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VIJAYAKUMAR MADINI 
81 BELMONT AVE a 

0017313 PLAINVIEW NY 11803-5244 

F am1095-C Employer-Provided Health Insurance Offer and 
Coverage 

DepEl"tmert dthe 
Do not attach to )Our tax return. Keep for )Our records Treasu-y I lrtEJnal R!Mlru9 Senice Go to www.lrs.gov/Fam1095C fa instructions Md the latest infamation. 

71353039 

600120 
0MB No. 1545-2251 

VOID 

CORRECTED 2022 
11111.Employee Applicable Large Employer Member (Employer) 

1 Name of employee (flrat name, middle initial, last name)\ 2 Social secu-ity rurber (SSN) 7 Name c1 01TpO')'EJ 8 EtllliO')'EJ ldentificalicn rurm (EIN) Vi\ayakumar Madini xxx-xx-9507 Broadridge Investor Communication Solutions Inc 22-3844417 
3 Street address (lrchdng 8llW1Jr,ent no.) 9 Street adcress (lnchdng apartment no.) 10 Ccntact teiep,cne rurm 81 Belmont Ave Two Gateway Center 6312748154 
4CltyatCMn I 5 State a p-0\ince I c!;o..ntry Md ZIP a foreign postal 11 CityatCMn 12 State or 13 Cc,..r,try Md ZIP a foreign poslal 

O'Ance code Plainview NY USA 11803 Newark NJ us 07102 . . Employee Offer and Coverage I Employee's Age on January 1 Plan Start Month: 01 
14 OffEJ r:J All12Moottls Ja, Feb Mar Ap- May Jun Ju Aug Oct Nov Dec Coverage (enter 

1A 1A 1A 1A 1A 1A 1A 1A 1A 1H 1H 
required code) 

1H 15 Employee 
Required 

$ $ $ $ $ $ $ $ $ $ $ 
Contribution (see 
instructions) 

16 Section 4980H 
Safe Harbor and 

2C 2C 2C 2C 2C 2C 2C 2G Other Relief (enta-
2G 2A 2A 2A code, if appiicaiie 

17 ZIP Code 

red Ind ivi d U a IS If Emplcyer providm set-Insured co,eraga, c~k the box and enter the information for each indwidual enrolled in coverage , Including the empbyee rx 
(a) Name of CXM!!9d ~•l F1nil 

(c)DOB(lfSSN (d)Co"9red 
( e) Months c:/ oo.,,rage name, rrid<le 1111181, last name (b) SSN or other TIN or ether TIN is all 12 

not av ailable) months Jan Feb Mar A.x Mav Jun Ju />,J,JIJ Seo Oct Nov Dec 18Vljayakumar Madin! XXX•XX•95Q7 [RI 00 @ 00 @ 00 [RI 00 19AMRUTHA MADIN! XXX·XX-4156 Iii @ Iii Iii Iii Iii Iii Iii 20ARULM0ZHIN/ ARASU XXX•XX-2612 Iii @ @ Iii Iii @ @ Iii 21BHAVANA MADINI xxx-xx-0549 Iii Iii @ Iii Iii Iii @ @ D D 22 

D D D D 23 

D D 
D D D D D D D 25 

D D D D 26 

D D D D D For Prtv acy Act and Paperwork Reduction Act Notk::e, see separae lnstructbns. 
Cat. No. 60705M corm 1u~..- (<u«) 
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Employer-Provided Health Insurance Offer and Coverage I Ov~o Inv.A Mn 1UC._'t'to:i ! 1095-C I Do not attach to your tax retum. Keep for your recorda. 
OtDRRECTED 2022 °"9artmefltollheT~ Go to www.lrs.gov/Form1095C for ln1tructlona and the latHl Information. Revenue Service 12 Social security number (SSN) I Empk,yM identification number (EIN) EmilJ EmployH ..... _ ,. .. _2612 Applicable Largo Employer Member (Employer> Bl - 4386138 

~ame of employee (firs! name, middle initial, las! name) 1 Name of employer 
~RUL MOZHI NANGAI ARASU WOLTERS KLUWER R&D U.S. LP 
)tree! address (Including apartment no.) I Street 1ddre11 {Including room or suite no.) 10 Contact telephone number ll BELMONT AVE WOLTERS KLUWER UNITED STATES INC 20101 HAMILTDN AVE SUITE 225 866- 520- 328 0 
:1ty ortown 15 Slate or province 1• Country and ZIP or foreign postal code 11 City or town 12 State or province 13 Country and ZIP or foreign postal code 'LIUNVlEW NY 11803 TORRANCE CA 90502 mD EmployH Offer of Coverage I Age on January 1 Plan Start Month (enter 2-digit number): 01 

AJ112 Months Jan Feb Ma, Ap< May June July Aug S.pt Oct No, Dec 
:>tfer of Coverage 

lA lA 1ter required code) lA lA lA lA lA lA lA lA lA lA 

: mployee Required 
1tribution (see 
tructions) $ $ $ $ $ $ $ $ $ $ $ $ s 
Section 4980H 
'e Harbof and Other 
lief (enter code, 
pplicable) 2G 2G 2G 2G 2G 2G 2G 2G 2C 2C 2C 2C 

' ZIP Code 
o,Prtv Act and Pa R-«luction A.c:t Notice ... Ky 

Cat No. 60705M Form 1095-C {2022) 

Fonn 109S-C {2022) P 

IDIID Covered Individuals - If Employer provided sett-insured coverage, check the box and enter the information for each individual enrolled in coverage induding the employee [R] 
(•J Name of covered lndividual{1) (b) SSN or other T1N (c) DOB (if SSN or other (d) Covered (e) Months of coverage 

First name middle Initial last name T1N 11 not avail•ble) au 12 months Jan Feb Ma, IAD, Mav J une Jul Aug !Seo• Oct No, Dec 

11 ARUL MOZHI NANGAI ARASU ***-**-2612 X X X X X 
11 AMRUTHA MADINl ***-**-4156 X X X X 

I 
X I 

20 BHAVANA MADINI ***-** - 0549 X X X X X 
21 VIJAYAKUMAR MADINI ***-**-9507 X X X X X 
!2 

" 
• 
5 

Fonn 1091K (2011) 
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