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2022 EMPLOYEE EARNINGS STATEMENT

Wage a-rld Tax Notice to Employee on the back of
Statement Emplfzyee Earnings Statement.) OMB No. 1545-0008
ECentral numbee 1 Wages, tips, other comp. | 2 Federal income tax withheld This Earnings Statement provides you with more information pertaining 10 your e
2261 : ' 31572.71 3608.12 and tax status. Also see the reverse side for IRS instructions.
b Employer's EIN 3 Social security wages 4 Social security tax withheld
13-3819494 : 1346.15 83.46 1. W-4 information reflects data submitted to employer on Form W-4
d Employee’s SSN 5 Medicare wages and tips 6 Medicare tax withheld
658-38-8647 dd T 1346.15 19.52 Soc. Sec. No.: 658-38-8647 Exemptions
Employer’s name, address an code : e
° 1oV CONSTRUCTION CORPORATION Marital Status: Single P
40 FULTON STREET State: < 0
NEW YORK NY 10038 Loiaef- oA
13 Statutory employee Retirement plan Third-party sick pay 2. Taxable W-2 Wages |
|
e Employee’s name, address and ZIP code |
gfpﬁpE%Iggﬁ ST Wages, Tips Soc. Sec. Medicare State
APT#1 Other Comp. Wages Wages Wages
JERSEY CITY NJ 07307 Box 1 Box 3 Box 5 Box 16
; - - Gross Pay 32461.67 32461.67 32461.67 32461.67
7 Social security tips B ANSEIR0 s Exempt Wages 888.96 3111552 3111552 888.96
- Reported on W2 31572.71 1346.15 1346.15 31572.71
10 Dependent care benefits 11 Nongualified plans
12 See instructions for box 12 14 Other
D 2073.06 Ul/DB 7.48
15 State | Employer's state ID no.|16 State wages, tips, etc. |17 State income tax
NY 133819494 31572.71 1548.92
18 Local wages, tips, etc. 19 Local income tax 20 Locality name

This information is being furnished to the Internal Revenue
Service. If you are required to file a tax return, a negligence
oenalty or other sanction may be imposed on you if this

ncome is taxable and you fail to report it.

Dept. of the Treasury - IRS

Form Federal Filing Copy — COPY B Form State or Local Copy — COPY 2

Wagaa-n% Tax To Be Filed With Employee's E D E E Wagy’;nd Tax To Be Filed With Employee's State, E D E E
Statement FEDERAL Tax Return. OMB No. 1545-0008 Statement City, or Local Income Tax Return OMB No. 1545-0008
a Control number 1 Wages, tips, other comp. 2 Federal income tax withheld a Control number 1 Wages, tips, other comp. 2 Federal income tax withheld
2261 31572.71 3608.12 | 2261 31572.71 3608.12
b Employer's EIN 3 Social security wages 4 Social security tax withheld b Employer's EIN 3 Social security wages 4 Social security tax withheld
| 13-3819494 1346.15 83.46 13-3819494 1346.15 83.46

d Employee’s SSN 5 Medicare wages and tips 6 Medicare tax withheld d Employee’s SSN 5 Medicare wages and tips 6 Medicare tax withheld

658-38-8647 1346.15 19.52 658-38-8647 1346.15 19.52

40 FULTON STREET
NEW YORK NY 10038

¢ Employer's name, address and ZIP code

JOY CONSTRUCTION CORPORATION

¢ Employer’s name, address and ZIP code
JOY CONSTRUCTION CORPORATION
40 FULTON STREET
NEW YORK NY 10038

13 Statutory employee

Retirement plan

Third-party sick pay

13 Statutory employee Retirement plan Third-party sick pay

e Em loyee'slname, address and

GAGAN SINGH

21 PATERSON ST
APT#1

JERSEY CITY NJ 07307

ZIP code

7 Social security tips

8 Allocated tips

10 Dependent care benefits

11 Nonqualified plans

e Employee’s name, address and ZIP code
GAGAN SINGH
21 PATERSON ST
APT#1
JERSEY CITY NJ 07307

