BlueCross BlueShield of Illinois
P.O. Box 7344
. » Chicago, 1. 60680-7344
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Form MA 1099-HC Individual Mandate-Massachusetts Health Care Coverage

2. FID number of insurance co. or administrator

1. Name of insurance company or administrator

BLUE CROSS AND BLUE SHIELD OF TX 361236610
3. Name of subscriber 4. Date of birth 5. Subscriber number
KARTHEEK JAMPULA 1993-10-11 000808386625
6. Street address 7. City/Town 8. State 9. Zip
7 OCEAN VIEW DR BOSTON MA 021253545
Corrected:

Full-year minimum creditable coverage? If No, check months with minimum creditable coverage:

OYesX No [J Jan. CIFeb. (1 Mar. O Apr..d May [Jdune[] July[J Aug. [ Sept. Xloct. XINov.K] Dec.

a. Name of dependent

Date of birth Subscriber number

Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:

[7 san. CIFeb. OJ Mar. [ Apr..0 May Cldune [ July (] Aug. [ sept. Coct. CINov.[J Dec.

OvYes[J No
b. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
OvYes[d No [ Jan. CIFeb. O Mar. [ Apr..d May (JJune[] July[d Aug. [ Sept. (JOct. ONov.[d Dec.
c. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
OYes[d No O Jan. CIFeb. O Mar. O Apr.[J May Cliune [ July (] Aug. O Sept. (JOct. ONov.[d Dec.
d. Name of dependent Date of birth Subscriber number
Full-year minimum creditzble coverage? If No, check months with minimum creditable coverage: Corrected:
Oves[J No [ san. OFeb. O Mar. [J Apr.[] May [June[ July [J Aug. [J Sept. Ooct. ONov.[d Dee.
e. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
Oves[ No O Jan. OIFeb. O Mar. [J Apr..J May. (dune (1 July (] Aug. [ sept. Joct. CINov.[J Dec.
f. Name of dependent Date of birth Subscriber number
8§53
Full-year minimum creditable coverage? If No, check months with creditable coverage: Corrected: ; s
OYes [ No [J san. [IFeb. [ Mar. [ Apr.C] May. [l3une [ July (] Aug. [ sept. [loct. CINov.[ Dee. 85
(S
TX15274 RPANR
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2022 Form MA 1099-HC

Individual Mandate — Massachusetts Health Care Coverage

3 Name of subscriber

1 Name of Insurance company or administrator

Blue Cross Blue Shicld of Massachusetts

4 Date of birth

2 FID number of Insurance co. or administrator

04-1045815

5 Subscriber number

KARTHEEK JAMPULA 10-11-1993 9623585630000
6 Streel address - - 7 City/Town 8 State 9 Zip

7 OCEAN VIEW DRIVE 709 BOSTON MA 02125

Full-year minimum creditable covéra;;;e; 7 If No, check months with minimum creditable coverage: Corrected
D Yes No Jan m Feb Mar. Apr May June July Aug D Sept DO(:! D Nov D Dec

a. Name of dependent Date of birth Subscriber number

Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
D Yes D No DJan D Feb. D Mar. D Apr. D May D June D July D Aug. D Sept. DOct, D Nov. D Dec

b. Name of dependent Date of birth Subscriber number

Fuli-year minimum creditable coverage?  If No, check months with minimum creditable coverage: Corrected:
[Odvyes [Ono Quan. [dFeb. [Owmar. [Japr. []May Quue [y [Jaug. [Jsept. [Joet.  [Jnov. [Joec

c. Name of dependent Date of birth Subscriber number

Full-year minimum creditable coverage?  If No, check months with minimum creditable coverage: Corrected:
D Yes D No DJan. D Feb. [:I Mar. D Apr. D May DJune D July D Aug. I:l Sept. Doct, D Nov. D Dec

d. Name of dependent Date of birth Subscriber number

Full-year minimum creditable coverage?  If No, check months with minimum creditable coverage: Corrected:
D Yes D No []Jan. D Feb. [] Mar. D Apr. D May D June D July D Aug. D Sepl. []Oct D Nov. D Dec.

e. Name of dependent Date of birth Subscriber number

Full-year minimum creditable coverage?  If No, check months with minimum creditable coverage: Corrected:
D Yes D No DJan. D Feb. D Mar. D Apr. D May DJune D July D Aug. D Sept. DOct D Nov. D Dec.

{. Name of dependent Date of birth Subscriber number

Full-year minimum creditable coverage?  If No, check months with minimum creditable coverage: Corrected:
Oves [no [uan. [Feb. [Omar. [Japr. [IMay [Juue [Juuy [Jaug. [Isept. [Joct. [INov. []Dec.

g. Name of dependent Date of birth Subscriber number

Full-year minimum creditable coverage?  If No, check months with minimum creditable coverage: Corrected:

DYes DNO

DJan.

DFeb, D Mar. D Apr. D May DJune

D July

D Aug.

D Sept.

h. Name of dependent

Date of birth

Full-year minimum creditable coverage?

D Yes D No DJan.

Subscriber number

If No, check months with minimum creditable coverage:

DFeb. D Mar. D Apr. D May D June

D July D Aug

D Sepl.

Corrected:

ZHCRO2

101 Huntington Avenue, Suite 1300 | Boston, MA 02199-7611

Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association
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