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£1095-C Employer-Provided Health Insurance Offer and Coverage [Jvoo
s S T p Do not attach 1o your tax return. Keep for your records. [J CORRECTED 202 3
Intonal Revence Senvice Go to www.irs.gov/Form1095C for instructions ngQ the latest information.
Employee Applicable Large Employer Member (Employer)
TName of empioyee (18l name, middie Vel 1ast name) 2 Social securty number (SSN) |7 Name of employer ‘WOKB'MW"’“W’EM
RAKESH KATKURI l XXX-XX-4070 THE KROGER CO. 31-0345740
3 Stoet ad0ress (Incuoing aparment no.) 9 Siroot add0ss (NCIAING oM Of BUAE NO.) 10 Contact telephone umber
173 AUTUMNWOOD ROAD 1014 VINE ST 1-800-952-8889
4 City of town § State of province 8 Country and ZIP or foreign postal code| 11 City of town 12 Stato of province 13 Country and ZIP or foreign postal code
TROUTMAN ] NC US 28166 CINCINNATI OH Us 45202
ELAL] Employee Offer of Coverag Employse's Age on January 1: Plan Start Month (enter 2-digi rumber). 01
Al 12 Months Jan Feb Mar Apr May June July Avg Sept Oct Nov Dec
14 Offer of Coverage
(ot requirod cooe) 1H 1H 1H 1E 1E 1E 1E 1E 1E 1E 1E 1E
15 Employee Raquired
Contribution
(seonstuctons) - g s s s s 36.50 s 36.50 | 36.50 s 36.50 |s 36.50 s 36-50 Js 36.50 s 36.50 |s 36.50
16 Section 4980H Sate
Hartor and Other
Rebef (enter code,
# apphcabie) 2A 2A 2D 2C 2C 2C 2C 2C 2C 2C 2C 2C
17 21P Code
For Privacy Act and Paperwork Reduction Act Notice, seo separate instructions. Cat. No. 60705M Form 1095-C (2023)
00320
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Covered Individuals 2 _ =
Part il If Employer provided self-insured coverage check the box and enter the information for each individual enrolled in coverage. including the em) 08, = —
(@) Months. coverage
Individ b) DOB (# SSN or other | (d) Covered
e o Ly i it (‘hﬁg_.zwi 1 vt | van] Feo | Mar] Apr | May[une] duly | Aug [Sept] 0ct [Nov | Dee
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