7 Social security tips

8 Allocated tips

10 Dependent care benefits 11 Nonqualified plans

12 See instructions for box 12
DD 2073.06

14 Other
UI/DB 7.48

14 Other l

12 See instructions for box 12
e ru %873f06" UI/DB 7.48 |

15 State | Employer’s state ID no.
NY 133819494

31572.71

16 State wages, tips, etc.

17 State income tax

1548.92

17 State income tax
1548.92

16 State wages, tips, etc.

15 State | Employer's state ID no.
31672.71

NY 133819494

18 Local wages, tips, etc.

19 Local income tax

20 Locality name

19 Local income tax 20 Locality name

18 Local wages, tips, etc.

Service.

i
This information is being furnished to the Internal &,

Dept. of the Treasury - IRS

Dept. of the Treasury - IRS
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[ lvoib [ ] coRRECT==E ke s 2251 D022 rom 1095-C
APPLICABLE LARGE EMPLOYER'S name, street address, city or town, state an Start |13 Coverage | Employee's Age on January 1 Employer
or province, country, ZIP or foreign postal code, apd telephone no. ln,ﬂoﬂ"‘ Offer of 15 Employee 18 Section 17 2IP Provided
Joy Construction Corporation i Overage|  Required 29801 Safe| ~ Code Health
fer it no.): (enter Contribution Harbor ea
40 Fulton Street eIl ::eq“"‘*d (see an(; Sther Insurance
08 ode) instructions) Esggf ffemer Offer and
AN 12 | applicable) Coverage
New York NY 10038 |Mmonths | g
e — -r - 1 yan 1H »$‘ 5
w b 1 A
| U 1 s 2A
5 i e — |
EMPLOYEE'S name, address, ZIP/postal code & country _M.Er-——— 1H $ 2A For Privacy
Gagan Singh ﬂL——hLL 2A Act ar::
21 Paterson St May 1H g >A Paperwo
Apt#1 [ Jun _TPT_ Reduction
b Ci NJ 07307 y -—__~$ 2A Act Notice,
Jersey City, Jul 1H 3 2D see separate
T instructions.
Do not attach to your tax return. Keep for your records. Aug 1E s 126.00 5C ins
Go to www.irs.gov/Form1095C for instructions and the “s o 1E
latest information. P $ 126.00 2C
APPLICABLE LARGE EMPLOYER'S | EMPLOYEE'S social security Oct 1E |$ 126.00 2C
identification number (EIN) number (SSN) — 1F
Nov $ 126.00 2C
Department of the
13-3819494 658-38-8647 Dec 1E $ 126.00 2€ Treasury - IRS
Covered Individuals If Employer provided self-insured coverage, check the box and enter the information for each individual enrolled in coverage, including the employee. I I
T i d)
(a) Name of covered individual(s) (b) SSN or other TIN (c) DOB (if SSN or other Gosler (e) Months of coverage
First name, middle initial, last name TIN is not available) all 12 mos.|Jan|Feb|Mar|Apr|May|Jun| Jul [Aug|Sep|Oct|Nov|Dec
18
19
20
21
22
23

CAA NTF 2585563 2 1095CIPS
Instructions for Recipient

You are receiving this Form 1095-C your employer is an A e Employer subject to the employer
shared responsibility provisions in the Affordable Care Act. This Form 1095-C includes information about the health
insurance coverage offered to you by your employer. Form 1095-C, Employee Offer of Coverage section, includes
information about the ge, if any, your employer offered to you and your spouse and dependent(s). If you
purchased health insurance coverage through the Health Insurance Marketplace and wish to claim the premium
tax credi, this information will assist you in determining whether you are eligible. For more informalion about the
premium tax credit, see Pub. 874, Premium Tax Credit (PTC). You may receive multiple Forms 1095-C if you had
multiple employers during the year that were Applicable Large Employers (for example, you left employment with one
Applicable Large Employer and began a new position of employment with another Applicable Large Employer). In that
situation, each Form 1095-C would have information only about the health insurance coverage offered to you by the
employer dentified on the form. If your employer is not an Applicable Large Employer, it 1s not required to furnish you
a Form 1095-C providing information about the health coverage it offered.
In agdibon, if you, or any other indwidual who is offered health coverage because of their relationship o you (referred
to here as family members), enrolled in your employer's health plan and that plan is a type of plan referred to as
a "self-insured” plan, Form 1095-C, Covered Individuals section, provides information about you and your family
members who had certain health coverage (referred to as “minimum essential coverage”) for some or all months
during the year. If you or your family members are eligible for certain types of minimum essential coverage, you may
not be eligible for the premium tax credit.
If your empioyer provided you or a family member health coverage through an insured health plan or in another
manner, you may receive ir about the g on Form 1095-B, Health Coverage. Similarly, if
you or a family member oblained minimum essential coverage from another source, such as a government-sponsored
program, an individual market plan, or miscellaneous coverage designated by the Department of Health and Human
Services, you may receive Information about that coverage on Form 1095-B. If you or & family member enrolled
in a qualified health plan through a Health Insurance Marketplace, the Health Insurance Marketplace will report
information about that coverage on Form 1085-A, Health Insurance Marketplace Statement.

