a Employes’s SSN R 1Wages, ps, other compensationf 2 Federal income tax withheld a Employea’s SON 1Wages, ips, other compensation] 2 Federal income tax withheld
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¢ Employer's name, address, and ZIP code

MACOUPIN COUNTY PUBLIC
805 NORTH BROAD STREET

CARLINVILLE

HEALTH DEPARTMENT

IL 62626~ 1075

¢ Employer's name, address, and ZIP code
MACOQUPIN COUNTY PUBLIC HEALTH DEPARTMENT

805 NORTH BROAD STREET

CARLINVILLE IL 62626-1075
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16 State wages, tips, etc

17 State income tax

35669..95 1765.67

17 State income tax

1765..61

6 State wages, tips, etc.

15 State E'mployer‘s state ID number
35669.95

IL) .. 37-6001351 000

18 Local wages, lips, etc. |19 Local income tax

20 Locality name

18 Local wages, tips, etc. |19 Local income tax 20 Locality name

Fom W'2 woge mnd Texsmen 2 (] 2 0

Copy B - Ta Be Filed With Employee's FEDERAL Tax Return.

Depariment of the Treasury-interal Revenue Servica

Fom W_2 Wago and Tax Statement E U E u Departmentof e Treasury-internal Revenue Service
Copy 2 - To Be Filed With Employee’s State, City, or Local Income Tax Return.
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¢ Employer's name, address, and ZIP code
MACOUPIN COUNTY PUBLIC
805 NORTH BROAD STREET

CARLINVILLE

HEALTH DEPARTMENT

IL 62626- 1075

¢ Employer's name, address, and ZIP code
MACOUPIN COUNTY PUBLIC HEALTH DEPARTMENT
805 NORTH BROAD STREET

CARLINVILLE IL 62626-1075

e Employee's first name and initial
PRAVEEN. KUMAR

i Last name Suff.

IGONUGUNTLA  KAMMA
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PRAVEEN KUMAR {GONUGUNTLA KAMMA

6150 TRACE PARKWAY DRIVE

6150 TRACE PARKWAY DRIVE
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O voip [0 CORRECTED
fom 1 095-C Employer-Provided Health Insurance Offer and Coverage

Department of the Treasury

Internal Revenue Service »Go to www.irs.gov/Form1095C for instructions and the latest information.
Fﬂ- Applicable Large Employer Member

(Employer) (Lines 7-13)
Employer's name, address, and ZIP code

»Do not attach to your tax return. Keep for your records.

OMB No. 1545-2251

2020

For Privacy Act and Paperwork Reduction Act Notice, see separate instructions.

CARLINVILLE

805 NORTH BROAD STREET
IL 62626 - 1075

MACOUPIN COUNTY PUBLIC HEALTH DEPARTMENT | Employee (Lines 1-6)

Social security number (SSN): 388-57-7126

Contact telephone number:

(217)

Employee's first name and middie initial Last name

825-4703 PRAVEEN KUMAR

6150 TRACE PARKWAY DRIVE

Employer identification number (EIN): 37-6001351

APT 208

Employee's address and ZIP code

Employee Offer of Coverage j Employee Age on January 1 D

EDWARDSVILLE IL 62025

GONUGUNTLA KAMMA

Plan Start Month (enter 2-digit number): 10

All 12
Months Jan

Feb

Mar Apr May June July Aug Sept

Oct

Nov

Dec

14 Offer of
Cove_rage (enter 1H

1H

1H 1H 1H 1H 1H 1H 1E

1E

1E

1E

15 Employee
Required

Contribution (sed
instructions) __|$ $

$ $ $ $ $ $ $ 56.90[8

58.59

$

58.59

3

58.59

16 Section
4980H Safe
Harbor and Other
Relief (enter
code, if 22
applicable)

2A

2A 2A 2A 2A 2A 2B 2C

2C

2C

2C

17 ZIP Code

Covered Individuals I Employer provided self-insured caverage, check the box and enter the information for each individual enrolled in coverage, including the employee.

(a) Name of covered individual(s)

First name, middle initial, last name

SSN or othe TIN' {c) DOB (if SSN or l(d) Covered {e) Months of Coverage
e omer ther TIN is not availabld all 12 months | Jan Apr M

t | Oct

28

30

31

32

33

35

Form 41095-C (2020)




