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Employee

Applicable Large Employer Member (Employer)

1 Name of employee (first name, middie initial, last name) 2 Social security number (SSN) 7 Name of employer 8 Employer identification number (EIN)
Parshwa Dama XXX-XX-0861 Tesla Inc 91-2197729
3 Street address (including apartment no.) 9 Street address (including room or suite no.) 10 Contact telephone number
133 Evergreen Way 901 Page Avenue 833-543-1900
4 C"Y or town § 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
Milpitas US 95035 Fremont 94528
mmplovee Offer of Coverage | Employee’s Age on January 1 Plan Start Month (enter 2-digit number): 1
All 12 Months Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec
14 Offer of
Coverage (enter 1H 1A 1A 1A 1A 1H 1H 1H 1H 1H 1H 1H
required code)
15 Employee
Required L L L
Contribution (see E
instructions) $ $ '$ $ $ S S
16 Section 4980H
Safe Harbor and 2D 2A 2A 2A 2A 2A 2A 2A
Other Relief (enter
code, if applicable)
17 ZIP Code
For Privacy Act and Paperwork Reduction Act Notice, see separate instructions. Cat. No. 60705M Form 1095-C 2022)

233640652
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employe 5-G
infor LA Iation al e Slb‘hty 4 use Your emp .
bo 9 ro i Oyer '
I, includes info Ut the hea msurap VISions in the Afy 'S an Applicable Large Employer subject to

@ Coverage Ordable Care Act. This Form 1095-C includes
oo, % gn yof;gﬁde: giou by ¥four employer. Form 1095-C, Part
vis rance o Oyer offered to you and your spouse and
are eligible. For more Premium tax credit, mis?ff§°"e’?9° through the Health Insurance Marketplace
S hie Mation will assist you in determining whether you
5. C’;f“um tax credit, see Pub. 974, Premium Tax Credit
Y YOu had multiplg employers during the year that were

Aot i A © Coverage separately on Form 1095-B,
Health Coverage. Similarly, if you or a family member obtained minimum essential coverage from

ar)other sSource, such as a government-sponsored program, an individual market plan, or
mnsqellapeous coverage designated by the Department of Health and Human Services, you may
receive information about that coverage on Form 1095-B. If you or a family member enrolled in a
qualified health plan through a Health Insurance Marketplace, the Health Insurance Marketplace will
report information about that coverage on Form 1095-A, Health Insurance Marketplace Statement.

Employers are required to furnish Form 1095-C only to the employee. As the recipient of
this Form 1095-C, you should provide a copy to any family members covered under a
self-insured employer-sponsored plan listed in Part lll if they request it for their records.

Add ti itional information about the tax provisions of the Affordable Care Act
Acxiﬁ.}::l i'r.g‘mium tax .crr-:t;ita.da?:g(irr:: employer shared responsibility provisions, visit www.irs.gov/
,(¢\CA )t;r cal?the IRS Healthcare Hotline for ACA questions (800-919-0452).

e .
Frart I. Emplol.yes 1 through 6, reports information about you, the employee. &0
Lines 1-6. Part |, line: ; rity number (SSN). For your protection, this form may show ?EWIR g as
four Thisfi S youé;?fﬂffeter the employer is required to report your complete SSN to the IRS.
four digits of your : 2 oy
Part I. Applicable Large Employer Membe (Employer)

formation about your employer. ;
Lines 7-13. Part |, lines 7 through 13, re‘:omr:;irnfor the person whom you may call if you have questions
: a telephone n

Line A ; ) uest
ine 10. This line if‘cluc‘izi Fied on the form o to report errors in the information on the form and asl
about the information r

that they be corrected. p
Part Il. Employer Offer

5 for line 14 iv
: es listed below 1077 . (If you recei
Line 14. The cod d dependent(s);T:f anyhi(p 5’1 s union,

f Coverage, Lines 14-17

i overage that your employer offered to you
describe theeté an offer of coverage through a
that offer may not be shown on line 14.) The

