |:| the first return/report D the final return/report
|:| 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)
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
WELLS FARGO & CO HEALTH PLAN (FOR ELIGIBLE ACTIVE EMPLOYEES & THEIR DEPENDENTS) number (PN) » 537
1c Effective date of plan
01/01/2011
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) 41-0449260
WELLS FARGO & COMPANY 2c Plan Sponsor's telephone
number
877-479-3557
MAC A0101-121 2d Business code (see
420 MONTGOMERY STREET instructions)
SAN FRANCISCO, CA 94104 551111

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.

Ifllzi"é Filed with authorized/valid electronic signature. 10/11/2021 MARK HICKMAN
Signature of plan administrator Date Enter name of individual signing as plan administrator
pslllz(l;a’é Filed with authorized/valid electronic signature. 10/10/2021 SCOTT KLISMET
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 (2020)

v. 200204
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SCHEDULE C Service Provider Information OMB No. 12100110
(Form 5500) 2020
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
This Form is Open to Public
Department of Lab .
Employee Bonfts ggcﬁrityaAg:ninistration b File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2020 or fiscal plan year beginning  01/01/2020 and ending  12/31/2020
A Name of plan B Three-digit
WELLS FARGO & CO HEALTH PLAN (FOR ELIGIBLE ACTIVE EMPLOYEES & THEIR plan number (PN) > 537
DEPENDENTS)
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
WELLS FARGO & COMPANY 41-0449260

| Part| | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . ............ D Yes No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2020
v. 200204
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Schedule C (Form 5500) 2020
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

EXPRESS SCRIPTS

organization, or
person known to be
a party-in-interest

by the plan. If none,

enter -0-.

other than plan or plan
sponsor)

plan received the required
disclosures?

compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

43-1420563
(b) (c) (d) (e) () (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  [by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you | estimated amount?
answered “Yes” to element
(). If none, enter -0-.
121350 NONE 12219570
Yes|:| No Yes|:| No|:| Yes|:| No|:|
(@) Enter name and EIN or address (see instructions)
DELTA DENTAL
41-1905554
(b) (c) (d) (e) () (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
121350 NONE 4708845
Yes|:| No Yes|:| No|:| Yes|:| No|:|
(a) Enter name and EIN or address (see instructions)
VSP VISION CARE
06-1227840
(b) (c) (d) (e) () (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
compensation? (sources | compensation, for which the | service provider excluding | formula instead of
eligible indirect an amount or

estimated amount?

121350 NONE

841149

Yes |:| No

Yes |:| No |:|

Yes |:| No |:|
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SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Financial Information

OMB No. 1210-0110

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the

2020

Internal Revenue Code (the Code).

This Form is Open to Public

Employee Benefits Security Administration » File as an attachment to Form 5500. Inspection
Pension Benefit Guaranty Corporation
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending  12/31/2020
A Name of plan B Three-digit
WELLS FARGO & CO HEALTH PLAN (FOR ELIGIBLE ACTIVE EMPLOYEES & THEIR plan number (PN) [ 2 537

DEPENDENTS)

C Plan sponsor's name as shown on line 2a of Form 5500
WELLS FARGO & COMPANY

D Employer Identification Number (EIN)
41-0449260

Part| |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c¢(9) through 1¢(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢c(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash.............ccooevuiuerereeiriieiieecee e 1a 1715918 2893031
b Receivables (less allowance for doubtful accounts):
(1) EMPlOYer CONtTIDULONS ..........c.ovveeeeeeeeeeeeeeseesseeeee e 1b(1)
(2) Participant CONTIDULIONS...............covevieeeeeeeeieeeeeeeee e 1b(2)
(B) ONEI oo, 1b(3)
C General investments:
1) Interest-b_earing cash (include money market accounts & certificates 1c(1)
(o) 0 [T o011 1 ) PSPPI
(2) U.S. Government SECUMHIES .......ccouueiiiieieiiiiee et 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) Preferred ... ..c.oocui i 1c(3)(A)
(B) Al OtNET ...t 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred ... ..c.oocui it 1c(4)(A)
(B) COMMON ..ottt 1c(4)(B)
(5) Partnership/joint VENUre iNtErests .............ocvevveeeeeeeeeeeeeeeeeseeseeeeeeeeas 1¢(5)
(6) Real estate (other than employer real property) .............cccocveevevevererenn. 1¢(6)
(7) Loans (other than to participants) 1c(7)
(8) Participant loans 1c(8)
(9) Value of interest in common/collective trusts .............c.c..ocoveeerereennn. 1¢(9)
(10) Value of interest in pooled separate accounts .............cccocveeiviieeeinieeene 1c(10)
(11) Value of interest in master trust investment accounts............................ 1c(11) 9091631 7523795
(12) Value of interest in 103-12 investment entities .............ccoccoieiiinien. 1c(12)
(13) \f/uar:léz)Of interest in registered investment companies (e.g., mutual 1c(13)
(14) Value of funds held in insurance company general account (unallocated re(14)
(1] g1 = o1 ] PP PPRPN
(15) ONET ... 1¢(15)

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

Schedule H (Form 5500) 2020
v. 200204
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Schedule H (Form 5500) 2020 Page 2
1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) Employer securities 1d(1)
(2) Employer real property 1d(2)
€ Buildings and other property used in plan operation ..............cccccceeviiiennen. 1e
f Total assets (add all amounts in lines 1a through 1€)........cccccveveveveeeernnene. 1f 10807549 10416826
Liabilities
g Benefit Claims Payable ...........coo.oioiiiuruieieieeieieeee e 19
h Operating PaYables ..............coieoeeeeeeeeeeeee e 1h
i Acquisition INdebtedneSS............ccocvoviviveeceee e 1i
J  Other ADIlIIES. ......ceeeuceeieeeceis e 1j
k Total liabilities (add all amounts in lines 1g through1j)........ccccceeveveveveeennne. 1k 0 0
Net Assets
| Net assets (subtract line 1k from line 1f).........ccceeveveveviveeeicceee e | 1l | 10807549 10416826

Part Il [Income and Expense Statement

2 Planincome, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not
complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (a) Amount (b) Total
a Contributions:

