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APARNA HANUMANTU 
1808 OLNEY RD 
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Please ver ify that your name is as i t appears on your social securi ty card and matches records 
■aintained with your e11ployer. 
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Employer-Provided Health Insurance Offer and Coverage I 0 MB No. 1545-2251 

Depar1mont ol tho Tr-.y Do not attach to yoir tu ,.tum K" p for yoir ,.cord&. O coRRECTED ~@23 
lntamal Rov.,.... Sorvico Go to wwwJrs.govfFormtotl6C for lnllJUctlo,. end the lltaat lnfonnaaon. 

■:lilil■ EmplOVN App11cable Lar11e EmPlover Member CEmpJoyerJ 

1 Namo ol 1111pl0j90 (firll name, midde iritial, lut rwne) 12 Social secuity nunbtr (6SN) 7 Name of tmplOl'er a Employ• ldentlflcotion runbor (EIN) 

APARNA HANUMANTU XXX-XX-0918 CAPITAL ONE SERVICES LLC 54-1780389 
3 StrNI adm-- Qnckldr,g ,partment no.) 9 Stroot add,_ Oncft.dng room o, IUlo no,) 10 Coitad telophcr,o rurbtt 

1808 OLNEY RD 1680 CAPITAL ONE DRIVE 888-376-8836 

4 City o, town 15 State or province 18 Co<my and ZJP o, fo<l91 pootaf code 11 Crty or town 12 State or provn:, 13 COlllll'y and Zf/1 or lorai,, pollbl code 

FALLS CHURCH VA USA 22043 MCLEAN VA USA 22102 
a:r-r..111 Employee Offer of Coverage I Employee's Age on January 1 Plan Start Month (enter 2-dlg/t number): 01 

All 12Monthl5 Jan Feb Mar ~ Mey June July Aug Sept Oct Nov Dec 

14 Olfe, of 
Co.t•ag•(.,te, 
reqLi'ed cod•) 1H 1E 1E 1E 1E 1E 1E 1E 1E 1E 1E 1E 
15 ErnployN 
Reqlired 
Contnbution (- s s 57.2!$ 51.21 s 57 .21 57.28 57 .28 ~ 57.28 57.28$ 57.286 57 .28 S 57.2h 57.28 
illfflJctiom) p 

1e 6edion4ge()H 
Safe Harbor and 
Other fWiel (onte, 2D 2C 2C 2C 2C 2C 2C 2C 2C 2C 2C 2C 
code, if applicable) 

17 ZJP Code I 

liCillU Covered lndlvlduale 
If Employer provided self-Insured coverage check the box and enter the Information for each Individual enrolled In coverage Including the employee, ~ 

(oj Name of covnd indi~dual(s) (b) SSN a -TIN (cj DOB Of SSN a ot,e, (cf Cov•ad (elMa'hol COYt<aga 

Fim rwne, rnddo lrilia/, /art rwn• TN ,. nol OYalabltj 11112 monthl Jan Feb Mar AfS May Jun• July Aug s~ Oct No~ Dec 

□ □ □ □ □ □ □ □ 
18 APARNA HANUMANTU XXX-XX-0918 

~ □ □ □ □ 

□ □ □ □ □ □ □ □ □ □ □ □ □ 
19 

□ □ □ □ □ □ □ □ □ □ □ □ □ 
20 

21 □ □ □ □ □ □ □ □ □ □ □ □ □ 

22 □ □ □ □ □ □ □ □ □ □ □ □ □ 

23 □ □ □ □ □ □ □ □ □ □ □ □ □ 
For P11Y _____ acr_ ActwP.,__ AeGdonAct Nol<>e.-Npa'llteilllNctior-.. 
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