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8 Employer identification number (EIN)
94-1687665
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Department of the Treasury.
Irtomal Revenue Senvice

Employee
T Name of employee (first name, middle initial, last name) 7 Name of employer

ABHINAY SARVAYYAGARI BANK OF AMERICA NATTIONAL ASSOCIATION
3 Street address (including apartment no.) 9 Streel address (including rocm of site no.) 10 Contact telephone number
11319 CHAPECLANE RD 401 NORTH TRYON ST SUITE 170 800-556-56044
4 City or town 5 State or province 6 Cuuntq and ZIP or foreign postal code | 11 City or town [12 State cr province 13 Country and ZIP or foreign postal code

CHARLOTTE NC 28278 CHARLOTTE NC 28202
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[T Covered Individuals — If Employer provided self-insured coverage, check the box and enter the information for each individual enroled in coverage. including the employee.

(a) Name of covered individual(s) (b) SN orother TIN. | () DOB (f SSN or othar | {d) Covered {6) Months of coverage
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