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For questions about the information on this form please
Visit our website at www.wellsense.org or contact our

Customer Gare Center at 855-833-8120
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Form MA 1099-HC
lndividual Mandate

Massachusetts Health Care Coverage

2022
Massachusetts
Department of
Revenue

1. Name of insurance company or administrator
WellSense Heaith Plan

2. FID number of insurance co. or administrator

3. Name of subscriber
Nagaraj Bejugama 1 980-04-03 c002497960

6. Street address
43 Nabnasset St

7^ City/Town
Westford

L State
IVA

9. Zip
01 886

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

X- Yes , llto Jan Feb Mar. A pr. rvrav i,-- .tune I l .tulv l ,aug l iseptr r Oct.

Corrected

Nov .] pec L.
Name of dependent
NIRUPAIIA KASALA

Date of birth
1981-10-24

Subscriber number
c402497961

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

X Yes No Jan Feb Mar. Apr. May June July Aug. Sept. Oct. Nov Dec

Name of dependent
SIDDHIKSHA BEJUGAIVIA

Date of birth
2011-09-26

Subscriber number
c442497962

Full-year minimum creditable coverdge? lf No, check months with minimum creditable coveragei Corrected

Yes X No X Jan Feb Mar. ,Apr. May June July Aug. Sept. Oct. Nov Dec

Name of dependent
SHREENIKA BEJUGAMA

Date of birth
2016-1 1 -21

Subscriber number
c002497963

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

lves X'tlo Xl.trn i-l ren : - fVrar. i-,]n i-. 1 ;une l- .tt_:

Corrected:

Oct. Nov Dec


