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s} 095"0 Employer-Provided Health Insurance Offer and Coverage = OMB No_ 1645-2251
Department of the Treasury » Do not attach to your tax return. Keep for your records. CORRECTED & '(.;72 1
Internal Revenua Service » Go to www.irs.gov/Form1095C for instructions and the latest information. £
Employee Applicable Large Employer Member (Employer) =

1 Name of employee (first nama, middis initial, last name) 2 Social security number (SSN) 7 Name of employer 8 Employer identification number (EIN)
Anugna | | Pentaparthy ***-*.5040 infinera Corporation 77-0560433

3 Street address (including apartment no ) 9 Street address (including room or suite no ) 10 Contact telephone number

9732 Truckee St 6373 San Ignacio Avenue (866) 813-4778

4 Caty or town 5 State or province 6 Country and ZIP or foreign postal code | 11 City or town 12 State or province 13 Country and ZIP o foreign postal code
Commerce City co US - 80022 San Jose CA us - 95119

(] Employee Offer of Coverage [ Employee’s Age on January 1 Plan Start Month (enter 2-digit number) 01

All 12 Months Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec
;’43 Otter of
verage (ent

'uqu»‘-'wc;?( 1H 1H 1H 1H 1H 1H 1H 1H 1H 1H 1E 1E
15 Employee
Zequum

~ontribution (s
B 5 5 5 5 5 s 5 5 5 5 5 92038 9203
18 Section 4880H
Safe Harbor and
Other Relief (enter
cods, if apphcable 2A 2A 2A 2A 2A 2A 2A 2A 2A 2D 2H 2H
17 ZIP Code

For Privacy Act and Paperwork Reduction Act Notice, see separate instructions. Cat No. 60705M Form 1095-C (2021)




Form 1095-C (2021)

k00220
Page B

Instructions for Recipient

:;:u m‘mcafwm ttus Form 1005-C because your smployer s an Applicable Large Emnployer subyeot o
imib iy shared respo ¥ p in the Afk Care Act. This Form 1085-C inciudes
i) _nbouth the health insurance coverage offerexi lo you by your amployer. Form 1098-C, Pan
: s you abaut the e It any, your employer offered to you and your spouse and
8- P ised heaith insurance Goverage through the Health Insurance Marketplace
:'ﬂmmgumlmmnmmm. this information wilt assist you in datenmining whether you
(PTC"‘”Y"" of more information about the premium tax creci, see Pub. 974, Premium Tax Credit
) You {my receva multipla Forms 1095-C if you had muttiple employers duing the year that were
“"""““' ."'::E"W‘f"‘ (for exampie. you left employmaent with one Applicable Large Employer
mWMFm ‘M_CW of amployment with another Applicaliie Large Employer). In that situation,
18 avreld and ';a"" information only about the haalth insurance coverage oftered to you by
Mlg"““ 0'; @ fonm.  your empioyer is not an Applicable Large Employer, it s nat
v N “""m‘ ": s ﬁ;mmf;i? Providing information about tha health coverage it oftered
addition, , O any @ idual wha 8 offered health coverage bacause of their relationship
:m{r::m o h‘:\a hﬂwy mbwg). anrolled in your smgsioyer's health plan and that plan is a
i yourt oferrad 1o as a "selt-insurad” plan, Form 1005-C, Part I, provides information about you
_)m'v'w members who had contain health coverage (raterred 1o as “minimum eesential
m } for soma or all months curdng the year. if you or your family members are eligible fat certain
" WM essential coverage, you may not be eligible for the premium tax credit.
. “;"‘,;'_"WW provided you or a famity member hoalth coverage through an lnsuted health pian or
Fhoh G Manner, you May receive information about the coverage separately on Form 10958,
i R, W&"M It you or a famity member obt umum | coverage trom
lispchons &3 & govemiment-sponsared program, an individual markat plan, of
: Stk 4 by the Department of Health and Human Services, you may
M!c.‘ﬁod.. 8bout that coverage on Form 1085-8. If you or  family member enrolied In a
eaith plan through a Health Insurance Marketplace, the Hoalth nsurance Marketplace wil
repont information sbout that coverage on Form 1085-A, Hoalth Insurance Marketplace Statement

0 required to fumish Form 1085-C only fo the employea As the mecipient of
this Form 1095-C, you shoukd provide a copy 1o any family Members Coversd Gikier 8
seff-insured employer-sponsored plan listed in Rart 11l if they request it for their FeCorT.