(1) Received or receivable in cash from: (A) EMpIOYers ............ccceeuevenene. 2a(1)(A) 1917011660

(B)  PArtGIDANS ........cvveeeeceeeeeeeeeeeee e 2a(1)(B) 695725687

(C) Others (iNcIUding rOlOVETS)...........ccueveeeeeeieeeeeeeeeeeeeee e 2a(1)(C)
(2) NONCash CONHBULIONS .........c.cveveveeeereeeeeeeeeeeee e s 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............. 2a(3) 2612737347

b Earnings on investments:

(1) Interest:

(A) Inte_re_:st-bearing cash (including money market accounts and 2b(1)(A)

certificates of dePOSit)..........eeeiiiiiiiiiiiiii

(B) U.S. Government SECUNLIES ........ccuuveiiuriiiiiieeiiiee e 2b(1)(B)

(C) Corporate debt INSIrUMENtS ............cocoveveeueveeeeeeeeeeeeeeeee e 2b(1)(C)

(D) Loans (other than to participants) ...............ccocoveveurverrerrsieeensinn 2b(1)(D)

(E)  PartiCipant I0aNS ..........c.oveuiveeeieeeeeeeeeeeeeeseeeeeese s e 2b(1)(E)

(F)  OtNET .o 2b(1)(F)

(G) Total interest. Add lines 2b(1)(A) through (F)...........cccocevveveveenene. 2b(1)(G) 0
(2) Dividends: (A) Preferred StOCK..............cooveereeeeeeeeeeeereeseeeseeeneeennen 2b(2)(A)

(B)  COMMON STOCK ....eeiiiiieiiiiie ittt 2b(2)(B)

(C) Registered investment company shares (e.g. mutual funds).......... 2b(2)(C)

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 0
(B) RENES ...ttt 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds................... 2b(4)(A)

(B) Aggregate carrying amount (See iNStructions)..............cococeeeeeunenn. 2b(4)(B)

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result.............. 2b(4)(C) 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate.................... 2b(5)(A)

(B) OthEr . ..ottt en s 2b(5)(B)

() A 165 2D(NA) A0 (B) s 26(5)C) 0
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Form 5500

Department of the Treasury
Internal Revenue Service

sections 6057(b) and 6058(a) of

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

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

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

OMB Nos. 1210-0110
1210-0089

the Internal Revenue Code (the Code).

2021

This Form is Open to Public
Inspection

Part] | Annual Report Identification Information

For calendar plan year 2021 or fiscal plan year beginning 01/01/2021

and ending  12/31/2021

A This return/report is for: D a multiemployer plan

a single-employer plan
B This return/report is: D the first return/report
D an amended return/report
C Ifthe plan is a collectively-bargained plan, check here

Form 5558

D special extension (enter description)

D Check box if filing under:

E |If this is a retroactively adopted plan permitted by SECURE Act section 201, check here

D a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)

[ ] a DFE (specify)
D the final return/report

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

D automatic extension

Part Il | Basic Plan Information—enter all requested information

1a Name of plan

WELLS FARGO & CO HEALTH PLAN (FOR ELIGIBLE ACTIVE EMPLOYEES & THEIR DEPENDENTS)

1b Three-digit plan

number (PN) »

537

1c Effective date of plan

01/01/2011

2a Plan sponsor’s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

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

WELLS FARGO & COMPANY

MAC A0101-121
420 MONTGOMERY STREET
SAN FRANCISCO, CA 94104

2b Employer Identification
Number (EIN)

41-0449260

2c Plan Sponsor’s telephone
number

877-479-3557

2d Business code (see
instructions)

551111

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.

::E(;"é Filed with authorized/valid electronic signature. 09/29/2022 MARK HICKMAN
Signature of plan administrator Date Enter name of individual signing as plan administrator
Ifllzi"é Filed with authorized/valid electronic signature. 09/28/2022 SCOTT KLISMET
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 (2021)
v. 210624
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SCHEDULE C Service Provider Information OMB No. 1210-0110
(Form 5500) 2021
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 0
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Bonets ggcﬁrilyaAgl;ninistration D File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2021 or fiscal plan year beginning  01/01/2021 and ending  12/31/2021
A Name of plan B Three-digit
WELLS FARGO & CO HEALTH PLAN (FOR ELIGIBLE ACTIVE EMPLOYEES & THEIR plan number (PN) 3 537
DEPENDENTS)
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
WELLS FARGO & COMPANY 41-0449260

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. .. ............ D Yes No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2021
v. 201209
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Schedule C (Form 5500) 2021

Page3 -| 2

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

EXPRESS SCRIPTS

43-1420563

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

1213 50

NONE

14117839

Yes D No

Yes D No D

Yes D No D

(@) Enter name and EIN or address (see instructions)

DDMN ASO, LLC

41-1852523

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

121350

NONE

4374463

Yes D No

Yes D No D

Yes D No D

(@) Enter name and EIN or address (see instructions)

VISION SERVICE PLAN (VSP)

06-1227840

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

1213 50

NONE

783786

Yes D No

Yes D No D

Yes D No D
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SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

OMB No. 1210-0110

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

2021

» File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending  12/31/2021
A Name of plan B Three-digit
WELLS FARGO & CO HEALTH PLAN (FOR ELIGIBLE ACTIVE EMPLOYEES & THEIR plan number (PN) > 537

DEPENDENTS)

