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Employer-Provided Health Insurance Offer and Coverage 
Departnw,1 of the lrMSUrY Do not attach to your tax return. KHP for your records. CORRECTED I ~@21 ---- www.Jn.r,ov/Fotmt096C tor lnstn,cUons the latest Information. 

Employee Annllcable Laroe Emnlover Member7Emcloverl 
1 N.-ne ol (ht name, rnldcle 1~1, lat name) 1 • Soc~ , - - (SSN) 7 Nama ol employer I Empk)yer Identification numbtr' {EIN) 
SUSMITHA I i MA TLAPUOI · - -··-5989 ScribeAmerica LLC 20-2190415 
3 StrNI ~(ncludlngapa,trNntno.) SI StrNt .c:tdrns (lncJudlng room or suite no.) 10 Contact telephone runber 
6720 Brookleigh Overtook 1200 East Las Oles Boulevard, Suite 301 877-488-5479 
4 Cltyor town 15 Stateorprovlnc:. 1 • Cotmry and ZP or fonllgn postal code 11 Qty or town 12 Stele or pro'lllnce 13 Ccurtry .-.cl ZIP or forlllgn p(Jltal cod• 
Cumming GA us 30040 Fort Lauderdale FL us 33301 
•= ••• Employee Offer of Covereoe I Emplovee's Ace on Januerv 1 22 Plan Start Month (enter 2-diait numben: 01 

Al 12Monlhs Jan Fob Mar />pr 
14 Otferof =:r: 1A ··~ Required 
Contrb.Jlion (aee Is Is Is 1$ Is Instructions) 

18 SectkJn ,lga()fi ---Other Relief (enter 
oode,ifa.pplicable) 2F 

17 ZIP Code 

For PrlYecy Act - "-'""<k Reduction Act Notice, - aaparata ln1truc~ona. 
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May June July Aug 

1$ Is Is $ Is 

Cat . No. 150705M 

Sept Oct 

Is Is 

Nov Dec 

I. 
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llllliJllJ Covered Individuals 
If Empk)yer provided self-insured coverage check the box and enter the infonnation for each Individual enrolled in coverage including the employee D 

ca, Naml!ofcov..:J ft,) SSN or other TIii ftj008 ~$SNOfother (dlC<we<0d (eJ Months of covef8ge 

Fnt name, middle initial. last nane TIN is not available) al 12 months Jan Fob Mar Apr May June July Aug Sept Oct Nov Dec 
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25 

26 
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28 

29 

30 
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