Additional information. For additional fomation about the tax pravisions of the Aftordable Care Act
(ACA), including the dual shared iblity pr . tha p tax credit, and the
empicyer shared responsibiity DIOVISIoNS, Vsl www. s gowACA or call the IRS Mealthcare Hatline for
ACA questions (800-919-0452)

Part |. Employee

L_h- 1-6. Part |, ines ! Swough 8, reponts nformation about you, the employee.

Line 2. This is your socal secuity number (SSN). For your pratection, thig form may show only the last
four digita of your SSN. However, the empioyer i3 requirad o rapont your camplate 88N to the IRS.

Part I. Applicable Large Employer Member (Employer)

Lines 7-13. Part |, Bnes 7 through 13, reports information abxart your employer

Line 10. Ths ine includdes a teisphune mumber for the person whom you may call if you have questions
2bout the formation reported o the form of to report errors in the information on the torm and ask
that they be corrected

Part Il. Employer Offer of Coverage, Lines 14-17

Line 14. The cooes Sted bueow for Ine 14 the ge that your employer offered 1o you
and yonr spouse snd dependertis), f sy (f you received on offer of covanage through a
mdleripioyer plan due t0 your Mermbenstsp 0 & Lnion, that offer My not be shown on line 14.) The
sedgemption on Bne 14 ralstes 1o elghity for 898 By by the ¢ tax oredit lor you,
YOuF sooLne, and dependentis). For more information about the premium lax oredil, see Pub, D74

1A, Minimen essential Soverage EroVENG Minnum vidue oered 1D you with en sRguayes reauredt

o i for enlf-anty ¢ g0 eanal o 0 less han @ 6% {8y tufustedd of the 48 contignrous atifes

Sngie federal poverty kne 4nd minenun: essential Coverage AfNmd 1 Yous B wind depanaeniis

(rederrod 10 1o a2 @ Qudlifyiing Otfer). 1hes code may be uled t report for mpeviie: munthe R wiweh 4

Qualitying Offer wes made, even @ yoau did not reveive @ Qualifieng Ofer Rr @b Y8 manits of e

catendar vear For information on the adiustment of the 8 3%, wisl IRE gov

18, Minimum essential coverage rovaiing mingman vile offsied (0 you and mursiuem sssenlist

coverage NOT offerad to your shouse o depenventis)

1C. Minimuim esseitial coverage provicing Minatum visiue 0fferad 1© yeu ansd ménenium agpelial

Coverage offered 10 your dependertiis) But NOT your spouse

10 Minimum essential coverage providing mmenum vakie offered (o you and mnma onseibnl

goverage offered f your §pouge ot NOT your dependentis)

1€ Minimum easential Soveage providing minimum vishie offered 1 yois and mininwt sesentisl

coverage offerad 10 your depahdentin) 8l spouse.

1F. Minimum essentral coverage NOT providing mininum vakee offered 1o you Of v & your aptuse

o dependent{s), or you. Youwr shouse. and depenokstal

10, You were NOT a il -Uime eswployes for any moath of the calendar year but were aveliadl in weit

NBUNed SINPIOYer SPANEOIR Caverage Kat oNa Or More Months of the calendar year. This code wit e

entared in the AR 12 Months Do of i) tha separate Monthly boxes F @l 12 calendar onthe on

line 14

1H. No offer of coverage (you were NOT oftered any haaith Soverage o you wie olfered Goverige a

8 NOT minimum essential coverage)

11, Reserved for tuture uge

1. Minimum sasential coverage jvoviding mnimum vaiue oiferad ta yow minkium sssential soverige

conditionally offerad to your 3pouse; and minianem essential cavermge NOT offered to your

depandaent(s)

1K, Minimurn sasential coverage provicing minkuim value offered to you, minknun essential coversge

conditionally olfered to your apouse; and minimuim essential coverage eftered o vour dependentil)

1L, Individual Goverage health relmbxisement anangement (HRA) oftersd 19 you only with aftardabiity

determingd Ly uging employee's primary residence J1IF code

1M, Indivicual coverage HRA oltered 16 you and dapetdent(n) (not apoune) with affordability

datermined by using employee's primary reatdence JIP7 code.

AN, Individual coverage HIRA oftered to you, spouse, aind dependentis) with afferdatility deternived by

using employee'a primary residence 2IP code.

