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January 29, 2022

79901

0

VENKATA JOKA
2001 FALL BLVD
APT 343

QUINCY MA 02169

9 0

195

Re: IMPORTANT TAX INFORMATION - Massachusetts 1099-HC Form
Account: 03348F 03348FBC

Dear VENKATA JOKA,

This MA 1099-HC form (see reverse side) serves as a written statement of health insurance coverage
provided to you and your family by Cigna Companies. It is being issued in accordance with
Massachusetts Health Care Reform Creditable Coverage legislation, Ch. 324 MGL Sec. 11 8B, and its
information should be used in filing your state tax return. For further information, please contact the

Massachusetts Department of Revenue at hitp://www.mass.gov/dor or your tax advisor. If you have any
questions, you may contact us at 1.800.898.8969.

Sincerely,
Cigna HealthCare

If you are filing a paper return, please attach a copy of this 1099 HC form to your tax return



| 2021

J Massachusetts

Form MA 1099-HC
Individual Mandate Department of
Massachusetts He‘alth Care Coverage Revenue

2 FID number of insurance co. or administrator

‘ 960000081

1 Name of insurance company or administrator
Cigna
| .
3 Name of subscriber 4 Date of birth | 5 Subscriber number
VENKATA JOKA 05/19/1980 ‘ 00000000556729101
6 Street address 7 City/Town ! 8 State 9 Zip
2001 FALL BLVD QUINCY I MA 02169
APT 343
i;lg;;:lengnvig;;? If No, check months with minimum creditable coverage: Corrected:
OYes ENo OJan. OFeb. OMar. OApr. 0O May. OJjun. 0OJul O Aug. 0O Sep. 0 Oct. Nov. Dec. m}
a Name of dependent Date of birth  Subscriber number
PREETHI JOKA 06/23/1984 00000000556729102
Full-year minimum
creditable coverage? If No, check months with minimum creditable coverage: Corrected
IIeC B
O Yes No OJan. OFeb. OMar. OApr. OMay. OJun. OJul. OAug. 0O Sep. O Oct. E Nov. [ Dec o
b Name of dependent Date of birth  Subscriber number
VENKATA SAI DUR JOKA 05/31/2016 00000000556729103
Full-year minimum
creditable coverage? If No, check months with minimum creditable coverage:
OYes ENo OJjan. OFeb. OMar. OA Cagected;
. . . pr. OMay. OJun. 0O Jul
y T Ju.  OAug. OSep. DOOct. ENov. M@ Dec. m]




~~1095-C

Department ¢f e Treasury
Intemal Revenue Senice

2 Social Security number (SSN)
?..twlt».lOA 1\0

3 Stree! address c:n_caw:m aparimsnt no )

2001 FALLS BLVD APT 343

1

SRR

Applicable Lar

7\ Name of employer
TATA AMERICA INTERNATIONAL CORP
9| Streel address {including room or suite no.)

m,.\@._._._omz>=. STREET 4TH
—— " PRINAIL STREE

loyer Member (Employer)
ge Employ | 8 Emoloyer idantification numker (EIN)

13-2805758

10 Contact telacnons number

(732) 852-0793
13 CounTyand 2P o foreign peszal coce

— ]
12 State or province

w Employee’s Age on Jahuary 1
All 12 Months | Jan Feb Mar A |
14 Ofter of |

pr May
00<o.ﬁwm (enter | 1G 1G 1G 1G 1G
equired code) ,
15 Employee |
Required |
Contribution (ses |
nstructions) B m 5 m @ %
16 Section ¢980H

Other Relief (enter
code, If applicable)

—_—
|

Safe Harbor ang A

_

///1’/:
17 2P Coge |
A Cove

ered Individuals S
If Employer provided self-insureq

ge, check the box and enter the Informatio
/l/l

(a) Narne of Covered ,:ozar_m_ﬁv (b) SSN or cther jz
First name, _._._an_m_

(c) DOB (if SSN or other d) Covereq
nitia, last name TINis not available)
—— —r— |
VENKAT

—

—

Covera

al 12 Eo=5m
/!]/fll;
f—ox> l'ﬂdl*'lOdﬂo

18 | BHARAT D
!u’/l///l/;

preethi JOKA 19840623 | 7]
19

Venkata saj ok
20 | Durvan 10ka

2016-05-31

rt Month (enter 2-gi

git number): 01
2

Nov Dec
T

|

/

n

g the €Mmployee. E
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