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o 10 95H-B Health Coverage
Department of the Trossury ” ¥ Do not aitach 10 your tax return- Keep for your records. . D CORRECTED N@M M
Internal Revanus Service # Go to wuweirs.gov/Foran 10255 for instructions and the i=test information. W
I8  Responsible individual TRACKING#. 502088971

1 Mams of responsibisindivideal First name, middlanams, last nsme 2 Socia! security number [SSN) or other TIN 3 Date of birtk {If 55N or ether TIN is not availabie)

FEARL ¥IPUL SHAH XA
4 Strest sddressf{includingspartment no.) 5 Ciwertown € Siste orprovinee 7 Countryand ZiP or foreign posts] code

ATLANTA

455 T4TH ST NW UNIT 365

18 Empioyername 11 EmployeridentificstionnumberEN)

ASTRA GROUPINC X XXX0418
12 Strest address{includingroom or suiteno ) 12 CHyoriown 14 Stzie or orovinee % Countryand ZIF orforsign posizl code
300 CHURCHILL CT WOODSTOCK GA US 30188
#fpdlid Issuer or Other Coverage Provider {see instructions)
16 Name 17 Emploveridenifoeilonnamber IS 18 Contedtelephonemumber
HUMANA INC S1-0647538 S02-380-4470
139 Sireet address{includingroom or suieno.} 20 Ty ortown Z1 State or province Z2 Countryand ZIP or foreign postal code
BOX 14750 . LEXINGTON EY US 40512
Govered Individuals {Enter the information for each covered individual.)
{2} Name of covered individusl{s) {b] SSN orother 1IN | fe] BOB ({SSNor | Id) Covered
first name, middleinitial, last name athor 1IN isngt | all 12 months {2} Months of coverage
availabig}
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mﬁuwmwwww Act and Paperarork Reduction Act Motice, see separate instructions. Cat. Mo. 607048 rerm 1035-B 12021}
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033850 172

- HUMANA ING
PO BOX 14760
LEXINGTON, KY 40812

AV 01039680 242448141 CYEDET

U U T E UL | R O T R T H A UL B L
FENIL VIRUL SHAH
466 14TH BT NW UNIT 868
ATLANTA, GA 30318

Form 1066-f {202 1)

IF YOU HAVE QUESTIONS CONTACT
HUMANA AT 1-800-448-6262

Instructions for Recipient

This Farm 10868 provides nformatlon about tha Individuals In your tax
famlly [yourself, speuse, and dependants) who had oartain health covarage
{roferrad to a8 "minfmum casentlal coverage"} for soma or all months during
the year, Minimum egsantial coverage Includes governmant-eponsored
programs, allgible emplover-sponeored plans, individual markst plans,
and othar coverage the Department of Health and Human Sarvices
dosignetes ns mintmum essantial coverage

Bofore 2018, Individuale wha dld not have minimurr: segantlel coverags -
and-dld not quallfy for an exemption from this ragulvernant could ba flable for
the Individual shared reaponslbllity paymant. Baginning In 2018, Individuals
will net ba responsible Tor the Individual ehared respongtblllty paymant
bacause the payment amount Is reduced to 80, Howavar, If individuals in
your tax famlly are ellgible for certain types of minimum agsential coveraga,
yoil may not be allglble for the premium tax cradit, For more information on
tha premium tax eredit, eee Pub, 874, Premlum Tax Cradlt {FTC).

Praviders of minimum sssentlal covarage are required to furnish
TIP [ oniyona Farm 10968 for ail individuals whose poverage Is
reportad on that Tarm. Ag the ragiplant of thie Form 1095-8, you

ahowid provide & copy ta other ndividuals coverad under the poliey If they
raquest it far ftheir records,

Additlonal Information, For addilonal Information about the tax provisions
of the Affordable Care Adt (ACA), Including the individual aharec
responelbllity proviglons, and the pramlum tax credit, e www.irs.gov/AGA
pi oall the IRS Healthoare Hotling for ACA guestions (800-R19-0452),

Part . Responaible Indlvidual, ines 1-8, Part | reports information about
you and the covarage.

Lines 2 and 3. LIna 2 repors your sodlal seourity number (SSN) or other
taxpayer |dentlfleation number (TIN}, if applieabla. For your protection, this
farm may show only the last four digite, Howaver, the coverage provider 1
raquired to raport your complete B8N or other TIN, If appiioalle, to the RS,
Yeour date of birth will be entared on ine 3 only [T line 2 Is blank,

Line 8. Thia Is the coda for the type of goverage In whigh you or othar
coverad Individuals wara enrollad. Onrly ane latter will be entered on this line.

