
VOID CORRECTED oMB No. 1545-22s1

18 RAKESH RAWA
19 Saraswathi Seemakurthi
20

21

22

23

xxx-xx-0098

l-

lnstructions for Recipient
You are r*eiv ng th s Form T 095-C because your employer is an App cab e Large Employer subject to the employer
shared responsibi rty provis ons n the Atfordab e Care Act. This Form 1095 C inc udes information about the heath
insurancecoverageofferedtoyoubyyourempoyerForml095-C.Employ*OfferofCoveragesection, noudes
lniormat on about the coverage, f any. your employer offered to you and your spouse and dependent(s). f you
purchased h€ th rnsurance coverage through the Health nsurance Marketplace and wish to c aim the prem um
te cred i. th s information vr' l1 assisl you n detemining wheiher you are elgible. For more nfomation about the
prem um td credit, see Pub. 974. Prem um Tax Cred t IPTC). You may recelve muit ple Forms 1 095-C f you had
mult ple employers dur ng the year that were Appl cable Large Emp oyers (for example, you left employmeni w th one
ApplcableLa€eEmpoyerandbegananewpositionofempoymentwlthanotherApplcableLargeEmploye4. nthat
situat on, each Fom 1095 C would have informat on on y about the health lnsurance coverage offered to you by the
em ployer identified on the form. f your emp oyer s not an Applicable Large Em ployei it is not required to furnlsh you
a Form 1 095-C prov d ng nformation about the hea th coverage it offered.
n add t on, f you, or any olher ndividua who ts otfered heallh coverage because of the r relationsh p to you tefetred

to here as family members), enro ed n your em p oyer's hea th plan and that pLan is a type of plan refetred to as
a 'seliinsured" p an, Fom T 095-C, Covered lndiv duais s€tion, provides informatlon about you and your fam ly
memberswhohadcedainhethcoverage(referredtoas"minimumessentalcoverage")forsomeoral months
dur ng the year lf you or your family members are el gible for ceda n types of minlmum essent al coverage, you may
n01 be elig ble for ihe premlum tax credit.
f your em ployer prov ded you or a famiiy mem ber healih coverage through an insured health plan or n anoiher
mannel you may receve information about the coverage separate y on Form T 095-ts, Health Coverage. Simllarly. if
you or a iamily member obta ned m n mum essent a coverage from another source, such as a governmenl-sponsored
program, an individual market p an, or misce laneous coverage destgnated by the Depadment of Health and Human
Services. you may recelve nformation abolt that coverage on Fom T 095-8. lf you or a fam ily member enrol ed
n a qualified health pian through a Health nsurance l\larketplace, the Health lnsurance [4arketp ace will repod
nformation about thal coverage on Form T 095,A, Health nsurance Ilarketp ace Statement.

n Emploversare.equiredtofurnLshForml09S-Canlytatheemplayee.AstherecipientofthisFomlA?S-C,
lllP I yau shauld proride a copt lo any t'amily mefrbers covered under a elf-insured emplayer-sponsored plan
\.J I steo n re Ca.e eo .no . o-a s se( loF I th.t .eg-est | t'o, rre.t eca,os
Additional information. For add t ona nformation about the te provisions ofthe Affordab e Care Acl (ACA),
the prem um td credrt. and the em ployer shared respons b iiy prov s ons, visit www /rs.goylACA or call the RS
Healthcare Hot ine for ACA questions (800 gT 9 0452j.

Employee
Repods infomaton about you, the mploye. Repods yoursocal securfr., number 1SSN). For your protston, th s fom
may show only the lasl four digits of your SSN. Howevei the employq s req! red to report your com plete SSN to the lRS.

Applieable Large Employer
Reports information about your employer This includes a telephone number for the person whom you may call if you
have questlons about the nfomalion repoded on the lorm or to report errors n lhe nformat on on the form and ask
that they be corrcted.