= sidized by the premium tax credit for you,
g plan due to your s ibility for coverage oo t the premium tax credit, see Pub. 974.
m”"'emp'oygrr. line 14 relates 10 'e:llgl"“ore information abou
information ndent(s). For
d depe

your Spouse, L

ired
ini 5 ; to you with an employee requ
1A. Mlnl!!’lum essential coverage providing minimum value offereda d'u);t ed) of the 48 contiguous states
contribution for self- r less than 9.5% (as adj dependent(s)
) only coverage equal to or lé ffered to your spouse and dep
single federal poverty line and minimum essential coverage o ific months for which a
(referred to here as a Qualifying Offer). This code may be used to '°8?fn fgrsgﬁz months of the
Qualifying Offer was made, even if you did not receive a Qualifying IRSer =
calendar year. For information on the adjustment of the 9.5%, visit IRS.gov. d minimum essential
1B. Minimum essential coverage providing minimun} \;alue offered to you an:
coverage NOT offered to your spouse or dependent(s). ini ential
1C. Minimum essential coverage providing minimum value sgffered to you and minimum ess:
coverage offered to your dependent(s) but NOT your spouse. ini ntial
1D. Minimum essential coverage providing minimum \galu?( :iffered to you and minimum esse
coverage offered to your spouse but NOT your dependent(s). ini tial
1E. Minimum essential coverage providing minimum value offered to you and minimum essen
coverage offered to your dependent(s) and spouse. spouse
1F. Minimum essential coverage NOT providing rginirt?t;m value offered to you, or you and your $po
or dependent(s), or you, your spouse, and dependent(s). -
1G. You were NOT a full-time employee for any month of the calendar year but were enrolled in si?, te
i . re months of the calendar year. This code w
insured employer-sponsored coverage for one or mo months on
entered in the All 12 Months box or in the separate monthly boxes for all 12 calendar
line 14.
1H. No offer of coverage (you were NOT offered any health coverage or you were offered coverage that
is NOT minimum essential coverage).
11. Reserved for future use.
1J. Minimum essential coverage providing minimum value offered to you; minimum essential coverage
conditionally offered to your spouse; and minimum essential coverage NOT offered to your
dependent(s).
1K. Minimum essential coverage providing minimum value offered to you; minimum essential coverage
conditionally offered to your spouse; and minimum essential coverage offered to your dependent(s).
1L. Individual coverage health reimbursement arrangement (HRA) offered to you only with affordability
determined by using employee’s primary residence ZIP code.
1M. Indjvidual coverage HRA o_fferep to you and dependent(s) (not spouse) with affordability
determined by using employee’s pPrnimary residence ZIP code.
1N. Individual coverage HRA offered to you, spouse, and dependen s) with affordabili i
using employee’s primary residence ZIP code. o ) ity determined by
10. Individual coverage HRA offered to you only using the employee’ i 1
code affordability safe harbor. 9 ployee’s primary employment site ZIP
1P. Individual coverage HRA offered to you and de nden usin U
primary employment site ZIP code affordability safep:a,bo:(s) (not spouse) g the employee's
1Q. Individual coverage HRA offered to you, spouse, and depend 3 A :
employment site ZIP code affordability safe harbor. nt(s) using the employee's primary
1R. Individual coverage HRA that is NOT affordable offered .
dependent(s); or employee, Spouse, and dependents. t you; employee and spouse or
vi HRA off indivi
1S. lnd.uv.ndual coverage ered to an individual who was not a full-time employee
1T. Individual coverage HRA offered to empioyee and spouee = paYoe
determined using employee's r:‘ﬂmary residence ZIP code. dependents) with affordability
1U. Individual coverage HRA offered to empioyee and
primary employment site ZIP code affordability safe has|°°‘:'s° (no dependents) using employee’s
1V. Reserved for future use.
1W. Reserved for future use.
1X. Reserved for future use.
1Y. Reserved for future use.
1Z. Reserved for future use.

(Continueq on page 4)
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