PREMERA BLUE CROSS
PO BOX 327 MS 342
SEATTLE, WA 98111-0327

TANYA OMPRAKASH GUPTA
110 BEVERLY ST APT 1005
BOSTON, MA 02114

Form 1095-B (2021)

03/09/2022

You are receiving this Form 1095-B as proof that your health plan

meets Patient Protection and Affordable Care Act coverage requirements
for the applicable month(s) in the recent calendar year. You may need
this form to file your tax return. Please keep it with your other tax
documents and speak with a tax professional if you have questions.

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 furnish
TIP 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.

. Small Business Health Options Program (SHOP)

. Employer-sponsored coverage

. Government-sponsored program

. Individual market insurance

. Multiemployer plan

. Other designated minimum essential coverage

. Individual coverage health reimbursement arrangement (HRA)
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If you or another family member received health insurance
TIP 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 lll) 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 (e) 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.
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Responsible Individual
1 Name of responsibleindividual- First name, middle name, last name 2 Social security number (SSN) or other TIN 3 Date of birth (if SSN or other TIN is not available)
TANYA OMPRAKASH GUPTA XXX-XX-0119
4 Street address (including apartment no.) 5 City or town 6 State or province 7 Country and ZIP or foreign postal code
110 BEVERLY ST APT 1005 BOSTON MA US 02114
9 Reserved
8 Enter letter identifying Origin of the Health Coverage (see instructions forcodes): . . . . . . . . }
Information About Certain Employer-Sponsored Coverage (see instructions)
10 Employername 11 Employeridentification number (EIN)
SLALOM, LLC XX-XXX6887
12 Street address (including room or suite no.) 13 City or town 14 State or province 15 Country and ZIP or foreign postal code
ATTN: JENNIFER FAIRBANKS
821 2ND AVE STE 1900 SEATTLE WA US 98104-1526
Part Il Issuer or Other Coverage Provider (see instructions)
16 Name 17 Employeridentification number (EIN) 18 Contact telephone number
PREMERA BLUE CROSS 91-0499247 855-756-0804
19 Street address (including room or suite no.) 20 City or town 21 State or province 22 Country and ZIP or foreign postal code
PO BOX 327 MS 342 SEATTLE WA US 98111-0327
Covered Individuals (Enter the information for each covered individual.)
il e e il 1o name (o) SSNerother T | heor TiN oot | il 12 mants (e) Months of coverage
available) Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
TANYA OMPRAKASH HE NI
23 GUPTA XXX-XX-0119
24
25
26
27
28

For Privacy Act and Paperwork Reduction Act Notice, see separate instructions. Cat. No. 60704B Form 1095-B (2021)
1H8791 2.000



Discrimination is Against the Law

Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat them differently because of race, color,
national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free aids and services to people with disabilities to communicate
effectively with us, such as qualified sign language interpreters and written information in other formats (large print, audio, accessible electronic formats,
other formats). Premera provides free language services to people whose primary language is not English, such as qualified interpreters and information
written in other languages. If you need these services, contact the Civil Rights Coordinator. If you believe that Premera has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, you can file a grievance
with: Civil Rights Coordinator - Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592, TTY: 711,

Email AppealsDepartmentinguiries @Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Civil
Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights, electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf , or by mail or phone at:
U.S. Department of Health and Human Services, 200 Independence Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019,
800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html .

Washington residents: You can also file a civil rights complaint with the Washington State Office of the Insurance Commissioner, electronically through the

Office of the Insurance Commissioner Complaint Portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status , or by phone
at 800-562-6900, 360-586-0241 (TDD). Complaint forms are available at https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx .

Alaska residents: Contact the Alaska Division of Insurance via email at insurance @alaska.gov, or by phone at 907-269-7900 or 1-800-INSURAK (in-state,
outside Anchorage).

Language Assistance
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 800-722-1471 (TTY: 711).
PAUNAWA : Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-722-1471 (TTY: 711).
AR URGERAREY O TELEERGESRIRT - FHEE 8007222411 (TTY 1 7111 -
CHU Y: Néu ban néi Tiéng Viét, co cac dich vu h fro' ngdn nglr mién phi danh cho ban. Goi s6 800-722-1471 (TTY: 711).
=9I E=HE AtECtA = 4%, U A AUIAE 5% 01E0td == USLILH 800-722-1471 (TTY. T11) B2 = Matal =&AL,
BHMMAHWE: Ecrv BbI roBOPWTE Ha PYCCKOM A3IKe, TO Bam LOCTYMHLI DecnnaTHele yeryrv nepesoga. 3onuTe 800-722-1471 (teneraiin: 711).

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 800-722-1471 (TTY: 711).
MO LOU SILAFIA: Afai e te tautala Gagana fa’a Samoa, o loo iai auaunaga fesoasoan, e fai fua e leai se totogi, mo oe, Telefoni mai: 800-722-1471 (TTY: 711).
TU0990; 11959 BIVCHNWITD 290, NILOINIVFOBHDHIWWITY, Loetcda, ccuv Dwe oo, tws 800-722-1471 (TTY: 711).
FEEE  AAEZEINGEE. BHOSEXEECAAVLEZTET, 8007221471 (TTY7T1) T, BEECTITEE S,
PAKDAAR : Nu saritaem ti llocano, ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam. Awagan ti 800-722-1471 (TTY: 711).
YBATA! AKILO B pO3MOBAAETE YRPAIHCLKOK MOBOKO, BU MOXETE 3BEPHYTHCA A0 He3KOWTOBHOT cy#bu MOBHOT NigTpumKK. TenedoHyiTe 33

Homepom 800-722-1471 (Tenetain: 711).
ey 10HSthyRSUNW Manies wns SWiNsMmM O OSSN SMOSTSHNUUTHMAY 1 SIai7) 800-722-1471 (TTY: 71)4
FNFDE: PG B2 ATICE NPT PRCPT ACRF RCERTE (11 ASINPT FHITHPA: DL “Ihrad &0 BRaMy §00-722-1471 (eotvmtt A+agFar: 7113,
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 800-722-1471 (TTY: 711).

(711 S g sl Ciila 28 5) 800-722-1471 8 0 il nally i il 4525 gl gae Linall o i cdalll S5 T i€ 1] Adasale

fimrs fo&. 7 37 Jrrst Sow 3, 3 9 KT Aoz AT 393 &t ye3 GussT 31 800-722-1471 (TTY: 711) '3 75 sl
Gow: hguyamun Tnegaenus alfuimsssamaemanm1dv Tny 800-722-1471 (TTY: 711).
ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer: 800-722-1471 (TTY: 711).
UWAGA: Jezeli mdwisz po polsku, mozesz skorzystac z bezplatnej pomocy jezykowej. Zadzwon pod numer 800-722-1471 (TTY: 711).
ATANSYON: Siw pale Kreyol Ayisyen, gen sevis &d pou lang ki disponib gratis pou ou. Rele 800-722-1471 (TTY: 711).
ATTENTION : Sivous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-722-1471 (ATS - 711).
ATENCAQ: Se fala portugués, encontram-se disponiveis servigos linguisticos, grétis. Ligue para 800-722-1471 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-722-1471 (TTY: 711).
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Premera Blue Cross is an independent licensee of the Blue Cross Blue Shield Association serving businesses and residents of Alaska and Washington State, excluding Clark County.
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