Employers are required to fumish Form 1095-C only to the employee. As the recipient of this Form 1095-C.
@ you should provide a copy to any family members covered under a self-insured employer-sponsored plan
S kisted in the Covered Individuals section if they request it for their records.

; For addilional information about the tax provisions of the Affordable Care Act (ACA),
the premium tax credit, and the yer shared ity provisions, visit www.irs.gov/ACA or call the IRS
Healthcare Hotline for ACA questions (800-919-0452),
Employee

Reports information about you, the emplayee Reports your social security number (SSN). For ion, this form
u, | . your protection, this
may show only the last four digils of your SSN. However, lhe employer is required to report your complele SSN to the IRS.
Applicable Large Employer
Reports information about your employer. This includes a telephone number for the person whom you may call if YOU

have questions about the information reported on the form or o report errors in the information on the form and as«
that they be corrected.

Employer Offer of Coverage, Lines 14-17

Line 14. The codes Iisted below for line 14 describe the s
coverage that your employer offered to you and your spouse
dependentis], d any. (f you recewed an offer of coverage through a multiemployer plan due to your membership in @ unio
thal offer may not be shown on line 14.) The informalion on line 14 relates 1o for age st cl by the 974
premum tax credt for you, your spouse, and 1s). For more information about the premium Lax credi, see Puo: ;
1;' Mimmum essenual coverage providing minimum value offered 1o you with an employea required contrioutio f:
sell-only coverage equal 10 or less than 8 5% (as adjusted) of the 48 contguous stales single federal poverty lin®
mn;l:mm essential coverage offered to your spouse and dependeni(s) (referred to here as a Qualifying Offer) m",so a
go | may be used to report for specific months for which a Qualiying Offer was made, even if you did not rece!

ualifying Offer for ail 12 monihs of the calendar year. For information on the ad,ustment of the 9 5%, visit IRS.gov:
1B. Minmum essential coverage prowiding minimum value offered to you and minimum essential coverage NoT
offered o your spouse or dependent(s) to
1C. Minimum essential coverage providing minimum value offered to you and mimmum essential coverage offered
:our dependent(s) but NOT your spouse. to

D- Minmum essential coverage providing minmum value offered to you and minmum essential coverage offered
3;:"" SPouse but NOT your dependents). red 10

» Minimumn essential cove: i verage offe

your dependentts) and smu;!.” providing minimum value offered 1o you and minimum essential co g

1F. Minimum essential coveras inii

ge NOT providing minimum value offered 1o you, or you and your Spouse of

dependent(s), Or you, your spouse, and dependent(s). Y e o

1G. You were NOT a full-time employee for any month of the calendar year but were enrolied in seit-insured empioyer-
sponsored coverage for one or more months of the calendar year. This code will be entered in the Al 12 Months box
or in the separate monthly boxes for all 12 calendar months on line 14.

1H. No offer ot coverage (you were NOT offered any health coverage or you were offered coverage that is NOT
minimum essential coverage).

11. Reserved for future use.

1J. Mimimum essential coverage providing minimum value offered to you; minimum ally
offered to your spouse; and minimum essential coverage NOT offered to your dependent(s).