C Plan sponsor's name as shown on line 2a of Form 5500
WELLS FARGO & COMPANY

D Employer Identification Number (EIN)
41-0449260

Part| |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c¢(9) through 1¢(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢c(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash...............cccceveverueveeeieveceeeeee e 1a 2893031 1471388
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONLTIDULONS ..........vevveeeeeeceeeeee e eees e 1b(1)
(2) Participant CONTIDULIONS...............coveveeeeeeeeesee e eeese e 1b(2)
(B) ONEI oo, 1b(3)
C General investments:
(1) Interest-b_earing cash (include money market accounts & certificates 1c(1)
Lo 0 [T o011 1 ST
(2) U.S. GOVErNMENt SECUMHES ........cv.vveceeeeeeeeeeeeeeeeeeeee e, 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) Preferred ... ..coo et 1c(3)(A)
(B) Al OtNET ...t 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred ......c.oocveiiieci et 1c(4)(A)
(B) COMIMON ...ttt ettt ettt ettt et eebe e e snsaeeneesnseeeenas 1c(4)(B)
(5) Partnership/joint VENUre iNtErests .............ocvevveeeeeeeeeeeseeeeeseseeeeeeeens 1¢(5)
(6) Real estate (other than employer real Property) ..........c.cccceveereeereeeeeune. 1c(6)
(7) Loans (other than to participants)...............ccccorveeeereeereeeseeeeessenneens 1¢(7)
(8) PartiCiPaNnt I08NS .........c.cvveeeeeeeieeeieeeeeeeee e ee e 1c(8)
(9) Value of interest in common/collective trusts .............c.coocovreevreeeennnn. 1¢(9)
(10) Value of interest in pooled separate aCCOUNtS ...............cccocevevevevreenennss 1¢(10)
(11) Value of interest in master trust investment accounts............................ 1c(11) 7523795 11309280
(12) Value of interest in 103-12 investment entities ............ccccocceiviieeineene 1c(12)
(13) \f/uar:léz)Of interest in registered investment companies (e.g., mutual 1c(13)
(14) Value of funds held in insurance company general account (unallocated re(14)
(1] 11 = To1 3 PP PPPPN
(15) ONET ... 1¢(15)

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

Schedule H (Form 5500) 2021
v. 201209
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Schedule H (Form 5500) 2021 Page 2
1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) Employer securities 1d(1)
(2) Employer real property 1d(2)
€ Buildings and other property used in plan operation ..............ccccccerviiiennen. 1e
f Total assets (add all amounts in lines 1a through 1€)........cccocoeveveveeernnene. 1f 10416826 12780668
Liabilities
g Benefit Claims Payable ...........cco.oioioiiiiciiereeeieeeee e 19
h Operating Payables ..............coieoeeeieeeeeeeeeee e 1h
i Acquisition INdebtedness.............ccc.oviviueeeee e 1i
J  Other abIlIIES. ......euevuceeereeceis et 1j
k Total liabilities (add all amounts in lines 1g through1j)........ccccceevevevevevenenne. 1k 0 0
Net Assets
| Net assets (subtract line 1k from line 1£).........ccceeveveviiiveeeiecceee e | 1l | 10416826 12780668

Part Il [Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not
complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (a) Amount (b) Total
a Contributions:

(1) Received or receivable in cash from: (A) EMpIOYers ............ccccceveuenenne. 2a(1)(A) 2077321780

(B) PAMtGIDANS .......ceveeeeceeeeeeeeeeee e 2a(1)(B) 692507948

(C) Others (iNcIUding rOlOVETS)...........c.oveveeeceeeeeeeeeeeeeeseee e 2a(1)(C)
(2) NONCash CONHBULIONS .........c.ceveveveeeveeeeeeeeeeeeee e 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............. 2a(3) 2769829728

b Earnings on investments:

(1) Interest:

(A) Inte_re_,-st-bearing cash (including money market accounts and 2b(1)(A)

certificates of dePOSIt)..........eeeiiiiiiiiiiiiii e

(B) U.S. Government SECUNLIES ........ccuuveiruiieiriiieiiiee e 2b(1)(B)

(C) Corporate debt INSIrUMENtS ............cocoeveeveveeeeeeieeeeeeeeeee e 2b(1)(C)

(D) Loans (other than to participants) ...............ccccoeveerverreerrsereensnn 2b(1)(D)

(E)  PartiCipant I0aNS ..........c.ovouiveeeeeeeeseeeeeee oo sseeen e 2b(1)(E)

(F)  OtNEI oo 2b(1)(F)

(G) Total interest. Add lines 2b(1)(A) through (F)...........cocovvvevevernnnn. 2b(1)(G) 0
(2) Dividends: (A) Preferred StOCK..............cooveruriveeeeeeeeereeseeeseeeneeesenen 2b(2)(A)

(B)  COMMON STOCK ....eiiiiiieiiiiie ittt 2b(2)(B)

(C) Registered investment company shares (e.g. mutual funds).......... 2b(2)(C)

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 0
(B) RENS ..ottt 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds................... 2b(4)(A)

(B) Aggregate carrying amount (See iNStructions)..............cococeceeeeuenn. 2b(4)(B)

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result.............. 2b(4)(C) 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate.................... 2b(5)(A)

(B) OtEr ...ttt 2b(5)(B)

() A 165 2D(NA) AN (B) s 26(5)C) 0
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CASE 0:24-cv-03043-KMM-DTS

Doc. 32-5 Filed 09/27/24 Page 2 of 6

Form 5500

and 4065 of the Employee Retireme

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security

Administration the instructio

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104

sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

» Complete all entries in accordance with

OMB Nos. 1210-0110
1210-0089

nt Income Security Act of 1974 (ERISA) and

2022

ns to the Form 5500.

This Form is Open to Public
Inspection

Partl | Annual Report Identification Information

For calendar plan year 2022 or fiscal plan year beginning 01/01/2022

and ending  12/31/2022

A This return/report is for: D a multiemployer plan

a single-employer plan
B This return/report is: D the first return/report
D an amended return/report
C Ifthe plan is a collectively-bargained plan, check here

Form 5558

D special extension (enter description)

D Check box if filing under:

E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here

D a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)
[] a DFE (specify)

D the final return/report

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

D automatic extension

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
WELLS FARGO & CO HEALTH PLAN (FOR ELIGIBLE ACTIVE EMPLOYEES & THEIR DEPENDENTS) number (PN) » 537
1c Effective date of plan
01/01/2011
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) 41-0449260
WELLS FARGO & COMPANY 2c Plan Sponsor’s telephone
number
877-479-3557
MAC A0101-121 2d Business code (see
420 MONTGOMERY STREET instructions)
SAN FRANCISCO, CA 94104 551111

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, | d

eclare 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.

