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Employee Applicable Large Employer Member (Employer)
8 Employer ident number
1 Name of employee (first name, middle initial, last name) 2 Social secunty number (SSN) 7 Name of employer ERNATIONAL CORP ¢ y13|d-e2ntrﬂcamn umber (EIN)
KANDASAMY | |SELLAPPAN s 4977 TATA AMERICA INTERRA = 19280575
3 Sftreet address (includi : oot address (including room or suita no., n telepnons number
713 WOODB(I?ICI Dé\gEaFSE{m ™ ;,7319 THORNALL ST 4TH FLOOR (866) 502-2494
4 Chy ortown 5 State or province 6 Country and ZIP or foreign postal code |11 City of toWn 12 Stawer P'M,'::; 13 Counry and 2’(;’80'8 f;r;»gv postzl cods
WOODSTOCK GA 30188-7146 EDISON _
Employee Offer of Coverage | Employee’s Age on January 1 P'a;' S MO;ﬂ'I {Eniey 2'Od'cg't number): 01
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Other Relief (enter 2C 2C 2C 2€ 2C 2C 2C 2C 20
code, if applicable) -
17 ZIP Code I
Covered Individuals
If Employer provided self-Insured coverage, check the box and enter the information for each individual enrolled In coverage, including the employee.
(a) Name of covered incividual(s) {b) SSN orcther TIN  |(c) DOB (il SSN or other| {d) Covered (e} Months of coverage
First name, middle initial, last name TINis not available) |ali 12momhs| Jan | Feb | Mar | Apr May | June | July | Aug | Sept | Oct | Nov | Dec
KANDASAMY SELLAPPAN |  ****-**-4977 ]
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