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1095-C Employer—Prowded Health Insurance Offer and Coverage OMB No. 15452251

Form Syt Do not attach to your tax retum. Keep for your records. D CORRECTED D) ﬁxzz
ma“""m"““ At/ Go 1o WWW.irS.gov/Form 1095C for instructions and the latest information. &\
Employee Applicable Large Employer Member (Employer)

1 Namo of employee (Trs! name, middie initial, last name) 2 Social security number (SSN) 7 Name of employer 8 Employer identification number (EIN)
Ganesan | |Rajagopal XXX-XX-5545 Mastech Digital Technologies, Inc. 251873382

3 Street acaress (including apartment nd.) 9 Street address (including room or sufté no) 10 Contact telephone number

12364 Spanish Trace Dr E 1305 Cherrington Parkway Building 210 Suite 400 | (412) 787-2100

4 Cay 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
Maryland Heights MO 63043 [Moon Township PA 15108
Employee Offer of CO | Employee’s Age on January 1 Plan Start Month (enter 2-digit number): 01

Al 12 Morths Feb Mar Apr May June July Aug Sept Oct Nov Dec
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For Privacy Act and Paperwork Reduction Act Notice, see separate instructions. Cat. No. 60705M Form 1095-C (2022)
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Instructions for Recipient

You aro receiving this Form 1095-C because your employer is an Large Employer subject to
the employer shared responsibility provisions in the Affordabe Care Act. This Form 1095-C includes
information about the health insurance coverago offered to you by your employer. Form 1095-C, Part
Ii, includes information about the coverage, if any, your employer offered to you and your spouse and
dependent(s). If you purchased health insurance coverage through the Health Insurance Marketplace
and wish to claim the premium tax credit, this information wi| assist you in determining whether you
aro ebgible. For more information about the premium tax credit, soe Pub. 974, Premium Tax Credit
(PTC). You may receive multiple Forms 1095-C if you had multipje employers during the year that were
Appécable Large Empiloyers (for example, you left employment with one Applicable Large Employer
and began a new position of employment with another Applicable Large Employer). In that situation,
each Form 1035-C would have information only about the health insurance coverage offered to you by
the employer identified on the form. If your employer is not an Ap Large Employer, it is not
required to furnish you a Form 1095-C prowviding information aboyt the health coverage it offered.

In addition, il you, or any other individual who is offered health coverage because of their relationship
to you (referred to here as family members), enrolled in your employer’s health plan and that plan is a
type of plan referred 1o as a “sell-insured™ plan, Form 1095-C, Pan |Ii, provides information about you
and your family members who had certain health coverage (referred to as “minimum essential
coverage’) for some or all months during the year. If you or your family members are eligible for certain
types of minimum essential coverage, you may not be eligible for the premium tax credit

I your employer provided you or a family member health coverage through an insured health plan or
in another manner, you may receive information about the coveraqge separately on Form 1095-B,
Health Coverage. Similarty, i you or a family member obtained minimum essential coverage from
another source, such as a govemment-sponsored program, an individual market plan, or
miscellanecus 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 heaith 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 fumish Form 1095-C only to the employee. As the recipient of
this Farm 1085-C, you should provide a copy to any family members covered under a

seff-insured employer-sponsored plan listed in Part [If if they request it for their records.

Additional information. For additional information about the tax provisions of the Affordable Care Act
(ACA), the premium tax credit, and the employer shared responsibility provisions, visit www.irs.gov/
ACA or call the IRS Healthcare Hotline for ACA questions (800-919-0452).

Part |. Employee

Lines 1-6. Part |, ines 1 through 6, reports information about you, the employee.

Line 2. This & your social security number (SSN). For your protection, this form may show only the last
four digits of your SSN. However, the employer is required to report your complete SSN to the IRS.

Part |. Applicable Large Employer Member (Employer)

Lines 7-13. Part | ines 7 through 13, reports information about your employer.

Line 10. Thes Bine includes a tefephone number for the person whom you may call if you have questions
about the nformation reported on the form or to report errors in the information on the form and ask
that they be corrected.

Part Il. Employer Offer of Coverage, Lines 14-17

Line 14. The codes fisted balow for line 14 describe the coverage that your employer offered to you
and your spouse and dependent(s), if any. (If you received an offer of coverage through a
multiemployer plan due to your membership in a union, that offer may not be shown on line 14.) The
information on fine 14 relates to eligibility for coverage subsidized by the premium tax credit for you,
your spouse, and dependent(s). For more information about the premium tax credit, see Pub. 974.