I?IIE(I;Q"I‘E Filed with authorized/valid electronic signature. 10/02/2023 DREW WINELAND
Signature of plan administrator Date Enter name of individual signing as plan administrator
S'E(;'I‘E Filed with authorized/valid electronic signature. 10/02/2023 LEE KEEL
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 (2022)
v. 220413
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SCHEDULE C Service Provider Information OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2022
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab -
Employee Bonefts SZCzrityaAg:ninistration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InsPeCtlon'
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
WELLS FARGO & CO HEALTH PLAN (FOR ELIGIBLE ACTIVE EMPLOYEES & THEIR plan number (PN) > 537
DEPENDENTS)

C Plan sponsor’s name as shown on line 2a of Form 5500

D Employer Identification Number (EIN)
WELLS FARGO & COMPANY

41-0449260

| Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the

plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . ............ |:| Yes No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2022

V. 220413
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2022

Page3-[ 2 |

Schedule C (Form 5500)

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

EXPRESS SCRIPTS

organization, or

enter -0-.

other than plan or plan

plan received the required

person known to be
a party-in-interest

sponsor)

disclosures?

compensation for which you
answered “Yes” to element
(). If none, enter -0-.

43-1420563
(b) (c) (d) (e) () (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
1213 50 NONE 25639955
Yes[l No Yes[l NOI:I Yes[l NOI:I
(a) Enter name and EIN or address (see instructions)
DDMN ASO, LLC
41-1852523
(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
1213 50 NONE 3951220
Yes[l No Yes[l NOI:I Yes[l NOI:I
(@) Enter name and EIN or address (see instructions)
VISION SERVICE PLAN (VSP)
06-1227840
(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
eligible indirect an amount or

estimated amount?

1213 50 NONE

542723

Yes |:| No

Yes |:| No |:|

Yes |:| No |:|
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SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

OMB No. 1210-0110

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

2022

» File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
WELLS FARGO & CO HEALTH PLAN (FOR ELIGIBLE ACTIVE EMPLOYEES & THEIR plan number (PN) 3 537

DEPENDENTS)

C Plan sponsor’s name as shown on line 2a of Form 5500
WELLS FARGO & COMPANY

D Employer Identification Number (EIN)
41-0449260

Partl |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1¢(9) through 1¢(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 |Es also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ... 1a 1471388 1886600
b Receivables (less allowance for doubtful accounts):
(1) Employer ContribUtONS...........c.cocveveeveeeeeeceeeeeeeeeeeeeeeeee e eee e 1b(1)
(2) Participant contributions 1b(2)
(B) OBt 1b(3)
C General investments:
(1) Interest-bearing cash (include money market accounts & certificates 1¢(1)
() 10 =T oo L7 § FO PRSP UPPUUPPRRN
(2) U.S. Government SECUMLIES .......eeeeiiueeeeeiiiiieeeaieee e e sieeee e e e e eeeee e 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) Preferred 1c(3)(A)
(B) All other 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PrEfEITEA ... 1c(4)(A)
(B) COMMON.......oveeieeeeeeeeeeeeee e seee e eeeae e enees e eeen e eenee e 1c(4)(B)
(5) Partnership/joint venture interests ..............coovovvovoevoveeeeeeeeeeeeeeeeeeeeeenn 1¢(5)
(6) Real estate (other than employer real property) .........ccccevvveiiieenieennnee. 1¢(6)
(7) Loans (other than to partiCipants)...............ceweeveeeereeereeeeeeeeeeseeeessen 1¢(7)
(8) Participant [0@ns............ueviiiiiiiie e 1¢(8)
(9) Value of interest in common/collective trusts................ccoovveeeeeeernennn. 1¢(9)
(10) Value of interest in pooled separate acCoUNtS ...............cccoeeeeverreeeureennn. 1c(10)
(11) Value of interest in master trust investment accounts 1c(11) 11309280 17679129
(12) Value of interest in 103-12 investment entities ...............ccoccccovevrveenenenn. 1c(12)
(13) \f/:riléz)()f interest in registered investment companies (e.g., mutual 1c(13)
(14) Value of funds held in insrance company general account (unallocated | y_ 1
[olo] g1 = (o1 ¢ SRR
(15) OhET ..ot esenas 1¢(15)

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

Schedule H (Form 5500) 2022
v. 220413
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Schedule H (Form 5500) 2022 Page 2
1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) EMPIOYEr SECUMLIES .......o.veveceviiiceceieieeeae et 1d(1)
(2) EMPIOYEr €@l PrOPEIY ........cevveeeceeeeeeeeeeeeeieeeeeeeeie e eeeeeeeesesae e senneneeienas 1d(2)
€ Buildings and other property used in plan operation...........cccccueveiiiiieeennne 1e
f Total assets (add all amounts in lines 1a through 1€)...........c.cooveveveveeeeenne. 1f 12780668 19565729
Liabilities
g Benefit claims payable.............cocciiiiiiiiiieeeeees e 19
h Operating Payables ...........c.cocceueveeceeeeeeeeeeeeeeee e 1h
| ACQUISIION INAEDEANESS ...t 1i
J Other abiliies ... .....c.ov.ceeeceeeeeeeeeeeeeeeee e 1j
Kk Total liabilities (add all amounts in lines 1g through1j).........cccocevvevevreeennne. 1k 0 0
Net Assets
| Net assets (subtract line 1k from e 1f).........cccceueveveeieeeieeeeeeeeeee e ‘ 11 ‘ 12780668 19565729

|Part Il ‘Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not
complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (a) Amount (b) Total
a Contributions:

(1) Received or receivable in cash from: (A) EmpIOyers..........cccccccvuevvennee. 2a(1)(A) 1931456732

(B) Participants.........c...ccco...... 2a(1)(B) 650940381

(C) Others (including rollovers).. 2a(1)(C)
(2) NONCASH CONDULIONS ... 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2).............. 2a(3) 2582397113

b Earnings on investments:

(1) Interest:

(A) Intergst—bearing cash (including money market accounts and 2b(1)(A)

certificates of dEPOSIt)........cceieiiriiiiiiiiii e

(B) U.S. GOVErNMENt SECUMHES ........ce.veeeeeeeeeeeeeeeeeees s, 2b(1)(B)

(C) Corporate debt iNStrUMENtS ..........coovveoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee 2b(1)(C)

(D) Loans (other than to participants) ...............cocceereeeeeeseresersenen. 2b(1)(D)