1K. Minimum essential coverage prowiding minimum value offered to you; minimum essential coverage conditionally
offered to your spouse; and minimum essential coverage offered to your dependent(s).

1L. Individual coverage health reimbursement arrangement (HRA) offered to you only with atfordabiity determined by
using employee's primary residence ZIP code.

1M. Individual coverage HRA offered to you and dependent(s) (not spouse) with affordability determined by using
employee's pnmary residence ZIP code.

1N. Individual coverage HRA offered to you, spouse, and dependent(s) with affordability determined by using

'S primary ZIP code.

10'< 'Rm"" coverage HRA offered to you only using the employee's primary employment site ZIP code affordability
safe .

ploy

1P. Indvidual coverage HRA offered to you and dependent(s) (not spouse) using the employee's primary employ
site ZIP code affordability safe harbor.
1Q. Individual coverage HRA offered to you, spouse, and dependent(s) using the employee’s primary employment site

ZIP code affordability sate harbor,

1R. Individual coverage HRA thal is NOT affordable offered to you; empioyee and spouse or dependent(s); or
employee, spouse, and dependents.

18. Ind_ivldual coverage HRA offered to an individual who was not a full-time employee.

1T. Individual coverage HRA offered to employee and spouse (no depe ) with affordability
:: ; 's primary residence ZIP code. loyment
B e i TP 742008 o S 9 TR

1V. Reserved for future use.

1W. Reserved for future use.

1X. Reserved for future use.

1Y. Reserved for future use.

1Z. Reserved for future use.

s e;:,n" Lhe emplayee required contnibution, which is the monthly cost to you for the lowest cost seif-only
:Illnl:\mluhr: I lial coverage providing minmum value thal your employer offered you. For an individual coverage

e for m:mp Oyee required contribution is the excess of the monthly premum based on the employee's applicable
Pn%mduu appiicable lowest cost siver plan over the monthly indvidual coverage HRA amount (generally, the annual
The amo @ HRA amount daded by 12). See the Instructions for Forms 1084-C and 1095-C for more detals.
more gxpgnum reported on line 15 may not be the amount you paid for coverage i, for example, you cnase to enroil ]
1L, 1M, 1N, ’1'5“ age such as family coverage. Line 15 will show an amount only if code 1B, 1C, 10, 1E, 14, 1K,
coverage, this i 1P 10, 1T, or 1U 15 entered on line 14. It you were offered coverage but there is no COSt 10 you l:l:rlhc
healthcare us.arl,"emw'a“nm""” “0.00" for the amount, For more information, including on how your eiigibility for other
Line 1. Provid, '9ements might affect the amount reported on line 15, visit IRS gov. i
2C, which m%:; the IRS information to administer the employer shared responsibility . Other th:inaf e
premium tax creg; Your enroliment in your emplayer's coverage, none of this information affects your ebgibiiy for
Line 17. R t. For more information about the employer shared y provisions, vist IRS.gov.
individual e on's 1he applicable ZIP code your employer used for ing affordabilty f you were oflered an
if code 10, 1p . HRA. i code 1L, 1M, 1N, or 1T was used on line 14, this will be your pnmary residence R,
individual ey 1Q, or 1U was used on line 14, this will be your pnmary emplayment site. For more informata

Coverage HRAs, visit IRS.gov.

Covered 1

fepora e Ndividuals, Lines 18-23
about each 1" SSN (or TIN for covered individuals other than the listed employ

red using

'Y and II‘

ndividua| and any empioyee’s famiy
members) (including any full-time employee and non-full-time employee, any
column ! od under the employer's health plan, if the plan is “self-nsured “ A date of b.n will be entered in

{c)

(b)- Colu"{nu(my ! an SSN (or TIN for covered individuals other than the listea employee) is ot entered in aol;lmn
ndvidualg weh il bo checked if the individual was covered for at least one day in every month of the year. For
months for vr O Were covered for some but not all months, information will ba entered in column (e] ind:caung the

more ady, h ""':(!; individuals were covered. If there are more than 6 covered individuals, you will recerve one or
S).

Whic|
ona| for,



