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Employee - Applicable Large Employer Member (Employer)
1 Name of empicyes 2 Social security number (SSN) 7 Name of empioyer 8 Employer idenlification number (EIN)
KISHOREREDDY JAKKIDI e 2+ 6836 GEORGIA-PACIFIC LLC 93-0432081
3 Street address (inciuding apariment no.) 9 Strest address (including room o 3 10 Contact telephone number
3132 SPALDING FOREST CT 133 PEACHTREE ST NE ?‘E'A'Ezg-oﬁ) (800) 700-3365
4 City or town 5 State or province 6 Country and ZIP or foreign postal code | 11 City or town 12 State or province 13 Country and ZIP o foreign postal code
ATLANTA GA 30328-5718 ATLANTA GA 30303
mployee Offer of Coverage Plan Start Month (Enter 2-digit number):
Al 12 Months Jan Feb T Mar Apr May June July Aug Sept Oct Nov Dec
14 Ofiler of
1E 1E 1E
ey é?,'f' 1H 1H 1H 1H 1H 1H 1H 1E 1E
1S Employee
Required
Contribution (see
remcronal |8 $ $ s $ $ $ $ s 700|g 700lg 700|s 700)s 7.0
16 Section 4960H
Ottt b fangor 2A 2A 2A 2A 2A 2A 2D 2C 26 2c 2c 2c
code, if appikcable)
Covered individuals
If Employer provided self-insured coverage, check the box and enter the information for each individual enrolled in coverage, including the employee.
(c) DOB (if SSN Covered (e) Months of Coverage
(8) Name of covered indicuals) () SSN or other TIN °,:;'::;”.:£ 3(;")1? months| Jan | Feb | Mar [ Apr | May | June | July | Aug | Sept Oct [ Nov | Dec
KISHOREREDDY JAKKIDI wees v 6836 O |g(o|jgojojgjgid x]
17
18
19
20
21
22
For Privacy Act and Paperwork Reduction Act Notice, see separate Instructions. Form 1095-C 017
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