(E) Participant I0@NS ..........c.c.ooioeoeeeeeeeeeeeeeeeeeeeeeeee e 2b(1)(E)

(F)  Othelcmmiiececeeeeeceeeeeeee et 2b(1)(F)

(G) Total interest. Add lines 2b(1)(A) through (F) .........ccccevurvermeverunnnc. 2b(1)(G) 0
(2) Dividends: (A) Preferred StOCK............oovveeeivereeeeeseeseeesereeeeeeseenens 2b(2)(A)

(B)  COMMON SIOCK. .......eveeeeeeeeeeeeeeeeeeeeeee e, 2b(2)(B)

(C) Registered investment company shares (e.g. mutual funds)........... 2b(2)(C)

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 0
(3) RENES ..oeiececeee ettt e et n s en et en e 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds.................... 2b(4)(A)

(B) Aggregate carrying amount (See iNStructions) ...............ccccceeeruen.. 2b(4)(B)

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result............... 2b(4)(C) 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate..................... 2b(5)(A)

(=3 T Y=Y OO U OO TTRO 2b(5)(B)

() 200 1165 Z(GYAY NG (B) s 2b(5)(C) 0
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Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

2022

This Form is Open to Public

Inspection

Partl | Annual Report Identification Information

For calendar plan year 2022 or fiscal plan year beginning 01/01/2022

and ending

12/31/2022

A This return/report is for: D a multiemployer plan

D a multiple-employer plan (Filers checking this box must attach a list of

participating employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)

D the first return/report D the final return/report

B This return/report is:
D an amended return/report

C Ifthe plan is a collectively-bargained plan, check here. . ...... ... ...t

Form 5558

D special extension (enter description)

D Check box if filing under: [ ] automatic extension

E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ................

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

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
AUTOMATIC DATA PROCESSING, INC. FLEX 2000 PLAN number (PN) » 503
1c Effective date of plan
05/01/1977
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)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
AUTOMATIC DATA PROCESSING, INC.

ONE ADP BOULEVARD
MAIL STOP 433
ROSELAND, NJ 07068-1728

ONE ADP BOULEVARD
MAIL STOP 433
ROSELAND, NJ 07068-1728

Number (EIN)
22-1467904

2c

Plan Sponsor’s telephone
number
973-974-5000

2d

Business code (see
instructions)
518210

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.

I?IIE(I;Q"I‘E Filed with authorized/valid electronic signature. 10/13/2023 TANYA GUAZzO
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 (2022)
v. 220413
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Form 5500 (2022) Page 2
3a Plan administrator’s name and address 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 ‘ 31351
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(1) Total number of active participants at the beginning of the Plan Year ..............cccocevocueicurieceeeeeeeeeee e, 6a(1) 31113
a(2) Total number of active participants at the end of the PIan YEAr .............cccoooiueiiioiiiiicieeieeeee e 6a(2) 33407
b Retired or separated participants reCeiving BENELS ..............c.co.cvrueieiiiieiieieieecee ettt en e 6b 190
C Other retired or separated participants entitled to future Denefits............coocuiiiieiiiii i 6¢C
A Subtotal. Add lINES BA(2), BB, NG BC...............eeeeeeeeeeseeseeeeeeeeereeeeeeeeee e eee s seeeeseeeeeeseseeseeseeseeseeseeseeseseeeeessessesseses s eeneseeseen 6d 33597
@ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccceeveiiiiiiii i 6e
T TOtal. Add INES BA BNA BE. .........cvuieiceecirieie ettt es et s st 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS HEM)........v ettt ettt e et s e se et e e s e e et s s e st s e eseneee s s s e e s e et et s s seeeesenene et es e s neeeesensneneesenaneneesnneeens 69
h Number of participants who terminated employment during the plan year with accrued benefits that were
1855 thaN 100% VESEA. . ..v.vieieitetiect ittt ettt ettt ettt ees st et e s e es et b s ee et et e es et et ee s et e b s ee st et esensca bt ees bbb s sns et s e s et s s sees 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 4B 4D 4E 4F 4H 4L 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance 1) Insurance
(2) I Code section 412(e)(3) insurance contracts (2) I Code section 412(e)(3) insurance contracts
(3) E Trust (3) Trust
(4) N General assets of the sponsor (4) |Y| General assets of the sponsor
10 Check 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) 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 @) 20 A (Insurance Information)
actuary (4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)
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SCHEDULE C Service Provider Information OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2022
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Bonefts SZCzrityaAg:ninistration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InsPeCtlon'
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
AUTOMATIC DATA PROCESSING, INC. FLEX 2000 PLAN plan number (PN) > 503
C Plan sponsor’'s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
AUTOMATIC DATA PROCESSING, INC. 22-1467904

| Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . ............ Yes D No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
PRUDENTIAL INSURANCE

22-1211670
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2022

V. 220413
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Schedule C (Form 5500) 2022

Page3-[ 2 |

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

EXPRESS SCRIPTS
22-3461740
(b) (c) (d) (e) () (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
13 MEDICAL 2908850
ADMINISTRATOR Yes D No Yes D No D Yes D No D
(a) Enter name and EIN or address (see instructions)
HEALTHYROADS INC
33-0783504
(b) (c) (d) (e) (f) (h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
13 MEDICAL 2169349
ADMINISTRATOR Yes D No Yes D No D Yes D No D
(@) Enter name and EIN or address (see instructions)
VIRGIN PULSE, INC. 75 FOUNTAIN STREET
PROVIDENCE, RI 02902
20-2547480
(b) (c) (d) (e) (f) (h)

Service
Code(s)

Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

Enter direct
compensation paid
by the plan. If none,
enter -0-.

