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Dananment of the Treasury Do not attach to your tax return. Keep for your records. DCORRECTED 2023
Reverwe Service to www. /Form1. for ins' ons al I inf¢ tion.
[Part | Lo Appicabl Lrge Employererber Empoyen
T Name of omployes (st name, mMidde iNbal, 1St name) 2 Social security number (SSN) |7 Name of employer 8 Employer identification
SOURISH MOTEY XXX-XX-7530 COMMUNICATIONS TEST DESIGN INC. 23-2015935
3 Street address (ncludng apartment no.) 9 Street address (including room or sufte no.) 10 Contact tetephone number
30 GOLF VIEW DR APT A4 1373 ENTERPRISE DR. 1-844-537-2448
4 City or town lsan-ovmrm luw\«ymzwwmmum 11 Cry or town 12 State o province 13 Country and ZIP or foresgn postal code
NEWARK DE US 19702 WEST CHESTER PA US 19380
lull] Employee Offer of C: 9 Employee's Age on January 1: Plan Start Month (enter 2-digt number) 04
All 12 Morths Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec
14 Offer of Coverage
{enter required code) 1H 1H 1H 1H 1H 1H 1H 1H 1H 1H 1E 1E
15 Employee Required
Contribution
= : s s s s s s s s s s s 103.44 |s 103.44
16 Section 4380H Safe
Harbor and Other
ppeast ey 2a 2A 2A 2A 2a 2A 2D 2D 2D 2D 2c 2c
17 ZIP Code I
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Covered Individual
" E ovndod'so"-msuredwvcr check the box and enter the information for each individual enrolled in coverage, including the em E
(8) Name of coversd individual(s) (b) SSN or other TIN | (c) DOB (# SSN or other | (d) Covered 8 Morths of coversge
First name, middie intial, last name TIN s not avadable) | ad 12 months | Jan] Fed | mar | Aor [ may e sy [ aug [Seot| oct [nen | oue
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