
2021 Form MA 1099-HC Individual Mandate - Massachusetts Health Care Covera e 
1 Name of Insurance company or adminislrator 

Blue Cross Blue Shield of Massachusetts 
3 Name or subscriber 

GAGAN D PRABHU 
1

4 Date o.r birth 

05-04-1995 

2 FID numl>er of lnsurnnce co. 01 administralor 

0-1-I0-15!! 15 
S Subsc, tl>or numbe, 

9868836590000 
6 Street address 

94 HAMMOND STREET APT 2 
-- - - - -j 7 CilyfTo'Ml • 

BOSTON [
----, ---------8 Slale 9 Zip 
MA 02120 

----------Full-year minimum creditable coverage? 

D Yes Iii No !ii Jan. 
If No. check months 'Mlh minimum creditable coverage: 

18 Feb. 18 Mar. 18 Apr. Iii May l2j June Iii July Iii Aug , Sepl. 0Nov, 

a. Name of dependent Dalo of birth Subscriber number 

Full-year minimum creditable coverage? If No, check monlhs vvith minimum creditable coverage: 

D Yes D No 0Jan. D Feb. D Mar. D Apr. D May 0June July 0 Sept 

b. Name of dependent Date of birth Subsctiber number 

Full-year minimum creditable coverage? 

D Yes D No 0Jan. 
If No. check monlhs with minimum c1ed1lable cove,age: 

D Feb. D Mar. D Apr. D May D June D July D Sept 00ct 0Nov. 

c. Name of dependenl Dale of birth Subscriber number 

Full-year minimum credilable coverage? If No. check months with minimum credilable coverage: 
D Yes D No 0Jan. D Feb. D Mar. D Apr. D May D June July Sept 00ct 

d . Name of dependent Dale of birth Subscriber number 

Full-year minimum creditable coverage? If No, check monlhs wilh minimum creditable coverage: 

D Yes D No 0Jan. D Feb. D Mar. D Apr. D May D June July Sept 00ct 0Nov. 

e. Name of dependent Date of birth Subscr1UCr number 

Full-year minimum creditable coverage? If No, check months IMlh minimum credilable coverage: 

D Yes D No 0Jan. D Feb. D Mar. D Apr. D May D June July 0 Sept 00ct 0Nov. 

f. Name of dependent Dale of birth Subsc1ibc1 number 

Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: 

D Yes D No 0Jan. 0 Feb. 0 Mar. D Apr. D May O June D July 0Aug. Sept 00ct 

g. Name of dependent Dale of birth Subsc, ibcI number 

Full-year minimum creditable coverage? 

D Yes D No 0Jan. 

If No, check monlhs \Mth minimum creditable coverage: 

D Feb. D Mar. D Apr. D May O June July Sept D0c1. 

h. Name of dependent Dale of bhth Subscdbe1 number 

Full-year minimum creditable coverage? If No check months with minimum creditable coverage: 

0Yes D No 0Jan. 0Feb. D Mar. 0Apr . D May 0June July Sepl . 00ct 0Nov. 

IOI llunlington /\venue, Suile 1300 I Boslon, Ml\ 112199-7611 

ZHCR02 
131uc Cross Ulue Shidel or Massachusetts is an lnucpcnucnl Licensee of the Blue Cross nnu Blue Shield Association 
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Corroctod: 
Ooec. 

Corrected : 

Corrected: 

Corrected: 

Corrected: 

Corrected: 

Correcled: 

Corrected: 
00ec. 

Correcled: 
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