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2023 W-2 and EARNINGS SUMMARY

Employee Heference Co
W Wage and Tax 5023
% Statement

OMIO No 1 B4 50000
Copy C for employoa's records. >
d Conilral numbar Dept Corp Emp! :!-',.I f Lbd -:-nl-,.

0000211048 WTB 101442 |NK25 AE S 18321

¢ Employer's name, anddreas, and ZIP code

PRESIDENT AND FELLOWS OF HARVARD
COLLEGE

1033 MASSACHUSETTS AVE 2ND FL
CAMBRIDGE, MA 02138

e/l Employee’s namo, nddross, and ZIP codo
MANISH KUMAR

78 S HUNTINGTON AVE

APT # 23
JAMAICA PLAIN, MA 02130
b Employer's FED D number | a Employee's SSA number
04-2103580 XXX-XX-19886
|1 Wages, tips, other comp 3 Federal incoma tax withheld
Lo 49101.52 7674.03
3 Social security wages 4 Social security tax withheld
49101.52 _ 3044.29
5 Medicars wages and lips 6 Medicare nx withheld
49101.52 711.97
7 Soclal security lips 8 Allecated lips

10 Dependen! caro benellls

128 See Ilnltru-:ﬂ_nt fgrg taca &E’I_ Sacial Security Number: W -Ax-1988
m:.n ] : MANISH KUMAR

12 | d 78 S HUNTINGTON AVE

12d =]

'_3 i Rel. plan |3d party sichk gy APT# 23

s xpm : JAMAICA PLAIN, MA 02130

15 State |Employer’s stato ID no. |16 Slale wages, Ups, elc.

e L T e

2355.06 | - P
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Employee Reference C

o
Wage and Tax 50 2 3
Statement OMB No. 1545-0008

W-

Copy C for employee's records.
d Control number Dept. Corp. Employer use only

0000211848 WTB 101442 |NK25 AE S 18321

¢ Employer's name, address, and ZIP code

PRESIDENT AND FELLOWS OF HARVARD
COLLEGE

1033 MASSACHUSETTS AVE 2ND FL
CAMBRIDGE, MA 02138

e/l Emplofaa's name, address, and ZIP code

MANISH KUMAR
78 S HUNTINGTON AVE

APT # 23
JAMAICA PLAIN, MA 02130
b Employer's FED ID number| a Employee’'s SSA number
04-2103580 | XXX-XX-1988
1 Wages, tips, other comp. 2 Federal Income tax withheld
49101.52 | 7674.03
3 Social security wages 4 Soclal security tax withheld
49101.52 | A 3044.29
5 Medicare wages and tips | 6 Medicare tax withheld
49101.52 | 711.97
'7 Social security tips 8 Allocated tips
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10 Dependent care benefits

) 12a See instructions for box 12

5944.00

11 Nonqualified plans

14 Other 112b

15 State |[Employer’s state ID no.|16 State wages. tips, etc.

. | MA | WTH-10798176-044
I 17 State income tax 49101.52

2355.06

19 Local income tax

20 Local ity name




Form 1 095 'c

Department of the Treasury

Employer-Provided Health Insurance Offer and Coverage

Do not attach o your tax return. Keep for your records.

Go to www.Irs.gov/Form1095C for instructions and the latest information.

500Lk20

CMB No. 1545-2251

2023

Intemal Revenue Service

Employee

Applicable Large Employer Member (Employer)

1 Name of employee (lirst name, middle initial, last name)

MANISH |

[KUMAR

2 Social secunty number (SSN)

Hhie 421088

T Name of employer

HARVARD PRESIDENT AND FELLOWS

8 Employer identification number (EIN)
04-2103580

3 Sireel address (including apartment no.)

78 S HUNTINGTON AVE APT 23

B Sirese! addiess (mcluding room or suita no.)

