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In that stuation. each Form 1095-C would have information ondy about the health insurance
by the empioyer identified on the form. If your yor is not an Large yer,
fumish you a Form 1095-C providing information about the health coverage it offered.

In additon, i you, Or any other Indvidual who 8 offered health coverage because of ther relationshp 10 you
(referrad 1o here as tamdy members), enroied iIn your empioyer's health pian and that plan is a type of plan referrad
1o a3 a “seit- insured” plan, Form 1095-C, Covered Individuals section, provides information about you and your
farmty members who had ceran health coverage (referred 1o as “menimum essential coveraga”) for some or all
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Reports the name, SSN (or TIN for covered individuals other than the ksted Y and age
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or more addtional formis).
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