2021

Form MA 1099-HC Individual Mandate — Massachuselts Health Care Coverage

1 Name of |

pany or
Blue Cross Blue Shield of Massachuselts
3 Name of subscriber

GAGAN D PRABHU

4 Date of birth
05-04-1995

6 Streel address . )

94 HAMMOND STREET APT 2

Full-year mini ditabl;

7 City/Town
BOSTON

2 FID number of Insurance co. or administrator

04-1045815

5 Subsctiber number

9868836590000

8 State
MA

9 Zip )
02120

ge? If No, check months with minimum creditable coverage Correcled:
D Yes No EJan. Feb B Mar. Apr May June July Aug. D Sepl. D Oct. I:] Nov. D Dec
a. Name of dependent Date of birth Subscriber number
Full-year mini di ge?  If No, check months with minimum creditable coverage: Corrected:
D Yes D No DJan, [] Feb D Mar. D Apr D May D June D July D Aug. D Sept. DOcl. D Nov. U Dec.
b. Name of dependent Date of birth Subsciiber number
Full-year mini di ge?  If No, check months with minimum creditable coverage: Correcled:
[ves [No [Quan.  [QFeb. []Mar. Oaer. [OMay [Quune []duy [JAug. [Isert. [Joet. ONov.  []Dec.
c. Name of dependent Date of birth Subscriber number
Full-year mini credi ge?  If No, check months with minimum creditable coverage: Correcled:
D Yes D No DJan D Feb. D Mar. [:I Apr I:I May DJune D July EI Aug. D Sepl. DOcl_ D Nov. D Dec.
d. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? Il No, check months with minimum creditable coverage: Correcled:
I:I Yes D No DJanA D Feb. D Mar. D Apr. D May D June [:l July D Aug. D Sept Docl D Nov. D Dec.
e. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with mi dilable coverage: Corrected:
[Yes Ono [uan. [Feb. [IMar [Jaer  [IMay [Juume [Juuy [Javg. [Jsept. [oet. ONov.  [Joec.
f. Name of dependent Dale of birth Subscriber number
P " n ini ditable coverage: B
Full-year minimum creditable coverage?  If No, check months with minimum cret Corrected:
D Yes D No DJan. D Feb. D Mar.  [] Apr. D May [ June D duy ] Aug. [ sept. DOC(. O nov. [ pec.
9. Name of dependent Date of birth Subscriber number
Full-year mini credilabl ge?  If No, check months with minimum creditable coverage: Corrected:
Oves [Ino [Quan. [Feb. [Imar. QAo [Omay [Quune [Jouy [Aw  [Isept ot [INov. []Dec.
h. Name of dependent Dale of birth Subsciiber number
Full-year minimum creditable coverage?  If No, check months with Corrected:

D Yes I:I No D Apr. [:I May D June

DJan, DFeb. D Mar.

D July D Aug.
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Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association
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