BlueCross BlueShield of Illinois
PO Box 660603
. e Dallas, TX 75266-0603

x::xt*x::x*x:x**x*xtscn 5-DIGIT 021bH
17206 1 AV 0.498 el
VINYAS MAIYA

2001 FALLS BLVD

APT 215
QUINCY MA 02169-8213

Form MA 1099-HC Individual Mandate-Massachusetts Health Care Coverage
7. FID number of insurance co. or administrator

1. Name of insurance company or administrator

BLUE CROSS AND BLUE SHIELD OF TX
4. Date of birth

361236610

5. Subscriber number

3. Name of subscriber

VINYAS MAIYA 1990-03-18 000832012821
6. Street address 7. City/Town 8. State 9. Zip
2001 FALLS BLVD QUINCY ' MA 021698213
Corrected:

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

O jan. OFeb. O Mar. (J Apr.[] May Jsuned July(J Aug. [ Sept. [Joet. OONov.[d Dec.

Kl ves[J No
a. Name of dependent Date of birth Subscriber number
POOJA RAMESH 1995-09-05 . 000832012821
Corrected:

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

O Jan. CJFeb. [0 Mar. (] Apr.[] May Jsuned Juty[J Aug.

Date of birth Subscriber number

K ves[J No [ sept. [JOct. CNov.[J Dee.

b. Name of dependent

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

Ovyes[d No [ Jan. [JFeb. [ Mar. DApr.D May [Jiune T July [J Aug. [ sept. Ooct. CONov.[d Dec.

c. Name of dependent

Date of birth Subscriber number

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

[ Jan. [JFeb. 0 Mar. (] Apr.C] May iuned July[d Aug. [ sept. CJOct. ONov.[d Dec.

Oves[J No
d. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
OYes[d No [ Jan. [JFeb. (J Mar. [J Apr.[] May uned sutyd Aug. [ Sept. [lOct. CONov.[d Dec.
e. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
OYes[J No [ an. [JFeb. I Mar. [J Apr..] May. (J3une [ July (] Aug. [J Sept. [JOct. CINov.[J Dec.
f. Name of dependent Date of birth Subscriber number
ull-year minimum creditzble coverage? If No, check months with creditable coverage: ' Corrected: § g
OvYes[d No . 3
[ Jan. [JFeb. [ Mar. (] Apr.C] May. [13une [ July (] Aug. (1 Sept. (Joct. CINov. [ Dee. gt
§ g
w
N oIS 00 TX15274 BS7aws

20240118 012115 4




