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Department of the Treasury

P Do not attach to your tax return. Keep for your records.

- 1095=0G I Employer-Provided Health Insurance Offer and Coverage

Internal Revenue Service

¥ Go to www.irs.gov/Form1095C for Instructions and {he latest information.

CJvoin
] correcTED 2017

BE00L17

OMB No. 1545-2251

Employee

Applicable Large Employer Member (Employer)

1 Name of employee

AMIRITA BISWAS

2 Soclal securlty number (SSN} T Name of employer

XXX-XK-2515

SANCILIO & COMPANY, INC.

8 Employer igentiication number (EiN)

20-1747166

3 Street eddiess (including apartment noJ
7140 COLONY CLUB DR

9 Street address {including room or suite no.j

3874 FISCAL CT STE 200

10 Contact telephone number

561-847-2302

4 City or town § Stateor province

LAKE WORTH

6 Country and ZIP or foreign postal code { 11 Gity or town

FL | USA 33463

RIVIERA BEACH

12 State or province

FL

18 Country end ZiP or foreign postal code

USA 33404-1785

Eell Employee Offer of Coverage

Plan Start Month (Ente

r 2-digit numberj: U1

All 12 Months Jan

Feb

Mar Apr May June

July

Aug

Sept

QOct Nov Dec

14 Offerof
Coverage (enter 1E
raquired cods)

15 Employee
Required
Contribution (see

Instructions) $ 156.49¢ $

16 Sectlon 4980H
Safe Harbor and 2C
Other Relief (enter

code, if applicable}

e Il Covered Individuals

If Emplover provided salf-Insured coverage, check the box and enter the informatlon for each individual enrolled In coverage, Including the employee. E]

{a) Name of covered individuai(s) {5} SSN or other TIN (‘c} E’;On?r‘%ﬁs;? ;ud)wc""e'ed {6) Months of Coverage

rot evallable} months| ™ Jan | Feb | Mar Apr | May | June | July | Aug | Sept | Oct | Nov | Dec
. O |ojo|o|o|o|o|o|o|ojo|o|0
. oot/ oo ai
. O |0jO|0|0|0|o|0|o|o|o|o|d
” O |00 oo oo ou
) O |O|o|o|o|o|o|ojg|o|o|o|o
Y O (0oooooaoiooiao

For Privacy Act and Paperwork Reduction Act Notice, see separate instrugtions.
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Instructions for Recipient

You are recelving this Form 1095-C because your smployer is an Applicable Large Employer sub'ect to
the employer shared responsibility provision in the Affordable Care Act. This Form 1085-C includes
information about the health insurance coverage offered to you by your employer. Form 1095-C, Part
li, includes information about the coverage, if any, your employer offered to you and your spouse and
dependsnt{s). If you purchased health Insurance coverage through the Health Insurance Marketplace
and wish to claim the premium tax credit, this information will assist you in determining whether you
are eligible. For more information about the premium tax credit, see Pub. 974, Premium Tax Credit
(PTC). You may receive multiple Forms 1085-C if you had multiple smployers during the year that were
Appilcable Large Employers (for example, you left employment with one Applicable Large Employer
and began a new position of employment with another Applicable Large Employer). In that situation,
each Form 1085-C would have information only about the health insurance coverage offered to you by
the employer identified on the form. i your employer Is not an Applicable Large Employer it is not
required 1o fumish you a Form 1093-C providing information about the health coverage it offered.

In addition, If you, or any other individual who Is offered health coverage because of thelr relationship
1o you {refarred to here as family members), enrolled in your employer's health plan and that planis a
type of plan referred to as a "self~insured” plan, Form 1085-C, Part lil provides information to assist
you in completing your income tax return by showing you or those family members had qualifying
health coverage (referred to as "minimum essential coverage*) for some or all months during the year.

 your employer provided you or a family member health coverage through an insured health plan or
in ancther manner, the issuer of the Insurance or the sponsor of the plan previding the coverage will
furnish you information about the coverage separately on Form 1095-B, Health Coverage. Stmilatly, if
you or a famlly member obtalned minimum essential coverage from another source, such as a
governmert-sponsored program, an individual market plan, or miscellaneous coverage designated by
the Department of Health and Human Services, the provider of that coverage will furnish you
information about that coverage on Form 1095-B. If you or a family member ervolled in a qualified
health plan through a Health Insurance Marketplace, the Health insurance Marketplace will report
information about that covarage on Form 1085-A, Health Ingurance Markeiplace Statement.

Employers are required fo fumish Form 1095-C only to the employee. As the reciplent of
this Form 1085-C, you should provide a topy to any family members covered under a
self-insured employer-sponsored plan iisted in Part il if they request it for their records.

Additional information. For additional information about the tax provisions of the Affordable Care Act
(ACA), including the individual shared responsibility provisions, the premium tax credit, and the
employer shared respensibility provisions, see www.irs.gov/iAffordable-Care-Act/Individuals-and-
Famifies or call the IRS Healthcare Hotline for ACA questions {1-800-918-0452).

