
2022 

Trackin #: 1022329TI 

Form MA 1099-HC 
Individual Mandate 

Massachusetts Health Care Coverage 
Massachusetts 
Department of 
Revenue 

1 Name o insurance company or admln strator 

AETNA 
3 Name ofsubscriber 

PARSHWAJDAMA 
6 Street address 

7 PATRICIA WAY 

4 Date of birth 

12/12/1998 
7 City/Town 

LITTLETON 

2 FID number o insurance co. or administrator 

06-6033492 
5 Subscriber number 

274110895 
8 State 9 Zip 

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

D Yes W No O Jan. 0 Feb. 0 Mar. 0 Apr. 0 May [x]June [x]July CKJ Aug. 0 Sept. D oer. ONov. Ooec. 

MA 01460 

a. Name of dependent Date of birth Subscriber number 

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

D Yes D No O Jan. 0 Feb. D Mar. D Apr. D May DJun~ DJuly D Aug. 
b. Name of dependent Date of birth 

Corrected: 

D Sept. Ooct. DNov. D~ec. 
Subscriber number 

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

OYes ONo 0Jan.0Feb.0Mar.0Apr. DMayOJune OJulyD Aug. Dsept. Ooct. DNov. 0Dec. 
c. Name of dependent Date of birth Subscriber number 

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

0 Yes D No D Jan. D Feb. D Mar. D Apr. D May DJune OJuly D Aug. 0 Sept. Ooct. 0Nov. DDec. 
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 D Jan. D Feb. D Mar. D Apr. D May DJune DJuly D Aug. D Sept. Ooct. ONov. 0 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 D Jan. D Feb. 0 Mar. D Apr. D May 0June OJuly D Aug. 0 Sept. Ooct. ONov. 0 Dec. 
f. Name of dependent Date of birth Subscriber number 

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

OYes ONo 0Jen.0Feb.0 Ma,.0Apr.0May0June DJulvDAug. Osept.Ooct. ONov.Ooec. 
r,. Name of dependent Date of bl rth Subscriber number 

Fu/I-year minimum creditable coverage? If No, check months with minimum creditable coverage: Conected: 

D Yes D No O Jan, 0 Feb, 0 Ma,. 0 Apr. 0 May 0June OJuly D Aug. D Sept. O oct. D Nov. D Dec. 
h. Name of dependent Date of birth Subscriber number 

Full-yea, minimum credlteble coverage? If No, check months with minimum credlteblo coverage: Corrected: 

D Yes D No D Jsn. 0 Feb. 0 Mar. 0 Apr, D May D June 0 July D Aug. D Sept. O oct. 0Nov. D Dec. 

07 1.000 



AETNA LIFE INSURANCE COMPANY 
PO Box 981 206 
El Paso, TX 79998 

000845 008145 TEP00531449 279887 

I PARSHWAJDAMA 
7 PATRICIA WAY 
LITILETON, MA 01 460 

Please contact the number on your Medical ID card for 
any question regarding your MA 1009 HC Form. 

~aetna™ 
151 Farmington Ave. 
Hartford, CT 06156-3201 

Important Information for Massachusetts Income Tax Filing 

Your Maasachusetts form 1099-HC is on the beck of this letter. 
We have sent this form to you because information we have in 
ou r systems for your health coverage indicates that either you or 
one of your covered dependents is a resident of Massachusetts. 
So, you or your dependent may need the information from the 
1099-HC for Massachusetts personal income tax purposes. 

As a result of the Massachusetts' health care law, 
Massachusetts residents age 18 and over are required to have 
health insurance. The information on the back of this letter will 
be useful to you or your dependent if you or dependent, need to 
complete Schedule HC for Massachusetts personal Income tax. 

You ere receiving this one form 1099-HC for your entire 
fem\\y, The form 1099-HC does not need to be attached to the 
Measachuaetta personal Income tax return , You or your 
dependent WIii need the Information from the form on the beck of 
thla letter to complete Sc;hedule HC for Mueechuaette persona l 
income tax. For the reporting tax filing year, the ho><u shown 
' full-year coverage or month• covered' on the form 1080·HC ere 
of pertlcule r Importance, Tt,11 box leheled u 'full-year oover11ge• 
represents 12 months of coverage during thl' reporting tax yoer. 
The boxes labeled •months covered ' reprasente 1h11 calender 

months with coverage. Per the Massachusetts Department of 
Revenue, a calendar month with coverage of 15 days or more is 
considered a full month and those boxes would ba marked. A 
calendar month with 14 days or less is considered not to have 
coverage. The 1099-HC is intended to report your coverage for 
the previous tax fi ling yea r. 

If the information shown on the form 1099-HC on the back of this 
letter is inco rrect, please call the Aetna Member Services telephone 
number shown on your ID Card . 

Please consult you r tax advisor or the Massachusetts Department 
of Revenue if you have questions concerning the lmpllcetions ot 
th is information on your Massachusetts personal Income tax. 
Addltlonal Information Is available on Massachusstts Department of 
Revenue website, located at: http;www.man.gov/dor. 

Sincerely, 

Aotne 

. h b and name used for products end sarvlcaa provided by one or more of the Aatna group of subsidiary companies, including Aetna 1st e r 
Aetna Life Insurance Company and Its efflllatas (Aatne ). 

© 2010 Aetna Inc. 
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