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

13

MEDICAL
ADMINISTRATOR

790353

Yes |:| No |:|

Yes |:| No |:|

Yes |:| No |:|
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CASE 0:24-cv-03043-KMM-DTS

Doc. 32-7 Filed 09/27/24 Page 2 of 5

Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

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
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

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

OMB Nos. 1210-0110
1210-0089

2022

This Form is Open to Public
Inspection

Part|l | Annual Report Identification Information

For calendar plan year 2022 or fiscal plan year beginning 01/01/2022

and ending  12/31/2022

A This return/report is for: a multiemployer plan

D a single-employer plan
B This return/report is: D the first return/report
D an amended return/report
C Ifthe plan is a collectively-bargained plan, check here

Form 5558

D special extension (enter description)

D Check box if filing under:

E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here

D a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)
[] a DFE (specify)

D the final return/report

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

D automatic extension

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
SOUTHWEST CARPENTERS HEALTH AND WELFARE TRUST FUND

1b Three-digit plan

number (PN) »

501

1c Effective date of plan

02/08/1955

2a Plan sponsor’'s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (i

JOINT BOARD OF TRUSTEES, SOUTHWEST CARPENTERS HEALTH AND WELFARE TRUST

533 SOUTH FREMONT AVENUE
LOS ANGELES, CA 90071

2b Employer Identification
Number (EIN)

f foreign, see instructions) 95-6042873

2c Plan Sponsor’s telephone
number

213-386-8590

2d Business code (see
instructions)

236200

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, | d

eclare 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.

I?IIE(I;Q"I‘E Filed with authorized/valid electronic signature. 09/21/2023 PETE RODRIGUEZ
Signature of plan administrator Date Enter name of individual signing as plan administrator
I?IECI;Q":E Filed with authorized/valid electronic signature. 09/21/2023 CURTIS CONYERS, JR.
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 (2022)
v. 220413
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Form 5500 (2022) Page 2
3a Plan administrator’s name and address 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 ‘ 31701
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(1) Total number of active participants at the beginning of the Plan Year ..............cccocevocueicurieceeeeeeeeeee e, 6a(1) 31701
a(2) Total number of active participants at the end of the PIan YEAr .............cccoooiueiiioiiiiicieeieeeee e 6a(2) 32789
b Retired or separated participants reCeiving BENELS ..............c.co.cvrueieiiiieiieieieecee ettt en e 6b
C Other retired or separated participants entitled to future Denefits............coocuiiiieiiiii i 6¢C
A Subtotal. Add lINES BA(2), BB, NG BC...............eeeeeeeeeeseeseeeeeeeeereeeeeeeeee e eee s seeeeseeeeeeseseeseeseeseeseeseeseeseseeeeessessesseses s eeneseeseen 6d 32789
@ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccceeveiiiiiiii i 6e
T TOtal. Add INES BA BNA BE. .........cvuieiceecirieie ettt es et s st 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS HEM)........v ettt ettt e et s e se et e e s e e et s s e st s e eseneee s s s e e s e et et s s seeeesenene et es e s neeeesensneneesenaneneesnneeens 69
h Number of participants who terminated employment during the plan year with accrued benefits that were
1855 thaN 100% VESEA. . ..v.vieieitetiect ittt ettt ettt ettt ees st et e s e es et b s ee et et e es et et ee s et e b s ee st et esensca bt ees bbb s sns et s e s et s s sees 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ........ 7 1299
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 4B 4D 4E 4H
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) I 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 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) 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 @) 4 A (Insurance Information)
actuary (4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)
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SCHEDULE C Service Provider Information OM No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2022
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab -
Employee Bonefts SZCzrityaAg:ninistration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InsPeCtlon'
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
SOUTHWEST CARPENTERS HEALTH AND WELFARE TRUST FUND plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
JOINT BOARD OF TRUSTEES, SOUTHWEST CARPENTERS HEALTH AND WELFARE 95-6042873
TRUST

| Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . ............ Yes D No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
GOLDMAN SACHS ASSET MANAGEMENT

13-3575636

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

INVESCO CAPITAL MANAGEMENT, LLC

58-1709953

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

HEITMAN, LLC

36-4263867

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

BLACKSTONE INFRASTRUCTURE PARTNERS

83-3025827

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2022
v. 220413
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Schedule C (Form 5500) 2022

Page3-[ 1 |

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

ANTHEM BLUE CROSS

95-4331852

(h)

(b)

Service
Code(s)

(c)
Relationship to
employer, employee

organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

compensation, for which the

()
Did indirect compensation
include eligible indirect

plan received the required
disclosures?

compensation received by
service provider excluding

Enter total indirect

eligible indirect

compensation for which you
answered “Yes” to element

(f). If none, enter -0-.

Did the service
provider give you a
formula instead of
an amount or
estimated amount?

12131
49 62

5

NONE

9063939

Yes No D

Yes No D

Yes IX| No D

(@) Enter name and EIN or address (see instructions)

CARPENTERS SOUTHWEST ADMIN. CORP.

95-3687194
(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  [by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
1213 AFFILIATED 5854681
ADMIN. CORP. Yes D No Yes D No D Yes D No D
(@) Enter name and EIN or address (see instructions)
EXPRESS SCRIPTS, INC.
22-3461740
(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
compensation? (sources | compensation, for which the | service provider excluding | formula instead of
an amount or

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

other than plan or plan
sponsor)

plan received the required
disclosures?

eligible indirect

(). If none, enter -0-.

compensation for which you
answered “Yes” to element

estimated amount?

12

NONE

2346882

Yes |:| No

Yes |:| No |:|

Yes |:| No |:|
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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). 2022

Department of Labor » Complete all entries in accordance with

Employee Benefits Security

Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

This Form is Open to Public

Inspection
Partl | Annual Report Identification Information
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of

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 D 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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
CHARTER COMMUNICATIONS, INC. WELFARE BENEFIT PLAN

1b Three-digit plan
number (PN) » 507

1c Effective date of plan
05/01/1994

2a Plan sponsor’'s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

2b Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 84-1496755

CHARTER COMMUNICATIONS, INC.

7820 CRESCENT EXECUTIVE DRIVE
CHARLOTTE, NC 28217

2c Plan Sponsor’s telephone
number
314-965-0555

2d Business code (see
instructions)
517000

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.