114 MOUNT AUBURN STREET 4TH FLOOR

10 Contact talapnona number

(617) 496-4001

4 City or town 5 State or province 6 Country and ZIP or foreign poetal code |11 City or town 12 State or province 13 County and 21 or foregn poszzl code
JAMAICA PLAIN MA 02130-4708 CAMBRIDGE MA 02138
Employee Offer of Coverage Employee’s Age on January 1 Plan Start Month (enter 2-digit number): 01
All 12 Monlhs Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec
14 Oder of
Coverage (enter = 1= 1E 1E 1l 1E 1E 1E 1H 1H 1H 1H
required code)
15 Employee
Reguired ;
Contributon | ]
yowctions). B S 68008 68008 68008 6800K 68008 68008 6800% 680085 5 S <
16 Seclion 4980H -
Ot bl feniar 2C 2C 2C 2C 2C 2C 2C 2C 2A 2A 2A 2A
code, if applicabla)
17 ZIP Code
Fladlll Covered Individuals —
If Employer provided self-insured coverage, check the box and enter the information for each Individual enrolled in coverage, including the employee. 2|
(a) Name ol covered incividual(s) (b) SSN orcther TIN  |(c) DOB (il SSN or cther| {d) Covered (e} Months of coverage
First name, muddie inmial, last name TiN is not available) |all 12 months| Jan Feb Mar Jn,ll:-:,r May Juna Juh,r Aug Sept Oct Nov Dec
Manish Kumar we_A_1988 X X X X X X X X X : :]
18
19 '
20 ' —
21 .
22 - L
23 | Yl

For Privacy Act and Paperwork Reduction Act Nolice, see separate instructions.

Form 1095-C (2023



Massachusetts Health Care Coverage

2 FID number ol Insurance co. or administralor

-HC Individual Mardate —

& company of admi

nisliato
HSSHEI!IISCHE _1 04-1045815
- Il 4 Date of birth

| Name ol Insuranc

Blue Cross Blue Shicld ::il'_h.fl

- i 5 Subscriber number

:;NH}SII{;U:;R 03-28-1988 9806131900000
6 Sireel Fl;lt:ﬁ - 7 City/Town 8 Slale 9 Zip
78 S HUNTINGTON AVE APT 23 JAMAICA PLAIN MA 02130

Corrected:

ths with minitnum credilable coverage.

[H June July Aug Sepl. D Ocl. D Mov. D Dec.

nimum credilable coverage? | No, check mon

Jﬂn Feb Mar. IE Apr. E May

Dale of birth Subscriber number

Full-year mi
D Yes No

4. Name ol dependenl

Full-year minimum creditable coverage? If No, check months wilh minirnum credilable coverage. Correcled:
D Yes D MNo DJan. D Feb D Mar D Apr. D May E] June D July DAug- D Sepl DDui_ D Mov. D Dec.
b. Name of dependenl Date of birth Subscriber number

Correcled:

Full-year minimum credilable coverage? Il No, check months with minimum credilable coverage:
[] May DJune D July DAug D Sepl. []Dt:.t. EI MNov. El Dec.

D Yes D No DJan D Feb. Mar. D ApT.
Date of birth Subscriber number

c. Name of dependenl

Carrecled:

Full-year minimum creditable coverage? Il No, check months with minimum credilable coverage.
D Mar. D Apr. D May D.June D July [:l Aug. D Sepl. D Ocl. D Nov. [] Dec

[ves []nNo [Juan. []Feb.
e

f
Dale of birth Subscriber number

d. Name of dependenl

Il Mo, check monlhs wilh minirnum creditable coverage: Correcled:

Full-year minimum creditable coverage?
[] Mar. [] Apr. [] may [] June l:l Juy [JAug. [] Seet DD-:L D Nov. []Dec.

D Yes [:I Mo DJan. D Feb.
/f
Dale of birth Subscriber number

e. Name ol dependenl

—

Full-year minimum credilable coverage? I No, check months wilh minirnum credilable coverage. C {
orreclec

D Yes EI No DJan. D Feb. D Mar. D ApT. D May DJLIHE El July D Aug D Sepl. DGCI. D Nov. D Dec.
e —————————————————————————— e —

[. Name of dependenl Date of birth Subscriber number

Full-year minimum credilable coverage?  If No, check months wath minirnum credilable coverage:
Correcle:

D Yes D Mo DJan_ |:| Feb. D Mar. D Apr, D May DJunE D July D Aug. I:l Sepl. DDI:I. [] Mov. D Dec.

O —————————————————————— e —

g. Name ol dependeni Date of birth Subscriber number
F
Elill:ear nE]mrnUm credilable coverage? Il No, check monihs with miniinum credilable coverage.
es Mo
DJan. DFEIJ. D Mar. |:| Apr, D May Ddunu D July D Aug. D Sepl. DGGI. D e D " Correcte
h. Name of dependent . —
penden Date ol birth Subsoriber number
Full-year mini '
mum credilable coverage?  If No, check months with minimum credilable coverage:
Correcle

D"l"ﬂ'-i 0 Jan F
El N D . EI eb. D Mar. D IApr, D May DJuna D July D Aug. D Sepl, Dﬂnl. I:I MNov, I] Dec.

101 Huntington Avenue, Suite 1300 | Boston, MA 02199-761 1

ZHCR02 Blue Cross Blue Shield of Massac .
of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association
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