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m_Employee Applicable Large Employer Member (Employer)
1 Name of employee (first name, middle initial, last name) 2 Social security number (SSN) 7 Name of employer 8 Employer identification number (EIN)
PHANI KARTHEEK KOLLIPARA il VAT 4 BROWN BROTHERS HARRIMAN & CO 134973745
3 Street address (including apartment no.) 9 Street address (including room or suite no.) 10 Contact telephone number
3221 EDWARD STEC BLVD 140 BROADWAY (212) 493-8606
4 City or town 5 State or province 6 Country and ZIP or foreign postal code | 11 City or town 12 State or province 13 Country and ZIP or foreign postal code
EDISON NJ US 08837 NEW YORK NY US 10005
Employee Offer and Coverage ‘ Employee’s Age on January 1 Plan Start Month (Enter 2-digit number): (4
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If Employer provided self-insured coverage, check the box and enter the information for each individual enrolled in coverage, including the employee. IXI
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For Privacy Act and Paperwork Reduction Act Notice, see separate instructions. Form 1095-C (2020)




