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2021 
Massachusetts 
Department of 
Revenue 

Form MA 1099-HC
Individual Mandate 

Massachusetts Health Care Coverage

1 Name of insurance company or administrator 
HPHC Insuranoe Co 

2 FID number of insurance co. or administrator 
043149694 

3 Name of subscriber 
SUMANTH VARM PERICHERLA 

4 Date of birth 5 Subscriber number 
22APR 1998 84554938455493 

6 Street address
228 HIGHLAND ST UNIT 2 

7 City/Town 

WORCESTER 
Zip 

01609000o 
8! State
MA 

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

Yes No Jan Feb Mar Apr MayJuneuly Au 0SepOcJNovDec 
Corrected: 

N 

a. Name of dependent Date of birth Subscriber number

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

Yes No JanFebMar Apr MayJuneJuly Au SeptOct NovOec. 
b. Name of dependent Date of birth Subscriber number 

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

Yes No JanFeb MarApr.MayJune July Aus-SeptOt. NovDe 
Corrected

c. Name of dependent Date of birth Subscriber number 

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

Yes No Jan.Feb.MarApr.MayJuneJuly Aug SeptOctNov.Dec. 
d. Name of dependent Date of birth Subscriber number 

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

Yes No Jan.Feb. Mar.Apr.May JuneJuly AugSept.Oct.Nov.Dec. 
e. Name of dependent Date of birth Subscriber number 

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

Yes No JanFebMar Apr. MayJuneJuly Ausseptoct. NoDec 
f. Name of dependent Date of birth Subscriber number 

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

Yes No 
Corrected:

JanFeb.MarAr:May JuneJuly AugSeptOct NovDec.
g. Name of dependent Date of birth Subscriber number 

Ful-yearminimum creditablecoverage? If No, check months with minimum creditable coverage: 

YesNo 
Corrected:

JanFebMarAprMay June 0Juy AuSeptoctNoDec. 
h. Name of dependent Date of birth Subscriber number 

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

res No JanFebMaApMayune uly Au sept octNovDe
Corrected:
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