I?IIE(I;Q"I‘E Filed with authorized/valid electronic signature. 06/06/2023 OLGA LOZADA
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 (2022)
v. 220413
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Form 5500 (2022) Page 2
3a Plan administrator’s name and address 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 ‘ 91433
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(1) Total number of active participants at the beginning of the Plan Year ..............cccocevocueicurieceeeeeeeeeee e, 6a(1) 90423
a(2) Total number of active participants at the end of the PIan YEAr .............cccoooiueiiioiiiiicieeieeeee e 6a(2) 96512
b Retired or separated participants reCeiving BENELS ..............c.co.cvrueieiiiieiieieieecee ettt en e 6b 981
C Other retired or separated participants entitled to future benefits.............cooiiiii i 6¢C 0
A Subtotal. Add lINES BA(2), BB, NG BC...............eeeeeeeeeeseeseeeeeeeeereeeeeeeeee e eee s seeeeseeeeeeseseeseeseeseeseeseeseeseseeeeessessesseses s eeneseeseen 6d 97493
@ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccceeveiiiiiiii i 6e
T TOtal. Add INES BA BNA BE. .........cvuieiceecirieie ettt es et s st 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS HEM)........v ettt ettt e et s e se et e e s e e et s s e st s e eseneee s s s e e s e et et s s seeeesenene et es e s neeeesensneneesenaneneesnneeens 69
h Number of participants who terminated employment during the plan year with accrued benefits that were
1855 thaN 100% VESEA. . ..v.vieieitetiect ittt ettt ettt ettt ees st et e s e es et b s ee et et e es et et ee s et e b s ee st et esensca bt ees bbb s sns et s e s et s s sees 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 4B 4D 4E 4F 4G 4H 41 4L 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance 1) Insurance
(2) I Code section 412(e)(3) insurance contracts (2) I Code section 412(e)(3) insurance contracts
(3) I Trust (3) I Trust
(4) N General assets of the sponsor (4) |Y| General assets of the sponsor
10 Check 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 @) 10 A (Insurance Information)
actuary (4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)
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SCHEDULE C Service Provider Information OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2022
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Bonefits SZCzrityaAg:ninistration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InsPeCtlon'
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
CHARTER COMMUNICATIONS, INC. WELFARE BENEFIT PLAN plan number (PN) > 507
C Plan sponsor’'s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CHARTER COMMUNICATIONS, INC. 84-1496755

| Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . ............ |:| Yes No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2022
v. 220413
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Schedule C (Form 5500) 2022

Page3-[ 1 |

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

HEALTHY ALLIANCE LIFE INS CO

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No

Yes D No D

Yes D No D

(@) Enter name and EIN or address (see instructions)

86-0257201
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest

121315 CLAIMS 48114130
49 62 PROCESSOR

EYEMED

47-3094984

(b)

(c)

(d)

(e)

(f)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  [by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
121373 CLAIMS 7170632
PROCESSOR

Yes D No

Yes D No D

Yes D No D

(@) Enter name and EIN or address (see instructions)

EXPRESS SCRIPTS, INC.

22-3461740

(b)

(c)

(d)

(e)

(f)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you | estimated amount?
answered “Yes” to element
(). If none, enter -0-.
1373 CLAIMS 6248216
PROCESSOR

Yes |:| No

Yes |:| No |:|

Yes |:| No |:|
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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). 2022

Department of Labor » Complete all entries in accordance with

Employee Benefits Security

Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

This Form is Open to Public

Inspection
Partl | Annual Report Identification Information
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of

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 D 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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan

SELECT MEDICAL CORPORATION HEALTH AND WELFARE BENEFIT PLAN

1b Three-digit plan
number (PN) » 502

1c Effective date of plan
03/01/1998

2a Plan sponsor’'s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

2b Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 23-2872718

SELECT MEDICAL CORPORATION

4714 GETTYSBURG ROAD
MECHANICSBURG, PA 17055

2c Plan Sponsor’s telephone
number
717-972-1100

2d Business code (see
instructions)
623000

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.

I?IIE(I;Q"I‘E Filed with authorized/valid electronic signature. 10/11/2023 BECKY HEINDEL
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 (2022)
v. 220413
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Form 5500 (2022) Page 2
3a Plan administrator’s name and address 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 ‘ 32156
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(1) Total number of active participants at the beginning of the Plan Year ..............cccocevocueicurieceeeeeeeeeee e, 6a(1) 31871
a(2) Total number of active participants at the end of the PIan YEAr .............cccoooiueiiioiiiiicieeieeeee e 6a(2) 33622
b Retired or separated participants reCeiving BENELS ..............c.co.cvrueieiiiieiieieieecee ettt en e 6b 106
C Other retired or separated participants entitled to future benefits.............cooiiiii i 6¢C 0
A Subtotal. Add lINES BA(2), BB, NG BC...............eeeeeeeeeeseeseeeeeeeeereeeeeeeeee e eee s seeeeseeeeeeseseeseeseeseeseeseeseeseseeeeessessesseses s eeneseeseen 6d 33728
@ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccceeveiiiiiiii i 6e
T TOtal. Add INES BA BNA BE. .........cvuieiceecirieie ettt es et s st 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS HEM)........v ettt ettt e et s e se et e e s e e et s s e st s e eseneee s s s e e s e et et s s seeeesenene et es e s neeeesensneneesenaneneesnneeens 69
h Number of participants who terminated employment during the plan year with accrued benefits that were
1855 thaN 100% VESEA. . ..v.vieieitetiect ittt ettt ettt ettt ees st et e s e es et b s ee et et e es et et ee s et e b s ee st et esensca bt ees bbb s sns et s e s et s s sees 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 4B 4D 4E 4F 4H 4L 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance 1) Insurance
(2) I Code section 412(e)(3) insurance contracts (2) I Code section 412(e)(3) insurance contracts
(3) I Trust (3) I Trust
(4) N General assets of the sponsor (4) |Y| General assets of the sponsor
10 Check 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 @) 12 A (Insurance Information)
actuary (4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)
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SCHEDULE C Service Provider Information OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2022
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Bonefts SZCzrityaAg:ninistration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InsPeCtlon'
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
SELECT MEDICAL CORPORATION HEALTH AND WELFARE BENEFIT PLAN plan number (PN) > 502
C Plan sponsor’'s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SELECT MEDICAL CORPORATION 23-2872718

| Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . ............ |:| Yes No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2022
v. 220413
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Page3-[ 1 |

Schedule C (Form 5500) 2022

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

HIGHMARK
23-1294723
(b) (c) (d) (e) () (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
13 CLAIMS 10904418
ADMINISTRATOR Yes D No Yes D No D Yes D No D
(a) Enter name and EIN or address (see instructions)
EXPRESS SCRIPTS, INC.
22-3461740
(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
13 CLAIMS 1833984
ADMINISTRATOR Yes D No Yes D No D Yes D No D
(@) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

compensation? (sources | compensation, for which the | service provider excluding | formula instead of
eligible indirect an amount or

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

other than plan or plan
sponsor)

plan received the required
disclosures?

compensation for which you
answered “Yes” to element
(). If none, enter -0-.

estimated amount?

