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The 1095-B form - your proof of health insurance

The Affordable Care Act (ACA), also called health care reform law, requires every person to have basic health
insurance or face a penalty. The Internal Revenue Service (IRS) requires us to report who we’ve covered. The IRS
also requires us to let you know with this 1095-B form, called the Statement of Minimum Essential Coverage.

This is your proof that you had health care coverage for all or part of the tax year.

If you have questions

Read the instructions on the back of the form. For all tax-related questions, talk with your tax advisor.
Or contact the IRS by going to irs.gov.
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Health Coverage

» Do not attach to your tax return. Keep for your records.
» Go to www.irs.gov/Form1095B for instructions and the latest information.
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E Responsible Individual

1 Name of responsible individual-First name, middle name, last name

ANUGNA

PENTAPARTHY 121115040

2 Social security number (SSN) or other TIN

3 Date of birth (if SSN or other TIN is not available)

4 Street address (including apartment no.)

9732 TRUCKEE ST

5 City or town

COMMERCE CITY CO

8 Enter letter identifying Origin of the Health Coverage (see instructions for codes):

9 Reserved

> [o]

Information About Certain Employer-Sponsored Coverage (see instructions)

6 State or province

7 Country and ZIP or foreign postal code
80022

10 Employer name
HUNGER FREE COLORADO

11 Employer identification number (EIN)
680551464

12 Street address (including room or suite no.)
1355 S COLORADO BLVD 201

13 City or town

DENVER co

14 State or province

15 Country and ZIP or foreign postal code
80222

Part il

Issuer or Other Coverage Provider (see instructions)

16 Name
HUNGER FREE COLORADO

68-0551464

17 Employer identification number (EIN)

18 Contact telephone number
1-(303)-228-7947

19 Street address (including room or suite no.)

1355 S COLORADO BLVD 201

20 City or town

DENVER CcO

21 State or province

22 Country and ZIP or foreign postal code
80222

GV Covered Individuals (Enter the information for each covered individual.)

{a) Name of covered individual(s)
First name, middle initial, last name

{b) SSN or other TIN

{c) DOB (if SSN or other
TIN is not available)

{d) Covered
all 12 months|

{e) Months of coverage

Jan Feb

Mar

Apr

May

Jun

Jul Aug Sep Oct

ANUGNA PENTAPARTHY

23

121115040
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X

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

Cat. No. 60704B
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Instructions for Recipient

This Form 1095-B provides information about the individuals in your tax
family (yourself, spouse, and dependents) who had certain health coverage
(referred to as “minimum essential coverage”) for some or all months during
the year. Minimum essential coverage includes government-sponsored
programs, eligible employer-sponsored plans, individual market plans,

and other coverage the Department of Health and Human Services
designates as minimum essential coverage.

Before 2019, individuals who did not have minimum essential coverage
and did not qualify for an exemption from this requirement could be liable for
the individual shared responsibility payment. Beginning in 2019, individuals
will not be responsible for the individual shared responsibility payment
because the payment amount is reduced to $0. However, if individuals in
your tax family are eligible for certain types of minimum essential coverage,
you may not be eligible for the premium tax credit. For more information on
the premium tax credit, see Pub. 974, Premium Tax Credit (PTC).

Providers of minimum essential coverage are required to fumish

only one Form 1095-B for all individuals whose coverage is

reported on that form. As the recipient of this Form 1095-B, you
should provide a copy to other individuals covered under the policy if they
request it for their records.

Additional information. For additional information about the tax provisions
of the Affordable Care Act (ACA), including the individual shared
responsibility provisions, and the premium tax credit, see www.irs.gov/ACA
or call the IRS Healthcare Hotline for ACA questions (800-919-0452).

Part I. Responsible Individual, lines 1-9. Part | reports information about
you and the coverage.

Lines 2 and 3. Line 2 reports your social security number (SSN) or other
taxpayer identification number (TIN), if applicable. For your protection, this
form may show only the last four digits. However, the coverage provider is
required to report your complete SSN or other TIN, if applicable, to the IRS.
Your date of birth will be entered on line 3 only if line 2 is blank.

Line 8. This is the code for the type of coverage in which you or other
covered individuals were enrolled. Only one letter will be entered on this line.

A. Small Business Health Options Program (SHOP)

B. Employer-sponsored coverage

C. Government-sponsored program

D. Individual market insurance

E. Multiemployer plan

F. Other designated minimum essential coverage

G. Individual coverage health reimbursement arrangement (HRA)

If you or another family member received health insurance
coverage through a Health Insurance Marketplace (also known as
an Exchange), that coverage will generally be reported on a
Form 1095-A rather than a Form 1095-B. If you or another family member
received employer-sponsored coverage, that coverage may be reported on a
Form 1095-C (Part Ill) rather than a Form 1095-B. For more information, see
www.irs.gov/Affordable-Care-Act/Questions-and-Answers-About-Health-
Care-Information-Forms-for-Individuals.

Line 9. Reserved.

Part Il. Information About Certain Employer-Sponsored Coverage, lines
10-15. If you had employer-sponsored health coverage, this part may
provide information about the employer sponsoring the coverage. This part
may show only the last four digits of the employer’s EIN. This part may also
be left blank, even if you had employer-sponsored health coverage. If this
part is blank, you do not need to fill in the information or return it to your
employer or other coverage provider.

Part lll. Issuer or Other Coverage Provider, lines 16-22. This part reports
information about the coverage provider (insurance company, employer
providing self-insured coverage, government agency sponsoring coverage
under a government program such as Medicaid or Medicare, or other
coverage sponsor). Line 18 reports a telephone number for the coverage
provider that you can call if you have questions about the information
reported on the form.

