600120

n10995=-0 Employer-Provided Health Insurance Offer and Coverage s aseccck
Department of the Treasury Do not attach to your tax return. Keep for your records. 2 @ 2 2
Internal Revenue Service Go to www.irs.gov/Form1095C for instructions and the latest information. b
Employee Applicable Large Employer Member (Employer)
1 Name of employes (first name, middle initial, last narme) 2 Social secunty number (SSN) 7 Name ol employer 8 Employer identification number (EIN)
SIREESHA | |HARIPANTHULU 854-51-3872 BCFORWARD RAZOR LLC 47-2305452
3 Street address (including apartment no.) 9 Street address (ncluding room or suite no.) 10 Contact telephone number
2444 SLATE ROCK DR 9777 N. COLLEGE AVENUE (844) 467-7300
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 foraign postal code
WAKE FOREST NC 27587-6713 INDIANAPOLIS IN 46280
Employee Offer of Coverage [ Employee’s Age on January 1 Plan Start Month (enter 2-digit number): 01
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Z1qlll Covered Individuals
If Employer provided self-insured coverage, check the box and enter the Information for each individual enrolled in coverage, including the employee. D
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