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I3 Employee Applicable Large Employer Member (Employer)
1 Name of empioyee T rst nama, midde rital. kast name) 2 Social secunty number (SSN) 7 Namw ol employer 8 Emoloyer dentfcator number (LIN)
RAJENDRA | P |SADINENI T MEDLINE INDUSTRIES, LP 36-25¢
3 Street aodress (rcluding apartment no) 9 Street address (ncluding room of sute no.) 10 Contact teleonane rumber
830 PACIFIC AVE APTC 3 LAKES DRIVE (847) 949-2065
4 Ciy or town 5 State or province 6 Country and ZIP or forsign postal code |11 City or town 12 Stale or province 13 Country and 2P or foregn postal code
HOFFMAN ESTATES IL 601694707 NORTHFIELD IL 60093
X3l Employee Offer of Coverage [ Employee’s Age on January 1 Plan Start Month (enter 2-digt number): 01
A 12 Mots Jan Feb Mar Apr May June July Aug Sopt Oct Nov Deoc
Coverage (erter 1H 1H 1H 1H 1E 1E 1E 1E 1E 1E 1E 1E
requred Cooe)
15 Employee
o F
oo gl 5 r 5 108.415 108.415 108418 108.41§ 1084135 108418 108415 108.41
10 Section 2950H
i b Bl 2A 2A 2D 2D 2C 2C 2C 2C 2C 2C 2C 2C
code, i appicable)
17 2P Code — —

=T Covered individuals

It Employer provided self-insured coverage, check the box and enter the

Information for each Individual enrolled In coverage, Including the employee. E

{a) Name of covered noividua(s)

(b) SSN cr other TIN

{c) DOB (if SSN or other| (d) Covered

{e) Months of ceverage
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For Privacy Act and Paperwork Reduction Act Notice, see separate Instructions.
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