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D VOID OMB. No. 1545-2252
om 1095-B Health Coverage
st o e Troms Do.not attach to your tax return. Keep for your records. D CORRECTED 2@22
Internal Revenue Service Go to www.irs.gov/Form 10958 for instructions and the latest information.
Responsible Individual
1 Name of responsibleindividual- First name, middle name, last name 2 Social security number (SSN) or other TIN 3 Date of birth (if SSN or other TIN is not available)
SRIHARSHA GUDI XXX-XX-0539
4 Street address (including apartment no.) 5 City or town 6 State or province 7 Country and ZIP or foreign postal code
3719 136TH AVE SE BELLEVUE WA US 98006
N 9 Reserved |
8 Enter letter identifying Origin of the Health Coverage (see ipstructions for codes): . . . . . . . . b |
Information About Certain Employer-Sponsored Coverage (see instructions
10 Employername 11 Employeridentification number (EIN)
STARBUCKS CORPORATION XX-XXX5671
12 Street address (including room or suite no.) 13 City or town 14 State or province 15 Country and ZIP or foreign postal code
ATTN: AMANDA SLEPSKI
2401 UTAH AVE S STE 800 SEATTLE WA US 98134-1435
Issuer or Other Coverage Provider (see instructions)
16 Name 17 Employeridentification number (EIN) 18 Contact telephone number
PREMERA BLUE CROSS 91-0499247 855-756-0804
19 Street address (including room or suite no.) 20 City or town 21 State or province 22 Country and ZIP or foreign postal code
PO BOX 327 MS 342 SEATTLE WA US 98111-0327
ZA\Al Covered Individuals (Enter the information for each covered individual.)
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For]PriX%g\g Act and Paperwork Reduction Act Notice, see separate instructions. Cat. No. 607048 Form 1095-B (2022)
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