$1095-C

Dopaiment of Me Tremswy

Employer-Provided Health Insurance Offer and Coverage [

» Do not attach to your tax return. Keep for your records. D

> Go to www.lrs.gov/F

Sorvice

for instructions and the latest information.

E Employee

Applicable Large Employer Member (Employer)

1 Name of empioyea
RAVINDRA JONNALAGADDA

7 Nome of employer
NXP USA, INC.

3 Sireet address (including apartment fo )
500 N METRO BLVD APT #1134

9 Street address (including room or suite no

6501 WILLIAM CANNON DRIVE WEST (

4 City or lown 5 Slale or province 8 Counlry and ZIP or loreign postal code |11 City or town 12 Slate or province
CHANDLER AZ B5226 AUSTIN TX
Ll Employee Offer of Coverage Plan Start Month (Enter 2-digil number): 071
All 12 Months Jan Feb Mar Apr May June July Aug
14 Offer of Coverage
(enler required code) 1B 1H 18 1A 1a 12 1a 1a
“mployee Required
Alribution (see
~uctions) 3 $ § £l $ 3 $ 5 $ 3
Section 4980H
«afe Harbor and Other
Refigf (enor code,
 appicable) 2A 23 2D 2C 2C 2C 2¢ 2¢
Part Il Covered Individuals
a If Emp [ self-insured coverags, check the box and enter the infi for each individual enrolied in & g8, including the Iy
{a) Name of covered ndividual(s) (b) SSN or other TIN {c) DOB (If SSN or olher | (d) Covered }-
TIN 15 not available) }all 12 months
17_RAVINDRA JONNALAGADDA X _NX_ABKY
18
18
20
Fil
2

For Privacy Act and Paperwork instructions.

Act Notice, sea

Form 1085-C (2017)

Cat No 60705M

Name of employee

RAVINDRA JONNALAGADDA

Social security
Fokk Xk

Covered Individuals — Continuation Sheet

(a) Name of covered individual(s)

(b) SSN or other TIN | (c) DOB (Il SSN or other

TIN s nol available)

(d) Covered =
all 12 months | 4
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