2020

Form MA 1099-HC S Masdaot
Individual Mandate m
Massachusetts Health Care Coverage e

—

1 Name of insurance company or administrator 2 FID number of insurance co, or administrator

Capgemini America, Inc. vyt
P lme of subscitles 4 Date of birth 5 Subscriber numbser
KASIVISWANADH CHAVA 11/08/1984 00000000435650001
& Street sddress 7 Clty/Town & State a Zip gt
7 BEVERLY COMMONS DR #258 BEVERLY MA 01915
Full Year Coverage? If Mo, check months covered: Q_x'
Yes DONo Ojan. OFeb. OMar. OApr. O May.Oun. O Jul. OAug. OSep. DOoOct. O Nov. O Dec
, _— — — — — e —= — e
2 Name of dependent Date of birth  Subscriber number |
ARUNA CHAVA 01/10/1990  0000000C435650002 e " :
‘EI: Year Coverage? Lf Mo, check months covered: "-—'ml

BYes -DOXNo OJan. DOFeb. DOMar. OApr. O May. Ojun. DOJul. DOAug. DOSep. UOct. O Hov. ODec

Date of birth Subscriber number
06/13/2012 Q000000043 5650003

b Wame of dependent
DHANVITHA LOUKY CHAVA

If Mo, check months covered:

Fuall Year Coverage?
B Yes O No OJan. DOFeb. OMar. OApr. O May. OJun. 0O Jul,

Date of birth Subscriber number
09/30/2015 0000000043 5650004

OAug. OSep. 0O0O«<t. O Mow, ODec

¢ Wame of dependent

LOHITH CHAVA
If N, check months covered:

Full Year Coverage?
OJan. OFeb. OMar. DOApr. O May. O Jun.

E Yes 0O XNo

OJul. OAug. OSep. DOOct. O Nov. O Dec.







