11095-C

W of the Trgamay

Employer-Provided Health Insurance Offer and Coverage ——
» Do not attach to your tax return. Keep lor your records B 3 EDEB
» Go (o www.irs /Form1095C for instructions and the stest information.

2 Social securty ruriber (SEN) -
IGZTR empioyos ore_st-7420 APpEaNe Lenns Sy YZT:ZTZTWM
1 Name of employae (firsi name, middie initsl, last nems ) 7 Viame of senpierper ¥2228
DARSHANA N BAVISKAR PORD MOTUR COMPANY
1 Bireet addrews (inchuding apaitment no ) 9 Srost sidress (mcluding rors of sulle 0 § 18 Contact ieimencre mumiber
. 4] IVE OME AMERICAN BOAD TAX OFFICE ROOM 612 £00-24R8-4444
4 City or lowm Jlmawwmu 0 Country and ZIP o loresgn postaf code | 11 Cay or town (12 Saate or prowince 73 Country and 2P or (oemign postal cous
WESTLAND M1 48185 DEARBORN M1 | 48126
m" ployee Offer of C 9 Employee’s Age on January 1 [Plan Start Month jerter 2-digh msbery (1
All 12 Months Jan Fob Wt Apr May June Juy fary Sept ) Now Dec
14 Offer of Coverage
forwer rouiind sode) 1A 1A 1A ia 1A 12 1A 12 13 1A 1a ia
18 Employee Required
{
instructana) 5 $ s s s s s s s Is 3 s
18 Soction 4880H
3afe Harbor and Other
iglief (onter coda,
; ) 2C 2c 2C 2C 2¢ 2C 2C 2C 2C 2C 2C 2c
17 ZIP Code
For Privacy Act and Paperwork Reduction Act Natice, see separate instructions. Cat No 60705M Fore 1085-C (2023}
L00320
Form 1085-C (2023) __Pages
FETRAN Covered Individuals - if Employer provided self-insured coverage, check the box and enter the information for each individual enrolled in coverage, including the employee. [E
) Nauct of coverecLindviuiS) (B SSN oroher IV | (6) 008 (4 SSN o tber | () Covered 1A of pereams
First name,_muddie initial, last name not available) |all 12 months | Jan | Feb | Mar | Apr Juno_.m_ﬁ Oct | Nov | Dec
38 DARSHANA N BAVISKAR *xx_*%_7420 X|X|X|[X|[X|X|X|[X|X|X|X|X
1% ARHANA N VETALE *xxt_**x_0061 XX |X|[X[X|X|X|X|X|X|X|X
2 LUV N VETALE ekx_k¥_.T7131 XX |X|X|X|X|X|X X|X|X|X
21 NILESH G VETALE xx%x_*%x_9454 XXX X|X|X[X[X|X[X|X|X

B

3

o

Form 1095-C (2023)




