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IEEQI Employee

Applicable Large Employer Member .msv_o<m;

1 Name of employee (first name, middle initial, last name) 2 Social security number (SSN) 7 Name of employer 8 Employer identification number (EIN)
ANAND |GUPTA e 711 HIGHPOINT SOLUTIONS, LLC 20-5090442

3 Street address (including apartment no.) 9 Street address (including room or suite no.) 10 Contact telephone number

1037 KING WAY 301 E GERMANTOWN PIKE (913) 228-3222

4 City ortown 5 State or province 6 Country and ZIP or foreign postal code |11 City or town 12 State or province 13 Country and ZIP or foreign postal code
BREINIGSVILLE PA 18031-1482 EAST NORRITON PA 19401
Il Employee Offer of Coverage | Employee’s Age on January 1 Plan Start Month (enter 2-digit number): 01

All 12 Months Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec
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code, if applicable)
17 ZIP Code

Covered Individuals
If Employer provided self-insured coverage, check the box and enter the 533._2_0: for each individual enrolled in coverage, including the employee. H

(a) Name of covered individual(s)

{b) SSN or other TIN

TIN is not available)

(c) DOB (if SSN or other| (d) Covered
all 12 months

(e) Months of coverage
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