10, Individual coverage HRA offecad to you only using the empl

coda attordability safe hador

1P, Individual coverage MAA offared th you ind depsndenta) (hat rpouss) using tha employas's

primary employment aite Z1F° vede aftordability sate harbor

1Q. Individunl coverage HIA offerad 1o you, apoude, and dependent(sl using tha emgploysa's prinary
l aite 21 code a aliity nale hatuy

1R, Indivicdual coveraga HIA that i NOT affordatie offerad 1 you, empliyes anel ipouse of

dependent(n), or employes, Bpoums, and dependents

18. Individhual coverage HEA offeced to an ndividusl who wae not a Rlltine employes

AT, Individual coverage HRA effersd 1o employes aind spouse (7o depandente) with aftordability

datermined uning employsa's pimary realdence £1P gode.

U, Indivicual coverage HRA offersd to smploysa and 8pouss (he deperndents) using emglayes’s

primary employmaent aite 21 cogle aftordatility sate hirbor

1V. Reaarved for fulure use.

1W. Regerved for future use

1X, Resorvest tor fiture ues.

1Y, Resorved for future uee

1Z, Reaeived for ilure use

' Y employ nile 21

(im0 puge &)
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Form 1095-C {2021) Page 3
Covered Individuals
If Employer provided self-insured coverage, check the box and enter the information for each individual enrolled in coverage, including the employee D

ey IR I Ay e e o T T R T T R R
: 0 |O0|0|0|0|0|0|0|0|0|0o|0|0
- O |(O|O0|o|g|o|o|o|o|0|0|0|0
2 | s B 0§ s
» il et fo dle Tnl fud imbba Aa)is
- O (O|0|0|o|o|o|o|o|o|o|0|0
. O |Oj0|od|gmo/0o/onojo
d (O e e O )
5 O |O|o|ojo|ojo|ojo|g|o|0|d
. B O OO D30 | O e (a0 O
4 O CHOrE O 0| 0 0O & O 0 O
» O (OO o OO B O O O e e
i O B0 | O B O O e B
" i R el o

Form 1095-C (2021)




Form 1095-C {2021)

LO0Y20
Page 4

Instructions for Recipient (continued)

Line 16. This line reports the employee required contribution, which is the monthiy cost to you for the
lowest cost self-only minumumn essential coverage providing minimum value that your employer offered
you. For an individual coverage HRA, the employee required contribution is the excess of the monthly
premium based on the employee's applicable age for the applicable lowest cost silver plan over the
monthly individual coverage HRA amount (generally, the annual individual coverage HRA amount
dhnded by 12). See the Instructions for Forms 1094-C and 1085-C for more details The amount
reported on line 15 may not be the amount you paid for coverage if, for example, you chose to enroll in
More expensive coverage such as family coverage. Line 15 will show an amount only if code 18, 1C,
1D, 1E, 1J, 1K, 1L, 1M, IN, 10, 1P, 1Q, 1T, or 1U is entered on line 14. i you were offered coverage
but there is no cost 1o you for the coverage, this line will report “0.00" for the amount. For more
information, including on how your eligibility for other healthcare arrangements might affect the amount
reported on line 15, vist IRS.gov

Line 16. This code provides the IRS information to administer the employer shared responsibility
provisions. Other than a code 2C, which reflects your enroliment in your employer’s coverage, none of
this information affects your eligibility for the premium tax credit. For more information about the
employer shared responsibllity provisions, visit IRS.gov.

17. This line reports the applicable Zip 000 Your amy
:":’r"fwe‘a offered an individual COverage HRA I co ployer used for determining affordability if

= code 1L, 1M, 1N, ar 1T was used on line 14, this will
1P, 1Q, or 1U was used on line 14, this will be your
e about indmvidual coverage HRAs, visit IRS gov

Part Ill. Covered Individuals, Lines 15-3¢

Part Ill reports the name, Sﬁ;&?g"; for covered individuals other than the employee listed in Part i)
and coverage information aea's' C” Individual (including any full-time employee and non-full-time
employee, and any emplo'Yb rth Wil Y Members) covered under the employer's heaith plan, if the plan
\s “self-insured.” A date of bl | ?e entered in column (cj only if an SSN (or TIN for covered
individuals other than the DT‘ZSVVBG Isted In Part ) 1s not entered in column (o). Column (d) will be
checked if the individual W(DD ; nmd for at least one day in every month of the ysar For individuals
who were covered for some (;J al:! all months, information will be entered in column (e) indicating the
months for which these indivi ’U Were Govered If there are more than 13 covered individuals,
additional copies of page 3 May be used

primary employment site. FOr MOre infarmation



