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1) ;om 1 095-0 Employer-Provided Health Insurance Offer and Coverage
| n:pﬂ:;rv;;t :I t‘veq‘;m n > Do not attach to your tax retum. Keep for your records. D CORRECTED 2 @2 O
""E” Service > Go to www.lre.gov/Form 1095C for Instnictions and the latest Information. i
il Appiicable Large Employsr Member (Employer) ____
1 Name of empicyee (firet name. middie Initial, last name) £ Social security numbe (6N) 7 ame of employer 8 Employer idantiication rumber (EIN)
SAl RAM VAKKALAGADDA XXX-XX-0059 COSMOS GRANITE SOUTH WES T LLC 61-1935128
g 25 s T 8 Btresl address (roludng room of site o) 10 Cartact telsphone numbsr
40037 FREMONT BLVD 8610 S 212 ST 734-453-8770
¢ City or town 5 State or province 8 Country and ZIP or foreign postal coda |11 City or town 12 Stata or province 13 Courtry and ZP o frsign pestal coda
FREMONT cA | USA 94538 KENT WA | USA 98032
Employee Offer of Coverage | Employee’s Age on January 1 Plan Start Month (enter 2-digit number): 06
A zMets | Jan Feb Mar Apr May June July Aug Sept Oct Nev | Dec
= | |
overege N
requs code) | 1H 1H 1E 1E 1E 1E 1E 1E 1E 1E 1E 1E
15 Emploree L l
Reured
—_ instruztion) - 120. 120.008 120.00% 120.00% 120.008 120.005 120.00 120.005 120.005 120.00
—_— 16 Section 4980H
Gt ket (ot
code, i zppl 2A 2D 2H 2H 2C 2C 2C 2C 2C 2C 2C 2C
17 ZIP Code ( (
Covered Individuals _ £y ) o e o aats '
If Employer provided seli-insured coverags, check the box and enter the information for each individual enrolled in cm;erag:s. :::::ludmg the employee.
covered individua N or other TIN DOB (# 5SN or other| (d) Covered (e) Mon average
P erme, middlo i, et = . b i o avaibiy |3 2 monihs Apr July | Aug | Sept | Ot \\ Nov | Dec
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For Privacy Act and Paperwork Reduction Act Notice, see separate instructions. 1095-C (2020)
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