021 Form MA 1099-.I-.|C Individual Mandate — Massachusetts Health Care Coverage
1 Name of or 2 FID number of Insurance co. or administrator
Bluc Cross Blue Shicld of Massachuscits 04-1045815
3 Name of subscriber 4 Dale of birth ‘5 Subscriber number
SANTOSH NAGA VI AITA 08-08-1997 9868922740000
6 Streel address 77 &!nyown e 2 8 State 9 Zip
135 NORTHAMPTON STREET B BOSTON MA 02118
Full-year minimum creditable coverage? If No, check monll;;’lﬁ;iv;i?r;u;nvca;m; ;;e;—ge:—_-' ek Corrected:
Bves Ono [leen. [rer. [IMar. [Qaer.  [Ivay  [Joune Quay [Qavs. [Jsent [Joet.  [INov. [ ec.
a. Name of dependent Date of birth Subscriber number

Full-year minimum creditable coverage?  |f No, check months with minimum credilable coverage:
Oves Ot

Oean. [Feb. Ovar. [rer  []May [ yune

Corrected:
[Quiy [Javg [Jsept. [Joet. [INov.  []pec.
. Name of dependent Date of birth Subscriber number
[
Full-year minimum creditable coverage?  If No, check months with minimurm credilable coverage: Corrected:
Oves One [Quan.  [JFeb. [mar. [Oapr. [ May Quune  [uuy  [Javs. [sept. [Joct. [INov. [IDec.
. Name of dependent Date of birth Subscriber number
e Bl e
Full-year minimum creditable coverage?  If No, check months with minimum credilable coverage: Corrected:
Oves [Qne [Quan. [Feb. []Mar. Oaer. [Omay [Joune Quay  [JAus. [ sert. [oet [Nov. []oec.
d. Name of dependent Date of birth ‘Subscriber number
AL UL PRGN G Bl SR O P b 2
Full-year minimum creditable coverage? I No, check months with minimum credilable coverage: P .
Oyes o [uan.  [JFev. [IMar. [aer. [Omvay [Joune [ty [ave. [Isept. [Joct. [JNov. []JDec.
e. Name of dependent Date of birth ‘Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
Oves ONo [Doan.  [JFeb. Owar  [Oaer  [Inay [uune [Juay [avs. [Isept. [Joet. [INov. []oec.
1. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? I No, check months with minimum creditable coverage: Corrected:
[Jves [Ino [Juan.  [JFeb. [mar. [Japr. [Omay [Quune [Qouy [aus Osert. [doct.  [nov. [Joec.
g. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage?  If No, check months with minimum creditable coverage: Corrected:
[Jves [Ino [Juan.  [Jrev. [Imar. []4er [Omay [Juune [Qouy [avg. [sept. [Joet Onov.  [pec.
h. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
DVes D No ﬂJan. DFeb, D Mar. [I Apr. D May June D July DAug. D Sept. DOCL DNov. DDec,

101 Huntington Avenue, Suite 1300 | Boston, MA 02199-7611
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Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association

Page: 2

Scanned with CamScanner