Part IV. Covered Individuals, lines 23-28. This part reports the name, SSN
or other TIN, and coverage information for each covered individual. A date of
birth will be entered in column (c) only if the SSN or other TIN is not entered
in column (b). Column (d) will be checked if the individual was covered for at
least 1 day in every month of the year. For individuals who were covered for
some but not all months, information will be entered in column (g) indicating
the months for which these individuals were covered. If there are more than
six covered individuals, see Part IV, Continuation Sheet(s), for information
about the additional covered individuals.



We’re here for you — in many languages

The law requires us to include a message in all of these different languages. Curious what they say? Here’s the English
version: “You have the right to get help in your language for free. Just call the Member Services number on your ID card.”
Visually impaired? You can also ask for other formats of this document.

Spanish

Usted tiene derecho a recibir ayuda en su idioma en forma
gratuita. Simplemente llame al nimero de Servicios para
Miembros que figura en su tarjeta de identificacién.

Chinese

EERCBRBEEREERNETIRENEE) - BRITAW
ID K A BIREEREWE - BEEREAL - B
RS H At =URA -

Viethamese

Quy vi c6 quyén nhan mién phi tre gidp béng ngén
ngtr ctia minh. Chi c&n goi s6 Dich vu danh cho thanh
vién trén thé ID cta quy vi. Bj khiém thi? Quy vi cling
¢6 thé héi xin dinh dang khac cla tai liéu nay."

Korean
THote Ai=ol2 REX|IME &E M7t [J&Lch D
Ft=o e Hi MH|AHE R RS AA.

Tagalog

May karapatan ka na makakuha ng tulong sa iyong
wika nang libre. Tawagan lamang ang numero ng
Member Services sa iyong ID card. May kapansanan
ka ba sa paningin? Maaari ka ring humiling ng iba
pang format ng dokumentong ito.

Russian

Bbl umeeTe npaBo Ha nony4deHre ecniaTHol NOMO LU
Ha Ballem a3bike. [1pocTo No3BoHKUTE N0 HOMEPY

06 CrnykKuBaHust KIMEHTOB, YKasaHHOMY Ha Ballel
uaeHTUrKaLMoHHoM KapTe. [NauneHTbl ¢ HapylleHnem
3pEeHNa MOTyT 3aKa3aTb JOKYMeEHT B Apyrom copmare.

Armenian

nip hpwynibp mbbp vwnwbug wiydwp oqimpinih dbp
1Eqny: Tupquubu quiquhwpbp Uinudibph
uuuwpldert YEnpnt, nph hknwmuwhwdwpp
sjud b dkp ID pupunh Jpue:

Farsi

bl 8 Seas (5 (s e Gl A B S 4 Ll | G ool Lad”

30 03 gz 42 (Member Services) Las ! cladi o jladi b AUS 008

Coh g o Caaud i VGRS Sl T pS Gl 358 udid o
S Gl g3 3 5l s S slb a4y 1) e

French

Vous pouvez obtenir gratuitement de l'aide dans votre
langue. Il vous suffit d’appeler le numéro réservé aux
membres qui figure sur votre carte d’identification. Si
vous étes malvoyant, vous pouvez également
demander a obtenir ce document sous d’autres formats.

63658MUMENMUB 02/18

Arabic
oy Jua (g sus e Lo Ul izl saelie e (Jsamall i 32l
Aoy ¢ padl Chman il o Ay selt 48y o 3 ga pall eline ) Ao
Lottt 138 e oAl JISET Gl
Japanese
BEBRODEBTHREYR—FERTEHI LN TEE
T, DA—FIZHREINTVWEA VN—Y—ERBEFE
TIER TS,

Haitian

Se dwa ou pou w jwenn &d nan lang ou gratis.
Annik rele nimewo Sévis Manm ki sou kat ID ou
a. Eske ou gen pwoblém pou wé? Ou ka mande
dokiman sa a nan [6t foma tou.

ltalian

Ricevere assistenza nella tua lingua & un tuo diritto.
Chiama il numero dei Servizi per i membri riportato sul
tuo tesserino. Sei ipovedente? E possibile richiedere
questo documento anche in formati diversi

Polish
Masz prawo do uzyskania darmowej pomocy udzielonej
w Twoim jezyku. Wystarczy zadzwonié na numer dziaiu

pomocy znajdujgcy sie na Twojej karcie identyfikacyjnej.

Punjabi

WS 3T iSY HE 3 iTd Hew JIAS Jds =7 fouuarg J1 g7
sy WElst 9798 3 i€3 e 599 3 3% 9| 57d aHwg J7
3H fer ER3TeT ¥ J9 qUTST Hal Aae Jl

TTY/TTD: 711

It’s important we treat you fairly

We follow federal civil rights laws in our health programs
and activities. By calling Member Services, our members
can get free in-language support, and free aids and
services if you have a disability. We don’t discriminate,
exclude people, or treat them differently on the basis of
race, color, national origin, sex, age or disability. For
people whose primary language isn’'t English, we offer free
language assistance services through interpreters and
other written languages. Interested in these services?

Call the Member Services number on your ID card for help
(TTY/TDD: 711). If you think we failed in any of these
areas, you can mail a complaint to: Compliance
Coordinator, P.O. Box 27401, Mail Drop VA2002-N160,
Richmond, VA 23279, or directly to the U.S. Department
of Health and Human Services, Office for Civil Rights at
200 Independence Avenue, SW; Room 509F, HHH
Building; Washington, D.C. 20201. You can also call
1-800- 368-1019 (TDD: 1-800-537-7697) or visit
hitps:/locrportal hhs. goviocr/portal/lobby isf
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