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rom 1 095'6 Employer-Provided Health Insurance Offer and Coverage OMB No. 1545-2251
Department o the Treasury Do not attach to your tax return. Keep for your records. D CORRECTED 2 @ 22
Internal Revenue Service Go to www.irs.gov/Form1095C for Instructions and the latest i
AN Employee Applicable Large Employer Member (Employer)

1 Name of employee (frst name, middle initia, last name) 2 Social security number (SSN) 7 Name of employer 8 Employer identification number (EIN)

Revathi | |Mukkamala 41975 Twillo Inc 26-2574840

3 Street address (including apartment no.) 9 Street address (including room or suite no.) 10 Contact telephone number

2 Townsend St 2313 375 Beale Street 3rd Floor 4153048110

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

San Francisco CA US 94107 San Francisco CA US 94105
EEd Employee Offer of Coverage [Employee’s Age on January 1 Plan Start Month (enter 2-digit number): 01

[Wf2Monts | Jan [ Feb [ Mar Apr May June July Aug Sept Oct | Nov | Dec
av Offer of
erage (enter

Consra 1H 1A 1A 1A 1A 1A 1A 1A 1A 1A 1A 1A
15 Employee

Required

Contribution (see

instructions) $ 5 5 5 5 $ $ $ $ $

16 Section 4980H

Safe Harbor and

Other Relief (enter 2A 2D 2C 2C 2C 2C 2C 2C 2C 2C 2C 2C

code, if applicable)

17 ZIP Code

For Privacy Act and Paperwork Reduction Act Notice, see separate instructions. Cat. No. 60705M Form 1095-C (2022)
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Form 1095-C (2022) Page 4

Instructions for Recipient (continued) Line 17. This line reports the applicable ZIP code your employer used for e“’ ing aff 1; bilty i

Line 15. This line reports th I ired contribution, which is th thi t for th you were qffered an individual coverage HRA. If code 1L, 1M, 1N, or 1T was used on line 14, this will

lowest cost sel"-o;;o 15.the employee requtre ac?rgvi:irl\‘;n Wi Isvaﬁjmr;t %ﬁ?zﬁngggr g;ferzd be your primary residence location. If code 10, 1P, 1Q, or 1U was used on line 14, this will be your

you. For an individual coverage HRA, the employee required contribution is the excess of the monthly primary employment site. For more information about individual coverage HRAS, visit IRS.gov.

premium based on the employee's applicable age for the applicable lowest cost silver plan over the Part lll. Covered Individuals, Lines 18-30

monthly individual coverage HRA amount (generally, the annual individual coverage HRA amount

divided by 12). See the Instructions for Forms 1094-C and 1095-C for more details. The amount Part ll reports the name, SSN (or TIN for covered individuals ather than the employee listed in Part )

reported on line 15 may not be the amount you paid for coverage if, for example, you chose to enroll in and coverage i ion about each individual including any ful-time employee and non-ful- tme

more expensive coverage such as family coverage. Line 15 will show an amount only if code 1B, 1C, s “;elf,-insuarne?j ‘3‘}{ dat; of' birt; ';:Rige entered incgglzv:\?\ g;i:&h "e ;n é’sbg?:fﬁﬁa ::_: gl;a:; rgdthe plan
1D, 1, 1J, 1K, 1L, 1M, 1N, 10, 1P, 1Q, 1T, or 1U s entered on line 14. fyou were offered coverage individuals other than the employe listed in Part ) s not entered in column (b). Column (d) will be
but there is no cost to you for the coverage, this line will report *0.00" for the amount. For more checked if the individual was covered for at least one day in every month of the year. For individuals
:nfarr::;zr:]. ;a‘gﬁn‘%xlg%w z:\ur eligibity for other healthcare arrangements might affect the amount who were covered for some but not all months, information will be entered in column (€) indicating the
Jﬁz s code‘provides 31 " lh " _— ister the ! o iilty months for which these individuals were covered. If there are more than 13 covered individuals,

e 1 ploy P additional copies of page 3 may be used.
provisions. Other than a code 2C, which reflects your in your employer’s ge, none of a ke s
this information affects your eligibility for the premium tax credit. For more information about the
employer shared responsibility provisions, visit IRS.gov.

Twilio Inc
375 Beale Street 3rd Floor
San Francisco, CA 94105

Group:

IMPORTANT TAX DOCUMENT ENCLOSED

_ Revathi Mukkamala "
[ 2 Townsend St 2313 E
San Francisco, CA 94107

00695y
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Covered Individuals

f Employer provided self-insured coverage, check the box and enter the information for each individual enrolled in coverage,

including the employee. IZ'

(a) Name of covered individual(s)

(b) SSN or other TIN
First name, middle initial, last name

(c) DOB (if SSN or other
TIN is not available)

(d) Covered
all 12 months

(e) Months of coverage
May | June | July

Nov

g

Mar

g

Feb Apr

REVATHI MUKKAMALA 1975
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Form 1098-C (2022)

Form 1095-C (2022)

