Form MA 1099-HC 2023

Individual Mandate g_as_sm
epartme
Massachusetts Health Care Coverage Revenioont of
racking & 107131612 7 e
1 L;d;w};lgﬁféuranm Company or administrator 2 FIb number of insurance co. or administrator
" 06-6033492
3 ':En'lw?:; subscriber 4 Date of birth 5 Subscriber number
PRAVEEN VUYYURU 08/11/1994 243023157
6 Streot address 7 City/Town 8 State 9Zip
375 ACORN PARK DR BELMONT MA 02478
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
Yes D No D Jan. D Feb. D Mar.D Apr. I:I May DJUHO DJuIv D Aug. D Sept. DOct. D Nov. DDec.
a. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
D Yes D No D Jan. D Feb. [:‘ Mar. D Apr. I:] May DJune DJuIyD Aug. l:] Sept. I:]Oct. DNov. Doec.
b. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
D Yes D No D Jan. D Feb. D Mar. D Apr. D May DJune DJuIyD Aug. D Sept. DOct. DNov. DDac.
Date of birth Subscriber number

c. Name of dependent

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

D Yes l:l No D Jan. ,:] Feb. D Mar. I:l Apr. D May DJune DJulv I:l Aug. D Sept. DOct. DNov. DDec.

Date of birth Subscriber number

d. Name of dependent

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

[::] Yes D No I:] Jan. D Feb. I:I Mar. D Apr. [:’ May DJune I:IJuly El Aug. D Sept. DOct. DNov. D Dec.

Date of birth Subscriber number

e. Name of dependent

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

D Yes D No D Jan. D Feb. I:] Mar.D Apr. I:] May DJune DJquD Aug. D Sept. DOct. DNov. D Dec.

f. Name of dependent Date of birth Subscriber number

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

D Yes D No D Jan. D Feb. D Mar.D Apr. I:l May DJune Dduly D Aug. D Sept. DOct. DNOV_ D Dec.

g. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
D Yes L—_] No D Jan, D Feb. I___] Mar. D Apr. D May DJune DJuIy D Aug. D Sept. DOct. DNov. D Dec.
Date of birth Subscriber number

h. Name of dependent

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

D Jan, [::I Feb. E] Mar, I:j Apr. [:] May [:]June DJuly D Aug. D Sept. DOC(. DNov. E Dec.

Yes D No
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