::n 'M_li)nirf\um essential coverage providing minimum value offered (o you with an employee required
L 'n ution for self-only Coverage equal fo or less than 8.5% (as adjusted) of the 48 contiguous states
sm'g e federal poverty line and minimum essential coverage offered 1o your spouse and dependent(s)
ge elrred to here as a Qualifying Offer). This code may be used to report for specific months for which a
ualifying Offer was made, even if you did not receive a Qualifying Offer for all 12 months of the
calenr#\( year. For information on he adjustment of the 9.5%, visit IRS.gov
1B. Minimum essential coverage providing minimum value offered to you and minimurm essential
covergge NOT offered to your spouse or dependent(s).
1C. Minimum essential Coverage providing minimum value offered to you and minimum essential
cme@gg offered to your dependent(s) but NOT your spouse.
1D. Minimum essential Coverage providing minimum value offered to you and minimum essential
covagge offered to your spoyse but NOT your dependent(s).
1E. Minimum essential coverage providing minimum value offered to you and minimum essential
coverage offered to your dependent(s) and spouse.
1F. Minimum essential coverage NOT providing minimum value offered to you, or you and your spouse
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 self-
insured employer-sponsored coverage for one or more months of the calendar year. This code will be
:?me;t:d in the All 12 Months box or in the separate monthly boxes for all 12 calendar months on
ine 14.
jN. 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 Milnimum essential coverage providing minimum value offered to you; minimum essential coverago
condmor_lally offered to your spouse; and minimum essential coverage offered to your dependent(s)
1L Indwndual coverage health reimbursement arrangement (HRA) offered to you only with affordability
determined by using employee's primary residence ZIP code.
M. lnd_rvldual coverage HRA offered to you and dependent(s) (not spouse) with affordability
determined by using employee's primary residence ZIP code
1N_. Individual coverage HRA offered to you, spouse, and dependent(s) with affordability determined by
using employee's primary residence ZIP code.
10. Individual coverage HRA offered to you only using the employee’s primary employment site ZIP
code affordability safe harbor
1P. Individual coverage HRA offered to you and dependent(s) (not spouse) using the employee's
primary employment site ZIP code affordability safe harbor
1Q. Individual coverage HRA offered to you, spouse, and dependent(s) using the employee's primary
employment site ZIP code affordability safe harbor,
1R. Individual coverage HRA that is NOT affordable offered to you; employee and spouse or
dependent(s); or employee, spouse, and dependents.
1S. Individual coverage HRA offered to an individual who was not a full-time employee
1T. Individual coverage HRA offered to employee and spouse (no dependents) with affordability
determined using employee's primary residence ZIP code
1U. Individual coverage HRA offered to employee and spouse (no dependents) using employee’'s
primary employment site ZIP code affordability safe harbor
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.

(Continued on page 4)
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for Recipient ( i ) Line 17. Thia lino reporis the npplicable ZIP code your employer used for determining affordabillity if

Line 18, Tvs I renorts P Gphoyee fEQUIB Contribution whnch i the monthly cost (o you for th
(owenst oSl mefl Orily THNTIUT eSSenttial COVBTADe DAOVIAING Mminim gm valse that your omployer offered
you For an isdivicasl coverae HRA, e 6mpiloyoe mauired contrgtion i the excess of the monthly
tamsad 07 The empioy0o's ARPRoabIo age for fa lowest cost séver plan over the
oy Indvicual covermn MRA amount (0enerally, the arial in pyakml covernge HRA amount
e by 12 See the Instuchons 1or FOrms 1004-C and 1095 oy more detads. The amount
mporind on B 15 may Aol ba The AMOURT you pakd Tor coverage (. for exampie, you chose to enroll in
mOrD Eaperse COVErnan SCH 8 Ty COVErage. Line 15 will show an amount only if code 1B, 1C,
10, 1 14, K T TMLIN 10, TP, 10, 1T, or 1U I enternd on line 14, if you were offered coverage
It v & 70 Comt 10 you K the Covernge. this ne will ropont <0 (0" for the amount. For moro
tormation, ncluding on how your aligibility 1o other haaltheam arrangements might affect the amount
rpertes on B 15, visit RS gov
Uine Y8 This code provides The RS infarmanion 1o administer (he amployer shared responsibiity
Omer than & code 2C, which reflacts your enroliment in your employer’s coverage, nono of
v infformation @Rlacts your slgdity for the promyiem tax cradit. -or moro information aboul the
empioyer Bharad resporsddRy provisions, visil RS gov

you were offered an individual coverage HRA. If code 1L, 1M, 1N, or 1T was used on line 14, this will
bo your primary residenco location. If code 10, 1P, 1Q, or 1U was used on line 14, this will be your
primary employment sito. For more information about individual coverage HRAg, visit IRS.gov

Part Ill. Covered Individuals, Lines 18-30

Part lll reports the name, SSN (or TIN for covered individuals other than (he employee listed in Part I)
and coverago information about each Individual (including any full-time employee and non-full-time '
empl , and any employee's family members) covered under the employor’s health plan, if the plan
ia “sell-insured.” A date of birth will be entered in column (c) only if an SSN (or TIN for covered
individuals other than tho employee listed in Part ) is not entered in column (b). Colurnn (d) will be
checked If the individual was covered for at least one day in every month of the year. For individuals
who were covered for some but not all months, information will be entered in column (e) indicating the
months for which these individuals were covered. If there are more than 13 covered individuals,
additional coples of page 3 may bo used.
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