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Employee

2 Social security number (SSM)
EXA-XK-1727

Applicable Large Employer Member (Employer)

8 Employer identification number (E(N)
22-3407545

1 Name of employes
RUCHITABEN PATEL

7 Mame of employer
AUDIBLE

3 Street address (including apartment na.)
27 AUTUMN ST

9 Street address (including room or suite no. )
1 WASHINGTON PARK,

16TH FLOOR

10 Contact telephone number
866-644~2696

4 City or town 5 State or province
CLIFTON jureg Us

6 Country and ZIP or foreign postal code |11 City or town
07014

NEWARK

12 State or pravince
NI

13 Country and ZIP or forelgn postal code
Us 07102

=E1ad |l Employee Offer of Coverage

Plan Start Monih (Enter 2-digit number):

All 12 Months Jan Feb Mar

Apr

May June

July

Aug Sept Oct Nov Dec

14 Offer of Coverage

(enter required code) 1H 1H 1H

1=

1H 1E

1=

1E 1E 1E 1E 1B

15 Emplayes
Required
Cantribution
(see instructions)

s 26.00

;s 26.00

s 26.00 g

[
o
=}
=]

g 26.00

16 Section 4880H Safe
Harbar and Other
Relief (enter code,
It applicabla) ZA 22 2R

2R

ZD ac

ac

ac 2C 2C ac 2C

Covered Individuals . i o . } . -
m If Employer provided self-insured coverage, check the box and enter the information for each individual enrclied in coverage, including the emplcyeeA

(@) Mame of cavered individual{s)

(b) SSN ar other TIN

{c) DOB (If SSN or other
TIM is not available)

(d) Coversd (&) Months of Coverage
all 12 months| Jan | Feb | Mar | Apr [ May | June] July] Aug [ Sspt| Oct | Now | Den

17 RUCHITABEN PATEL

XXA-XX-1727

B = S S S S g

18

19

20

21

22

For Privacy Act and Paperwark Reduction Act Notice, ses separate insiructions.
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MName of employee
RUCHITABEN PATEL

S

m Covered Individuals — Continuation Sheet

(a) Mame.of covered indfvidual(s)

(b) SSM or other TIN

(c) DOB (if SSN or ather
TIN s not availabla)

(e) Manths of Goverage

{d) Covered
all 12 months | Jan | Fab | Mar | Apr | May |June| July | Aug | Sept| Oct | Nov | Dec
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34
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