Form MA 1099-HC 2023

Individual Mandate N huserts

_ Massachusetts Heaith Care Coverage Revenue
Tracking #: 4588503T2
1 Name of insurance company or administrator 2 FID number of insurance ¢o. or administrator
Tufts Associated Health Maintenance 04-2674079
3 Name of subscribsr 4 Date of birth 5 Subscriber number
AMARTYA SAHA 05/03/1986 992194492
6 Street address 7 City/Town 8 State 9 Zip
110 MILL ROAD EVERETT MA 021490000
Full-year minimum creditable coverage? if No, check months with minimum creditable coverage: Corrected:
D Yes No D Jan. D Feb. I:l Mar. I:J Apt. D May DJune EIJuIy D Aug. I:l Sept. Oct. Nov. Dec.
a. Name of dependent Date of birth Subscriber number
Fullyear minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
DYes [:I No D Jan. |:| Feb. D Mar. [:l Apr. DMa DJuna I:IJuI Aug. |:| Sept. I:IOct. DNov. DDec.
b. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corracted:
|___| Yes D No D Jan, D Feb. Mar. DA r. EI Ma DJune DJuIvD Aug. D Sept. |—_—|Oct. DNO\I. DDec.
¢. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corracted:
D Yes I:] No D Jan. Fab. D Mar. D Apr. I:‘ Ma:
d. Name of dependant Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditabie coverage: Corracted:
ElYes D No l Jan, Ij Feb. E} Mar. EAE [:’Mag QJune [ ]JuI[D Aug. DSe t. L IOct. :]NOV.DDeC. i
—_— ——————  —— e = S e
e, Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
D Yes !:I No D Jan, |:| Feb. D Mar. D Apr. l:‘ May DJuna DJUI! I:] Aug. |:| Sept. !__—IOct. l:] Nov. D Dec.
. Name of dependent ate of birtl ubscriber number
Full-year minimum creditable coverage? if No, check months with minimum creditable coverage: Corrected:
|___\ Yes I:l No D Jan, I:l Feb. D Mar. |:| Apr. l:‘ May |—_—|June I:lJuI! I:] Aug. |:| Sept. DOct. I:] Nov. D Dec.
g. Name of dependant Date of birth Subscriber number
Full-year minimum creditable coverage? if No, check months with minimum creditable coverage: Corracted:
[:l Yes D No I:I Jan. EI Feb. D Mar. |___| Apr, [—_—, May |:|June DJquD Aug. I:' Sept. [:]Oct I:!NOV |:] Dac.
h- Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? if No, check months with minimum creditable coverage: Corrected:

I:‘ Yes I:l No I.___I Jan, I:] Feb. D Mar. |:| Apr. D May DJune Ddulg D Aug. D Sept. DOct. |___| Nov. |:| Dec.

3H8107 1.000