Yes |:| No |:|

Yes |:| No |:|

Yes |:| No |:|




CASE 0:24-cv-03043-KMM-DTS Doc. 32-10 Filed 09/27/24 Page 1 of 5

EXHIBIT I



CASE 0:24-cv-03043-KMM-DTS Doc. 32-10 Filed 09/27/24 Page 2 of 5

Form 5500

and 4065 of the Employee Retireme

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security

Administration the instructio

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104

sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

» Complete all entries in accordance with

OMB Nos. 1210-0110
1210-0089

nt Income Security Act of 1974 (ERISA) and

2022

ns to the Form 5500.

This Form is Open to Public
Inspection

Partl | Annual Report Identification Information

For calendar plan year 2022 or fiscal plan year beginning 01/01/2022

and ending  12/31/2022

A This return/report is for: a multiemployer plan

D a single-employer plan
D the first return/report
an amended return/report

B This return/report is:

C Ifthe plan is a collectively-bargained plan, check here

Form 5558

D special extension (enter description)

D Check box if filing under:

E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here

D a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)
[] a DFE (specify)

D the final return/report

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

D automatic extension

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
THE RAILROAD EMPLOYEES NATIONAL HEALTH AND WELFARE PLAN number (PN) » 501
1c Effective date of plan
03/01/1955
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) 80-0616625
JOINT PLAN COMMITTEE 2c Plan Sponsor’s telephone
number
571-336-7600
251 - 18TH STREET, SOUTH, SUITE 750 2d Business code (see
ARLINGTON, VA 22202 instructions)
482110

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, | d

eclare 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.

I?IIE(I;Q"I‘E Filed with authorized/valid electronic signature. 10/11/2023 ARTHUR P. MARATEA
Signature of plan administrator Date Enter name of individual signing as plan administrator
S'E(;'I‘E Filed with authorized/valid electronic signature. 10/11/2023 BRENDAN BRANON
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 (2022)
v. 220413




CASE 0:24-cv-03043-KMM-DTS Doc. 32-10 Filed 09/27/24 Page 3 of 5
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3a Plan administrator’s name and address 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 ‘ 213981
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(1) Total number of active participants at the beginning of the Plan Year ..............cccocevocueicurieceeeeeeeeeee e, 6a(1) 75210
a(2) Total number of active participants at the end of the PIan YEAr .............cccoooiueiiioiiiiicieeieeeee e 6a(2) 74512
b Retired or separated participants reCeiving BENELS ..............c.co.cvrueieiiiieiieieieecee ettt en e 6b 137111
C Other retired or separated participants entitled to future Denefits............coocuiiiieiiiii i 6¢C
A Subtotal. Add lINES BA(2), BB, NG BC...............eeeeeeeeeeseeseeeeeeeeereeeeeeeeee e eee s seeeeseeeeeeseseeseeseeseeseeseeseeseseeeeessessesseses s eeneseeseen 6d 211623
@ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccceeveiiiiiiii i 6e
T TOtal. Add INES BA BNA BE. .........cvuieiceecirieie ettt es et s st 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS HEM)........v ettt ettt e et s e se et e e s e e et s s e st s e eseneee s s s e e s e et et s s seeeesenene et es e s neeeesensneneesenaneneesnneeens 69
h Number of participants who terminated employment during the plan year with accrued benefits that were
1855 thaN 100% VESEA. . ..v.vieieitetiect ittt ettt ettt ettt ees st et e s e es et b s ee et et e es et et ee s et e b s ee st et esensca bt ees bbb s sns et s e s et s s sees 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ........ 7 41
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 4B 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance 1) Insurance
(2) I Code section 412(e)(3) insurance contracts (2) I Code section 412(e)(3) insurance contracts
(3) E Trust (3) Trust
(4) |_| General assets of the sponsor (4) |—| General assets of the sponsor
10 Check 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) 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 @) T A (Insurance Information)
actuary (4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)
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SCHEDULE C Service Provider Information OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2022
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Bonefits SZCzrityaAg:ninistration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InsPeCtlon'
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
THE RAILROAD EMPLOYEES NATIONAL HEALTH AND WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
JOINT PLAN COMMITTEE 80-0616625

| Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . ............ Yes D No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

UNITEDHEALTHCARE

36-2739571

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

HIGHMARK

56-2526063

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

AETNA US HEALTHCARE

06-6033492

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2022
v. 220413
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Page3-[ 2 |

Schedule C (Form 5500) 2022

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

EXPRESS SCRIPTS, INC.

22-3461740
(b) (c) (d) (e) () (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
121399 NONE 4250101
Yes[l No Yes[l NOI:I Yes[l NOI:I
(a) Enter name and EIN or address (see instructions)
TELADOC HEALTH INC.
04-3705970
(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
compensation? (sources | compensation, for which the | service provider excluding | formula instead of
eligible indirect an amount or

organization, or

a party-in-interest

person known to be

by the plan. If none,
enter -0-.

other than plan or plan
sponsor)

plan received the required
disclosures?

compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

estimated amount?

99

NONE

1384113

Yes D No

Yes D No D

Yes D No D

(@) Enter name and EIN or address (see instructions)

HEALTH ADVOCATE SOLUTIONS, INC.

(h)

(d)

Enter direct

23-3080019
(b) (c)
Service Relationship to
Code(s) |employer, employee

compensation paid

(e)
Did service provider
receive indirect

organization, or

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required

person known to be
a party-in-interest

sponsor)

disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

Did the service

provider give you a

formula instead of
an amount or

estimated amount?

99

NONE

619157

Yes |:| No

Yes |:| No |:|

Yes |:| No |:|