Employer Offer of Coverage, Lines 14-1 7
Lire 14. The cods listed be ow for line 14 deeribe ihe coverage that your emp oier oXsed tc,y'ou md your spouse ad
deptrdmt(s), lf try. {l you rseved an offer of coverage through a mult ffip o_vs pir iue to i o!: mffibeEhip in a union,
thatofiqmaynotbeshownonlinel4.)Theinfomatonmline14relat6toeigb O jc.cc,,'saEesubsdzedbythe
prem um h credit for you, your spdp, and dependfrt(s). For more iniomaton ahd the rrfl !r to: cred t. se Pub. 974.
14, Minimum essential coverage prov ding mtnlmum value oflered to you w th an em p c_. - r--qu rei conlr;but on for
sef-onlycoverageequaltoorlesslhan9.5To(asadjusted)ofthe4Scoftguousstat.ss-gef-..a aoledy neand
m n mum essenl a coverage offered to your spouse and dependent(sl (refetred io here as a a;a f, .E 3fferl This
codemaybeuediorepodlorspslficmonthsforwhichaQualfyngOifer!,iasrade c.:- i_.:-li-.:-:...e:
QuaLlfylngOfferforalT2monthsofthecaendaryearForinformatonontheadjuslmeriirl.::.:i/: .s1 iSgo!.
lB.Minimumessenla coveragepro!dngminimumvalueofferedtoyouandmnimum*se.ta aa,e.afa .:-
offered to your spouse or dependent(s).
1C, Minimum essertial coverage provld ng m n mlm value olfered to you and m n mum essent a ccta.:gs a-a.:: :c
your dependent(s) but NOT your spouse.
1 O, Minimum essent al coverage prov d nq mln mu m value offered to you and m n mum essent a ccr,e.a3e 3fai- ic
your spouse but NOT your dependentis).
lE.Mnimumessentia coverageproydngmnmlm,,a!ecffe.adtoyouandmnmumessenta co,.eragecf€r*to
your dependent(sl and spouse.
lF.Mhlmumessentia coverageNOTprc'/dngminlmumtaue.fier?dto:ic!,orlouanC:/cu'spcuseo.
deoelde^'15. o .or. ro-r soo tse. a o oep:.de1\sr.
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For Privacy
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Act Notice,
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instructions.
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(e) Ivlonths of coverage

08t04t1994

1 G, You vr'ere NOT a iul time em p oyee lor any monlh of ihe calendar year blt lrere enro 
"d 

n 
"a 

f narr"d 
"Iffisponsored coverage for one oT moTe months of the ca endar year This code !v I be entered in the A// 12 Morths box

or in the separate monthly boxes f or all 1 2 calendar months on ne 1 4.

1 H, No offer of coverage (you were NOT offered any hea th coverage or you were ofiered coverage that s NOT
minimum essentiai coverage)

1 J, lvl n mum essent a coverage providlng m n mum va ue offered to you; minimum essent a coverage condit ona y
oftered to your spouse: and minimum essent a coverage NOT offered to your dependent(s).

1K, M nimum essential coverage providing m njm!m !alue offered to yout mln mum essential coverage conditionally
offered to your spouse; and minimum essent a coverage otfered to your dependent(s).

1 L. ndividual coverage health reim bursement atrangement I H FA) offered to you on y v/ th aifordab ity detem ined by
usrng employee's primary res dence ZIP code.
1 ful. lnd v dual coverage HRA otfered to you and depeiden(s] (not spouse) w th affordabi ity det.rm nd by using
employ*'s primary residence Z P code.
1 N. ndividual coverage HBA otfered to you, spouse. a.d dependent(s) with atfordabllty detem ned bi us ng
empioye's primary residence ZIP code.
1 O. lndividual coverage HFA offered to you on y us ng the em ploy*'s prlmary em ployment s te Z P cooe afrordab: tv
saie harbor

lP.indivldualcoverageHBAofferedtoyouanddepe.!enIs inotspouse)usingtheempoyeesprmaryempolment
s[e Z P code atfordability safe harbor
1Q. indlvldual coveraqe HFAoffered to you, spouse. anc Cependertlsl using the emp oyee's prlmary employment sde
Z P code affordabil ty safe harbor
1 R, lnd[,]dual coverage HRA ihat is NOT affordab e offered to youi employe and spouse or dependentls)i or
emp o!*. spouse, and dependents.
1S. nd,r Cua coverage HRA offered 10 an individua who was not a fu l-tlme employee.

1T. f d v dua coverage HRA olfered to empby* and spouse (no dependenis) with affordabllity detem ined using
emp ov*'s primary resldence ZIP code,
1 U, ndrv dua coverage HRA offered to employe and spouse 1no dependents) using em ployee's primary em ployment
site Z P code a{fordab I ty safe harbor
1V Feserued for future use,
1W Reserued lor future use.
1X, BeseNed for future use.
1Y Feserued for future use.

12, Feserued for future use.
Line 15. Repods the employee required contributlon. llhich s the monthly cost 10 yo! for ihe orvest cost self on y
minimumessentialcoverageprovdingmlnimumvauethall,ourempoyerofferedyou.Foran ndlvldualcoverage
HRA, ihe emp oyee required contr butlon s the exc6s of t.e monthly premlum based on the employ*'s applicab e
age for the applicable lov/est cost silver plan over the molri y ndividua coyerage HFA amount lgeneral y, the annua
individual coverage HRA amount divided by 1 2) S* ihe rstruci ons for Forms 1 094 C and 1095 C for more deta ls.

