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2017
Form MA 1089-HC Massachusetts
Individual Mandate Department of
Massachusetts Health Care Coverage Revenue
1 Name of insurance company or administrator 2 FID number of insurance co. or administrator
UnitedHealth Group 960000161
3 Name of subscriber 4 Date of birth 5 Subscriber number
FNU ADITYA RANJAN 1987-10-02 09613621451035281223
6 Street address 7 City/Town 8 State 9 Zip
25 DUNCANNON AVE WORCESTER MA, 01604-5167
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected;
Yes DNo DJan. DFeb.DMar.DApr. DMay DJuneDJuly DAug.DSept.D Oct. DNOV.D Dec. N
a. Name of dependent Date of birth Subscriber number
RUMI GUPTA 1987-08-25 09613621451035281223
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
Yes D No DJan. D Feb.DMar.DApr. DMay DJuneDJuly DAug.DSept,DOct. D Nov.D Dec. N
b. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
DYes D No D Jan. D Feb. D Mar. DApr. |:| May D June DJuly |:| Aug. D Sept.[:] Oct. D Nov.D Dec.
c. Name of dependent Date of hirth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
D Yes E] No |:| Jan. |:| Feb. |:| Mar. DApr. D May DJuneD July D Aug. D Sept.D Oct. D Nov. D Dec.
d. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
D Yes D No DJan. |:| Feb. I:I Mar. DApr. D May DJuneD July D Aug.D Sept.D Oct. I:l Nov.D Dec.
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 D No D Jan. |_—_| Feb. D Mar. D Apr. |:| May D June D July D Aug.D Sept.L__I Oct. D Nov. |:| Dec.
f. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
D Yes D No |:|Jan. D Feb, D Mar. D Apr. D May D June D July D Aug.D Sept.D Oct. |_—_| Nov. D Dec.
d. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Corrected:
D Yes D No DJan. El Feb. |:| Mar. L—_I Apr. |:| May D June D July |:] Aug.D Sept.D Oct. D Nov. I:I Dec.
h. Name of dependent Date of birth Subscriber number
Full-year minimum creditable coverage? If No, check months with minimum creditable coverage: Cormrected:

|:| Yes |:| No D Jan. D Feb. D Mar. |:| Apr. D May D June |:| July D Aug.|:| Sept.D Cct. |:| Nov. D Dec.
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