Part I. Employee

Lines 1-6. Part |, lines 1=6, reports information about you, the employee.

Line 2. This Is your social security number (SSN;), For your protection, this form may show only the fast
four dlgqts of your SEN. Howsver, the emplayer is required to report your complete 88N to the IRS.

if you do not provide your SSN and the S8Ns of all covered individuals to the plan
administrator, the IRS may not be able to match the Form 1095-C to determine that you
and the other covered Individuals have complied with the individual shared responsidiity
provision. For covered individuals other than the employee listed in Part |, a Taxpayer
tdentification Number (TIN} may be provided Instoad of an SSN, See Part i,

Part 1. Applicable Large Employer Member (Employer}

Lines 7-13. Part|, lines 7-13. raports information about your employer.

Line 10, This line includes a telephone number for the person whom you may call if you have questions
about the information regorted on the form or to report errors In the Information on the form and ask
that they be corrected.

Part il. Employer Offer of Coverage, Lines 14-16

Line 14. The codes listed below for line 14 describe the coverage that your employer offered to you
and your spouse and depsndent(s). If any. {If you recelved an offer of coverage through a
multiemployer plan dus to your membarship in a union, that offer may not beé shown on line 14} The
information on line 14 relates to eligibility for coverage subsidized by the premium tax credit far you,
your spouse, and dependent(s). For more information about the premium tax credit, see Pub. 974.

1A. Minimum essential coverage providing minimurn value offered to you with an employee required
contribution for self-only coverage equal to or less than 9.5% {as ad'usted) of the 48 contiguous states
single federal poverly line and minimum sssential coverage offered to your spouse and dependent(s)
{referred to here as a Qualifying Offer). This code may be used to report for specific months for which a
Qualitying Ofter was made, sven if you did not receive a Qualifying Offer for all 12 manths of the
calendar year. For information on the ad’ustment of the 9.5%, sea IRS.gov.

1B. Minimum essential coverage providing minimum value offered to you and minimum sssential
coverage NOT offered to your spouse or dependent(s).

1C. Minimum essentlal coverage providing minimum value offered to you and minimum essential
coverage offered to your dependent(s) but NOT your spouse.

1D, Minimum essential coverage providing minimum value offered to you and minimum essential
coverage cffered to your spouse but NOT your dependent(s).

JE. Minimum essential coverage providing minimurm value offered to you and minimum essential
coverage offered 1o your dependent(s) and spouse.

1F. Minimum essential coverage NOT providing minimurm value offered to you, or you and your spouse
or dependent(s), or you, your spouse, and dependent(s).

1G. You were NOT a full-time employee for any month of the calendar year but were enrofled in seli-
insured employsr-sponsored coverage for one or more months of the calendar year. This code will be
entered In the All 12 Manths box or In the separate manthly boxes for all 12 calendar months on

ling 14.

1H. No offer of coverage {you were NOT offered any health coverage or you were offered coverage that
Is NOT minimum essentlal coverage),

1L Reserved.

14, Minimum essentlal coverage providing minimum value offered o you' minimum essential coverage
conditionally offered to your spouse’ and minimum essentlal coverage NOT offered to your
dependent(s).

1K. Minimum essential coverage providing minimum value offered to you' minimum essential coverage
conditionally offered to your spouse’ and minimum essential coverage offered to your dependent(s).
Line 15. This line reports the employee required contribution, which is the monthly cost o you for the
lowest-cost self-only minimum essential coverage providing minimum value that your employer offered
you. The amount reported on line 15 may not be the amount you pald for coverage i, for example, you
chose to snroll in more expensive coverage such as famlly coverage. Line 15 will show an amount only
if code 18, 1C, 1D, 1E, 1J, or 1K Is entered on line 14, If yau were offered coverage but there Is no cost
ta you for the coverage, this line will report a*0.00" for the amount. For mors information, including on
how your gligibility for other healthcare arrangements might affect the amount reported on line 15, see
IRS.gov.

Line 16. This code provides the IRS information to administer ihe employer shared responsibility
provisions. Other than a code 2C which reflects your enroliment in your employer's coverage, nong of
this information affects your sligibility for the premium tax credit, For more information about the
employer shared responsibility provisions, ses IRS.gov.

Part Ill. Covered Individuals, Lines 17-22

Part i raports the name, SSN (or TIN for covered individuals other than the employee listed In Part I},
and coverage information about each Individual (including any full-time employee and non-full-time
employee, and any employee's family members) covered under the employer's health plan, if the plan
is "self-insured.” A date of birth will be entered in column (¢} only if an SSN {or TIN for covered
individuals other than the employes listed in Part 1} is not entered in cotumn {b). Colurnn {d} will be
checked if the individual was covered for at least one day in every month of the year. For individuals
who were covered for some but not all months, information will be entered in column (g) indicating the
months for which these Individuals were coversd, If there are more than 6 covered individuals, see the
additional covered Individuals on Part Hl, Continuation Sheet(s),