Theamountrepodedonlinel5maynotbetheamcla:!cLpaCiorcoverageif,forexample.youchoseioenrol n

moTeexpensivecoveTagesuchasfamlyccvefageL.eia|rlLshotr,anamountonylaodeTB.TC.TD,TE.TJ,TK
1L 1M.1N.1O,1B1Q,1T.orlll senlereoon neif :tcur.e.eofferedcoveragebulthere snoccstioyouforthe
colerage, th s I ne w I repod '0.00 for the arclnt Fcr rc'e nlcrmation. rrc uding on ho!,/ yorr e gibil [, ior other
hffilthcare arrangements m Ent aiiect tie ai:!n: reDai- on line 15 v st PS.gc!
Line 16, Provldes the IFS nicrral ci 1. acr _ si=r 1:. .np ct,er shared rspons b lti' crc\':slons Other than a code
2C,whchreflrctsyourenrclire.:.;ctrrea:a_,a1saara'ale nofecilhsiaformatoiaf*ts:,'ourergb tyforthe
premiumtacredi.Formore i;ar-aI:ja3aLlt_earaa-,afshareirespcnsiitr.'p.o'rslcns.!ish Fs.gov,
Line 17. Repods ihe app ca! e Z P ..j. rr!: arp.,e. U*a fcr dete.m n nE affordab:ty lf ),'ou lrere otfered an
individuacoveragetsF"q, l:ca:'l:'!1.-!:r--,,as-sadcn:felf :hs!,'lbayourprlmaryresidenceocation.
lfcodelOlPlO.arl!.,as-s-a_ lelr:hs,', ba-,a:.a'ra"'empclme:tsite.iormorenformatlonaboul
'o. r-, o.e-aQ+-::i ': :i l:.

Covered lndividuals, Lines 18-23
iecarstheaamaSS\a'-\'a'aa,a'*.:,,cuasai:e.lia.:_alstmeflpolr'ee).andcoverageinformaton
abau:eainalri!: -:J:ar::. --:-:sracl*2.:_a.ir-imeempo!ee.andanyemploye'slamiy
m=mberslcc'.'e'--_ie'i_==lc:re's_ea:rpai':'::a_s saLnsured."Adateolbdhwil beenteredin
coumnicioni 'a.3S'\ 3r-\'f.a:.:rsa.j.auasc:_:':Nar:helistedempoyee) snotenteredincoumn
ib Ccumnli ,. 9:a.:a{-':_a _:i,:!a .':sac.:rs:iaral eastonedaylneverymonthoftheyearFor
indlyiduas!.ha,.,ra:a,a-ai'a-sa-::i:ia:: Tr:ins._iormalionwlbeenieredincoumn(elndcatingthe
mcnthsforr.aani_*: _a',c-asr,a.aaa,qe: ':_:'aaiaForeihan6ocvered nd!,duals vouv.,il rseveoneor
more additlona 'crr s
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APPLICABLE LABGE EMPLOYER'S name, address, and telephone no.

DATAQUAD INC
2OOO S DAIRY ASHFORD ROAD
STE 405
HOUSTON TX77077

{.2811715-3470

Employee Offer of Coverage Employee's Age on January 1

Plan Start
Month
(enter
2-digit no.):

o4

14 Offer of
Coverage

15 Employee
Required
Contribution

instructions)

16 Section
4980H
Safe
Harbor
and Other
Relief

17 ZIP
Code

Ail 12
lvlonths

1E

1E

1E

1H

1H

1H

1H

1H

1H

1H

1H

164.18

164.18

1 64.18

2C

2C

2C

2A

2A

2A

2A

2A

2A

2A

2A

Jan

Feb

EMPLOYEE'S name and address

RAKESH RAWA
1911 CANYON LN
MELISSA TX75454

IMar

Apr

lVay

Jun

Jul

Do not attach to your tax return. Keep for your
Go to wwurTs.govlForml095C for instructions

latest information.

records.
and the

Aug

sep

APPLICABLE LARGE El\/PLOYER'S EIN

47-1729855

EMPLOYEE'S SSN

xxx-xx-0098

Oct

Nov

Covered lndividuals lf Employer provided self-insured coverage, check the box and enter the information for each individual enrolled in coverage, including the employee. x
(a) Name of covered individual(s)

First name, middle initial, last name
(b) SSN or other TIN

(c) DOB (if SSN or other
TIN is not available)

(d)
Covered

12 Jun Jul Oct


