Form MA 1099-HC 2021

1T Massachusetts
Individual Mandate Department of

Massachusetts Health Care Coverage Ravana
Tracking #: 341206714
T Name of insurance company or administrator 2 FID number of insurance co. or administrator
Tufts Associated Health Maintenance 04-2674079
3 Name of subscriber 4 Date of birth 5 Subscriber number
LAKSHAY DEWAN 04/22/1993 092725134 i
6 Street address 7 City/Town 8 State 9 Zip
211 N WASHINGTON ST NORTH ATTLEBORO MA 027600000
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
X Yes \ 1 No D Jan. [ l Feb. D Mar. D Apr. D Ma DJune DJUI l—__] Aug. D Sept. DOC‘I DNOV DDec
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 Jan. | Feb. l Mar. : lA r. l_—_l Ma DJune [:]Jul l:] Aug. l:l Sept ‘—_:IOct. \ Nov. QD_@C. _
b. 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. l Feb. D Mar. [:] Apr. l l JIMay [_J jJune DJU| EI D Sept. DOC’(. I;INOV. _1Dec.
c. Name of dependent Date of birth Subscriber number
Full-year minimum creditable cove_r-gge? If No, check months with minimum creditable coverage: - Corrected:
Yes [ No L Jan. L Feb. D Mar. :] Apr. [___: May |:June DJUI l:l Aug. D Sept. Oct. INov. Dec.
d. Name of dependent Date of birth Subscriber number
Full-year mlnlmum creditable coverage? If No, check months with minimum creditable coverage: | Corrected:
| Yes ! No ,___—,Jan :IFeb ::,Mar ,:::IAEI' [::IMay I:]June DJUI lAu : l Sept. Oct. [ lNov Dec.
e. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? [f No, check months with minimum creditable coverage: ~ Corrected:
_L__ Yes DNO DJan. DFeb :]Mar I_JA G DMa [:\June I Jul \ \ Aug. i l Sept. [ LOct. \ \Noy.[ Dec.
f. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: B Corrected:
DYes D No ‘ lJan [ lFeb L_J Mar. [ Apr. May \June I July D Aug. [—_— Sept. DOct l ]Nov ‘ ]Dec_
g. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: ) Corrected:
D___Ye_s_[:_]_ﬁg__l:__ban. [___J Feb. Mar. J Apr. May l__iune 4:J_~_Jt_le Aug. D Sept. _[:l_c_)gt__l_—_—_l_l\_lp_\_l__D_Q&
h. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage’ If No, check months with minimum creditable aerage ) Corrected:

D Yes D No | Jan. Feb. Mar. l:] Apr. f May I__Junei[__gu_lyr _J Aug. I:_ Sept. [:]Oct. DNov. [:] Dec.

1TH8107 1.000



