Form MA 1099-HC 2020 N
Individual Mandate &J.S:ancmh:::ts
Massachusetts Health Care Coverage W

Tracking #: 3204921T1

1 Name of insurance company or administrator

2 FID number of insurance o, o administrator

Tufts Health Public Plans, Inc. ; 80-0721489

3 Name of subscriber 4 Date of birth 5 Subscriber number
SAILEKHA ANTHAM 05/17/1996 2753U4862

6 Street address 7 City/Town 8 State 9 Zip
CORNELIA COURT MISSION MAIN BOSTON MA 021202120

Corrected:

Full-year minimum creditable coverage? If No, check months with minimum creditable coverage:

D Yes No D Jan. D Feb. D Mar,DA r. D Ma E]June DJuI I:]

a. Name of dependent Date of birth Subscriber number

Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:

D Yes D No |:] Jan. D Feb. D Mar. D Apr. D May DJune DJU|¥D Aug. D Sept. Don DNOV. DDec.

b. Name of dependent Date of birth Subscriber number

Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
D Yes l:l No l:l Jan. D Feb. l:l Mar. I___]Agr. D May DJune DJUIZD Aug. D Sept. DOﬂ. DNov. ’:‘Dec.
¢c. Name of dependent Date of birth Subscriber number

Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
D Yes l:l No D Jan. l:l Feb. l:] Mar. I:l Apr. l:] May DJune DJuIZ[:, Aug. D Sept. L—_]Oct. DNov. DDec‘
d. Name of dependent Date of birth Subscriber number

Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
D Yes D No D Jan. ,:] Feb. D Mar.DAQr. D May DJune I:lJuly l:] Aug. |:| Sept. DOd. DNov. D Dec.
e. Name of dependent Date of birth Subscriber number

Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
‘:] Yes D No D Jan. D Feb. [:’ Mar. DApr. D May E’June DJulv D Aug. D Sept. DOcl. DNOV‘ l:' Dec.
f. Name of dependent Date of birth Subscriber number

Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
I:‘ Yes ‘___' No I:] Jan. D Feb. D Mar‘[::l Apr. l:‘ May DJuna DJuly D Aug. D Sept. DOCL |:|Nov. D Dec.
g. Name of dependent Date of birth Subscriber number

Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
|:] Yes D No D Jan. D Feb. l:‘ Mar. D Apr. E’ May [IJune DJquD Aug. D Sept. L—_lom. DNov. D Dec.
h. Name of dependent Date of birth Subscriber number

Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:

D Yes [:I No D Jan. l:l Feb. [:I Mar. ‘:‘ Apr. l:] May. \:IJune DJuIy D Aug. l:l Sept. Dom. DNov. D Dec.

0H8107 2.000
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