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Instructions for Recipient
You are receiving this Form 1095-C b your employer is an App Large subject to the
employer shared responsibility provisions in the Affordable Care Act. This Form 1095-C includes information about
the health insurance coverage offered to you by your employer. Form 1095-C, Employee Offer of Coverage section,
includes infc about the age, if any, your employer offered to you and your spouse and dependent(s). It
you purchased health insurance coverage through the Health Insurance Marketplace and wish to claim the premium
tax credit, this information will assist you in determining whether you are eligible. For more Information about the
premium tax credit, see Pub. 974, Premium Tax Credit (PTC). You may receive multiple Forms 1095-C if you had
multiple employers during the year that were Applicable Large Employers {for example, you left employment with
one Applicable Large Employer and bagan a new posil emp with another Applicable Large Employer).
In that situation, each Form 1095-C would have information only about the health insurance coverage offered to you
by the employer identified on the form. If your employer is not an Applicable Large Employer, it is not required to
fumish you a Form 1095-C providing information about the health coverage it offered.
In addition, if you, or any other individual who s offered health coverage because of their relationship to you
(referred to here as family members), enrolled in your employer’s health plan and that plan is a type of pian referred
fo as a “self-insured” plan, Form 1095-C, Covered Individuals section, provides information about you and your
family members who had certain health coverage (referred to as “minimum essential coveraga™} for some or all
months during the year. If you or your family members are eligible for certain types of minimum essential coverage,
you may not be eligible for the premium tax credit. i
it your employer provided or a family member health coverage through an insured heaith plan or In another
mary?ﬁar, yg:o:may receive hylzurmaﬂon about the coverage separately on Form 1095-B, Health Coverage. Similarly,
it you or a family member obtained minimum essential coverage from another source, such as a government-
sponsored program, an individual market plan, or misceilaneous coverage designated by the Department of Health
and Hurnan Services, you may receiva information about that coverage on Form 1095-B. If you or & family member
enrolied in a qualified health plan through a Health Insurance Marketplace, the Health Insurance Marketplace will
report ion about that ge on Form 1095-A, Health Insurance Marketplace Statement.

Employers are required to fumish Form 1095-C only to the ampioyee. As the reclplent of this Form 1095-C,

you should provide a copy to any family members covered under a self-insured employer-sponsored pian
listed in the Covered Individuels section if they request It for their records.
Additional information. For additional information about the tax provisions of the Affordable Care Act (ACA),
e cual shared responsibility provisions, the pramium tax credit, and the employer shared
. Visit www.irs.gov/ACA or call the IRS Healthcare Hotline for ACA questions

responsibility
(800-919-0452).
Employee
Reports information about you, the employee. Reports your social security number (SSN). For your protection, this form
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Em?loyer Offer of Coverage, Lines 14-17
Line 14. The codes listed below for line 14 the that offered to you and your spouse
and dependent(s), i any. (1 you an offer of age through a yolayer plan due 1o your membership In &
l:;on.moﬁunwnd be shown on line 14.) The information on line 14 relates to sligibility for coverage subsidized by
WWM*'MWW‘-WWﬂ For mora information about the premium tax credit, see
o coverage p 9 value offered to you with an empioyee requlred contribution
~ .m-’uﬂly coverage equal to or less than 9.5% (as adjusted) of the 48 contiguous states single federal poverty
(;‘1: minimum essential coverage offered to your spouse and dependent(s) (raferred to here as a Qualitying
o). This code may be used 10 report for specific months for which a Qualifying Offer was made, even if you did
ROt receive a Qualitying Ofter for all 12 months of the year. For on the of the 8.5%,
visit IRS.gav.
18, providi
offered to your spousa or dependent(s). g
.

This | a tel number for the parson whom you may call if
P m\htlnnnorloreponorrmlnitnlnfomationonmﬂormand

value offered 10 you and minimum essential coverage NOT

ic. 4
?Dm, depandent(s) but W'F'your Shouss. value offered 10 you and minimum essential coverage offere

i al red i e off

10 your spouse but NOT your dependent(s). value offered 1o you and minimum essential coverage offered
1E, Minimum
1o your dependant(s) and spouse.

valus offered 1o you and minimum essaentlal coverage offered

1F. Minimum i ge NOT di i
dependent(s), or you, your spouse, and dependent(s).
1G, You were NOT a full-time employee for any month of the calendar year but were enrolled in seff-insured
employur—spon_;orod coverage for one or more months of the calendar year. This code will be entered in the All 12
Months box or in the separate monthly boxes for all 12 calendar months on line 14.

1H. No offer of coverage {you were NOT offered any health coverage or you were offered coverage that is NOT
minimum essential coverage).

1l. Reserved for future use.

value offered to you, or you and your spouse or

1J. Minimi gt viding mi value offered to you;
offered to your spouse; and minimum essential coverage NOT offered to your dependentls).
1K N i i value oftered 1o you; mi ag it Y

offered to your spouse; and rn:'\h;um esszm'\al coverage oftered to your dependent(s).
L L ge health arrangement (HRA) offered to you only with atfordability determined
by using employee's primary residence ZIP code.

M. Individual coverage HRA offered to you and dependent(s) (ot spouse) with atfordability determined by using
employee’s primary residence ZIP code.

1N. Individual coverage HRA offered to you, spouse, and di dent(s) with ity d by using
employee's primary residence ZIP code.
10. Individual coverage HRA offered to you only using the employee’s primary site Z\P code

affordability safe harbor.

1P. Individual coverage HRA offered to you and dependent(s) (not spouse) using the employee's primary
employment site ZIP code affordability sate harbor,

1Q. individual coveraga HRA uffered 1o you, spouse, and dsp
site ZIP code affordability safe harbor.

1R. Individual coverage HRA that is NOT affordable offered to you; empioyee and spouse or dependent(s); or
smployes, spouse, and dependents.

1S. Individual coverage HRA offered to an individual who was not a full-time employes.

1T. Individual coverage HRA offered to employee and spouse (no ts) with

employee's primary residence ZIP code.

1U. Individual coverage HRA offered to employee and spouse (no dependents) using employee's primary
employment site ZIP code affordability safe harbor.
1V. Reserved for future use.

1W. Reserved for future use.

1X. Reserved for future use.

1Y. Reserved for future use.

1Z. Reserved for future use. o
Line 15. Reports the cmpluyopcmr:q;rl‘r;!l conM v:-:;. e ongoyes offered T
HRA. the employee requirad contribution is the excass of the monthly premium mHa:A on the :'wbw; py"’..ﬁ'““'
age for the applicable lowast cost siver pian o ¢ bia mose®. e me 108G - ot more
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eiigibllity for other healthcara arrangements might affect the amount reporh VL T

i Other than a
Line 18. Provides the IRS information 1o the " ll‘;l(::"‘ e Lty T
code 2C, which reflects your enroliment In your employer's coverags. fone inform. affects Your sl
for the p.:amlum tax credit. For more information about the employ :mn' '_; it v e
Line 17. Reports the applicable ZIP code your employer used for duta‘ mngw‘" b.ardabdr i were ,m:‘ £
individulul covarage HRA. If code 1L, 1M, 1N, or 1T was used on lina 14, this your primary residence location

I code 10, 1P, 1Q, or 1U was used on line 14, thia will be your primary employment site. For more imformation
about individual coverage HRASs, visit IRS.gov.
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