A. Small Buglness Health Options Frogram (SHOP)

B. Employer-gponsored coverage

G. Government-aponsorad program

D. Individual market Insurance

E. Muittlemployer plan

F. Qther desighated mirimum essential coverage

3, indlvidual epverage health reimbursement arrangemant (HRA)
THBBOG 2,000

! | if you ot ahother famify member received heslth insurance
TIP | covarage through a Health Insurance Marketplace (also known as

- i an Exchange), that aovarage will gonarally be raporied on a
Form T09FA rathar than a Form 1085-8, If you or anothar family member
feeatvad employer-gponsored coverage, that covarage may be reported on a
Form 1096-C (Part lil) tather than a Form 1095-B, For mora information, see

wwlrs.gov/ Affordable-Care-Act/Questiong-and-Answers-About-Health-
Cara-Informati on-Forme-for-Individuals,

Ling 9. Reserved,

Part Il Information About Gertaln Employer-Spanaoted Coveraga, lines
10-18. If you had employar-sponsored health coverage, this part may
provide informatien about the amployer sponsoring the coverage, This part
may show only the last four diglts of the employer's EIN: This part may also
be laft blank, aven If you had employer-sponsored health coverage. If this
part le blank, you do not naed to fill In the information or return It to your
employer or ather coverage provider,

Part lIl, lssuer or Other Coverage Providar, lines 16-22, This part reporis
information about the caverage provider (Insurance company, amployer
providing selfinsured coverags, government agency sponsoring covaerage
undar a governmant program suoh as Medicald or Medicare, or other
coverage sponsar). Line 18 reparls a telaphone number for the voverage
provider that you ean oaH If you have questions about the Information
raportad on the form,

Part IV, Coverad Individuals, lines 23-28. This part reports the name, SN
ar other TIN, and coverage Information for each coverad individual, A date of
birth will ba entared In column (] enly If the SSN or othaer TIN Is not entared
In golumn {b). Column (d} will ba checked if the individual was coverad for at
least 1 day In every manth of the year, For individuals who were coverad for
gome but hot all monthe, Informatlon will ba entered in colurin (e} indicating
the monthe for which these Individuals wers coverad, if there are more than
six coverad Individuale, see Part tV, Continuation Sheet(s), for Information
about the addltional covered Individuals,



Astra Group, LLC

46 8. Rolling Meadows Drive
Fond du Lac, Wi 54937
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Department  of the
Treasury
Internal Revenue Servce

ATLANTA GA 30318-7992

- - Employer-Provided Health Insurance Offer-and -

Coverage

» Do not attach to your tax return. Keep for your records
» Go to wwwirs.gow/Form1085C  for instructions and ihe latest informaiion.
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0 CORRECTED

208501436

L0020

| - OMB No: 1545-2251 -

2021

[Par|_ ATV

1 Name of employee (first name, middle initial, last name}

FENIL VIPUL SHAH

2 Scolal security number (SSN)
XEX-XK-5402

Applicable Large Em ployer Member (Employer)

8 Employer identlficetion number (EIN)
58-2000418

7 Name. of amployer
Asira Group, LLC

3 Streel address (including apartment ne.)
455 14TH ST NW UNIT365

¢ Sfrest address {including spartment no.)
48 8. Rolling Meadows Drive

10 Conlact telephone  number
820.924.36%0

4 City or town
ATLANTA

GA

5 Stala or prevince

8 Country and ZIP or forelgn postal
code '

USA 30318

1 City or town
Fond du Lac

province
wi

12 State or
code

13 Countty and ZIP or foreign postal

US 54037

2=l [N i ployee Offer and Coverage

Employee's Age on January 1

Plan Start Month; o1

44 Offer of

All12 Months Jan
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Cec
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requlred code) H
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Required
Contribution {see
instructions)
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16 Section 498CH
Safe Harbor and

Other Relief (anter
code, if applicable]

2D

2D

2D 2C 2C

2C 26 2C

2C. 2C

2C 2C

17 ZIP Code

d Partll ICovered Individuals * Employer provided sef-insured coverage, checkthe boxand enter the information for eash individual enrolledin coverage, Includingthe emphbyee.

r

(a) Narme of covered individual{s) First
name, micdle nflial, last name

(5} SSN or cther TIN

{c)DOB(fSSN
or other TIN i
notav ailable)

all 12

{d) Covered

menths

(e) Months of coverage
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For Priv acy Actand Paperwork ﬁeducﬁonAct Noiice, see separate Instructions.
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