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! Employer-Provided Health Insurance Offer and Coverage Ovon o it 00320
! s 1 ogs'c Do not attach o your tax return. Keep for your records DCOR”FCTED 202 3
! ?::‘:-:: i-s::oﬁ Go to www . irs gov/Form1095C for instructions and the latest information .
Applicable Large Employer Member (Employer)

4] Employee
l: Sooal securtty number (S5N)

8 Empioyer dertfioamon number (FN)
11057

52-201

1 Name of employes {'rst name. middie rulal @sl name) "
RAGHU K THALVAYAPATI XXX-XX-7761 EKS » INC y 2
9 Svest address (ncaing roam of sulte Mo 10 Contac tetephone mamber

3 Sireet adcress (inchuding apartment no ) -
22434 BRIGHT SKY DR 7437 RACE ROAD 855-314-4222
4 Cay or 1own 5 State or provexe 6 Cauntry and 2P or loresgn postal code | 11 C2y or lown 13 Country ard 2P o toresgn postal cods
CLARKSBURG MD Us 20871 HANOVER MD Us 21076
Plan Start Month (enter 2-agt rumbers 01

00 Employee Otfer of C 9 Employee's Age on January 1:

Mar Ay May June Dy Aug

12 State or province

All 12 Months Jan Fet

14 O%er of Coverage =
! (enter required cods) 1E
15 Employse Requred
Contribution
(See MENKBONS) =
s 536.05|s s $ s s 5 s s s

18 Section 4960 Safe
Harbor and Other
‘l(u‘:l’::l 2F 2F 2F 2F 2F 2F 2F

17 ZP Cooe

2B 2F 2F 2F 2B
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Covered Individuals D
LML i Empioyer provided seif insured coverage_check the box and enter the informanon for each ndwidual enrolled in coverage including the empicyee
(a) Name of covered indivadual(s) (b) SN or other TIN | () DOR (# S5N or other | (d) Covered (@) Morts of coverage
TIN 8 not avadatee) 8l 12 morihs | Jan | Fad | Mav | Apr | May | June | July | Aug |Sept | Oa | Nov | Dec

Frst name miodie nitial, last name

19

Fal

2

24

25 3 % 3

b .
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