
Employer-Provided Health Insurance Offer and Coverage 
! 1095-C I Do not attach to your tH return. KNp for your record1. O coRRECTED 
Department rJ !he Tremury Go to www.lrs.aov/Fonn10i5C for ln1tructlon1 and the latest Information. 
lnlem•l R8Y811!.le Se,rv,ce 

IDB Employee Applicable Large Employer Member (Employer) 

1 Name of emplOyee (firs!: name, mddle ;ntt,ar, 18st Mme) 1 • Sodol secui1ty num""' ISSN) 1 Name of employer 

DEBPARNA DAS XXX-XX-7822 AMAZON . CD1'1 SERVICES LLC 
3 Streel address (induding apartment no.) 

9 Slreet eiddl'e,s (Inch.ding room or !lulte no.) 

320 QUEEN ANNE AVE N APT 301 PO BOX 81 22 6 

• City or town J 5 State or prc,.,iroe 1 • Country and ztp Of foreign postal code 11 aty or town 112 StMe °' province 
SEATTLE WA us 98109 SEATTLE W/1 

IDIII Employee Oller of Co.-ge ~'II Afl8 on Jeooary 1: Plan Start Month (•nter 2.<flgit number): 0 4 

All 12MorthS Jan F«> Mar /,,x May Juno JtJy Aug Sep( 

14 °""' d eo,,,,,,pe lE 1-- ,equ,red OOde) 

15 E- ROQ<>red 
Cormbu!oo 
,_, instNCtiOnS) 

IS 33 . 0 0 $ $ $ $ $ 1$ 1$ $ Is $ 

16Secbon'980HSOle 
HarboranClOthei" 
Roffe! (.,..,OOde, 2C . - ) 

17 ZIP Code 

Forl'l1¥0CyAcl_P--,.._ Acl _ ___ ,notruc:11ono. 
Cat. No. 60705M 

Form 109S-C (2022) 

lmIIJ Covered lncllYldual1 
H Emninver orovided seH~nsured coveraoe check the box and enter the information for each individual enrolled in coveraae includin the emalO\ ee. 181 

(a) Named co,ered individual(s) (b) SSN 0< other TIN (c) DOB (~ SSN or other (d) Covered 
First name middle inrual last name TIN is not available) all 12 months Jan F«> Mar ,.,,, 
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·l~tn~"" runbof IEIN) 

10 Cor<act ·--nunbor 866-644 - 2696 
13~ 8l iB or lore;g, _,. COdo 
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