Instructions for Recipient
-

ing thia Form 1006-C because your employer ls an Applicable Largs Employer sublect to

LOO=220
Page 2

Yalue ofered to you with an employes required
> or leas th, S arlysted of the 48 contiguous states
i) Coverage oferes b y

1A, tial
sentribution Tor seir-onty coverage

federal poverty lin minim,
"

ependent(a)
085 E inciuges Ry Orien Thia coda may beee 1o ol 1a toouns and dependenia)’”
o c,,_,.d oo by your amployer. Form 1005-C, Qualitying 1S S ot recelve o Qlalinying Bitor tor el 12 monina of the
i ofiared i yol and vo caiondarye Fer In'ovm-llorl on the adjustment of the 8 5%, vialt INS. Go
h 18, Minimim ease .d .co S1age previding minimum aue ofisred to yau and minimum essential
o o ta Sreatt i intermation wlll Soverage NOT oifered (o your spouse or dependan,

A isiie. For more information about the 1c. Yalue offersd to you and minimum essential
"'p,,.g)"“i"‘: rhay receive mUlipie Forms 100 e".r-d m yol-lr Seperdanis) BUTNGT your spou

You ier ern o ailie SHtered 10 you and minimurm essential

3 thor o Uarge & NOT Yo
SR RS e Ui S R L e B RS BT S L G e v Yo 2 i amemet
sac r
the ""”"‘Y" L o] °T:$;\'? O3 v A tormation mabut the heshn coverage ottered: o y ur Gependani(a) and spous
ired 0 furni S-

coverage offer:
1

. It you. or an
ln-aamor\ 72 Voo a3

plan is
rormation about you
“minimum essenti

it your employer provided you or a family member health coverage through an, Insured hesitn pien or

T
s s %
e e i el covarage ram
ancther source, such a: s

and Hirnan Sertices. You may
Dou or & family mermber enry
ho Hoalth Inaurance Marketpiace wil
arkatpiace Staterme

e Department of Health
10058,

by
nformation about that coverage on Form
qu-nu.a n.-un ian through a Health jnsurance Ma
report n about th

value offered te you. or you and -
lnd d.ncﬂd.nl(-) ¥ e FoLLapotee
TS o he caleniar yaar but were snvoled in selr-

Tor ane or more monte of This eod. will be
IR the separate monihi boxes 1or an 12 Saiomanr Mimos

o ofter of coverage (you were NOT offered an
T ROT Mrirrs eeneua S e
It Reserved tor future use
M DrEvIding minimum value offered 1o yo
cCondilionaily Sifered 16 Your SBouss: A RO Sea ST

Gependent(s)

1K Minimum esaantial covera,

o depandentia o you, voor Saouee
1G. You were NOT a full-time employe.
Insured empioyer-sponsored coverage
entered in the A/l 12 Months box or

Une 14

Y heaith coverage or you were offered coverage that

nirmum sssenual coverage
ge NOV’ oﬂ.r-d to yous o

ge providing minimum value offered lal coverage
o a2 0,2 Fein Inairmocs Marietince the et ) 1 it sesential coverage pro oY oD D ms et coverao
are required to furnisn Form 1095-C only to the employes. As (he reclolent of 1 2! covers aith arangament (HRA) SHored 1o you only with affordabiiity
Empiloyers are requ
\y farnily members covered under code.
this Form 1095-C. you should provide a copy & agiieat it for thair records. 1M. Individual coverage HRA rared 16 you s Jependent(s) (not spouse) with affordabiii
O T Y S ke :
rovisions of the Affordable Care erage HRA o o you, spouse. and with
Eomtan. P o ierater, shoit e e s 2 T AT 250 TSRS ey, o
the premium - & A foverage HAA offered to you only using th toyee’s prl employm. o
QED e e otiine for ACA R A vidyal coverage HE. ©nly using the employee's primary employment site ZIP
Part 1. E,nployoc L 1. Individus) cnv.r-gln. ZQ offered to you and ! dependent(s) (not spouse) using the employes's
Part I. lines 1 through 6, rey icfy he la
pour social secur mber (SSN). For your protection, this form Ta Indivicar coverage HRA P eyt depandent(e) using the ampioye i
tane o .""g.' your SSN. ':-ow.'dir".’A“ n(:ys ? reatired o report your omplet LR Ve e RS, o rmae b o0, SpoUs a ploy primary
Parti- A Large e oo e Y ot I 10T aHoraci oftered to you: smployas and smoues or
e B e iy s it A SR 1o a0 ot was ot
. Thia line include: hone number (or on the form and ask 1T, HRA offered d spouse (ne bbbt aordabiit
st a. This protodil o cofodap il arrors In the Information tars _‘_y v

o, Lines 14—17
Part Il. Employer Offer of Coverag. L N O —
, The codes llstes oraga through o
hown o line 14) Th
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Treqit, ase Pub. 874

)
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the premium tax
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ana o lpoul- (ne dependents) using employe
o zu= Coae artoraas iy aafe
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(Continued on page 4)
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