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13836 JEFFERSON PARK DRIV

APT 9304
HERNDON, VA 20171

Form 1095-B (2017)

02/26/2018

For more information on the Affordable Care Act or the Individual
Shared Responsibility Provision, visit IRS.gov
More questions? Contact Member Services at the number in Box 18.

Instructions for Recipient

This Form 1095-B provides information needed to report on your income tax
return that you, your spouse (if you file a joint return), and individuals you

claim as dependents had qualifying health coverage (referred to as "minimum

essential coverage") for some or all months during the year. Individuals who
don’t have minimum essential coverage and don’t qualify for an exemption
from this requirement may be liable for the individual shared responsibility
payment.

Minimum essential coverage includes government-sponsored programs,
eligible employer-sponsored plans, individual market plans, and other
coverage the Department of Health and Human Services designates as
minimum essential coverage. For more information on the requirement to
have minimum essential coverage and what is minimum essential coverage,
see www.irs.gov/Affordable-Care-Act/Individuals-and-Families/Individual-
Shared-Responsibility-Provision.

Providers of minimum essential coverage are required to furnish
TIP only one Form 1095-B for all individuals whose coverage is
reported on that form. As the recipient of this Form 1095-B, you
should provide a copy to other individuals covered under the policy 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
responsibility provisions, see www.irs.gov/Affordable-Care-Act/Individuals-
and-Families or call the IRS Healthcare Hotline for ACA questions
(1-800-919-0452).

Part I. Responsible Individual, lines 1-9. Part | reports information about
you and the coverage.

Lines 2 and 3. Line 2 reports your social security number (SSN) or other
taxpayer identification number (TIN), if applicable. For your protection, this
form may show only the last four digits. However, the coverage provider is
required to report your complete SSN or other TIN, if applicable to the IRS.
Your date of birth will be entered on line 3 only if line 2 is blank.

“ If you don't provide your SSN or other TIN and the SSNs or other
TINs of all covered individuals to the sponsor of the coverage, the
(SL\N\E /RS may not be able to match the Form 1095-B with the
individuals to determine that they have complied with the individual shared
responsibility provision.
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Line 8. This is the code for the type of coverage in which you or other
covered individuals were enrolled. Only one letter will be entered on this line.

A. Small Business Health Options Program (SHOP)
. Employer-sponsored coverage

. Government-sponsored program

. Individual market insurance

. Multiemployer plan

. Other designated minimum essential coverage

mMmoOO W

If you or another family member received health insurance
TIP coverage through a Health Insurance Marketplace (also known as

an Exchange) that coverage will generally be reported on a

Form 1095-A rather than a Form 1095-B. If you or another family member
received employer-sponsored coverage, that coverage may be reported on a
Form 1095-C (Part lll) rather than a Form 1095-B. For more information, see
https://www.irs.gov/Affordable-Care-Act/Questions-and-Answers-about-
Health-Care-Information-Forms-for-Individuals.

Line 9. Reserved.

Part Il. Information about Certain Employer-Sponsored Coverage, lines
10-15. If you had employer-sponsored health coverage, this part may
provide information about the employer sponsoring the coverage. This part
may show only the last four digits of the employer’s EIN. This part may also
be left blank, even if you had employer-sponsored health coverage. If this
part is blank, you do not need to fill in the information or return it to your
employer or other coverage provider.

Part Ill. Issuer or Other Coverage Provider, lines 16-22. This part reports
information about the coverage provider (insurance company, employer
providing self-insured coverage, government agency sponsoring coverage
under a government program such as Medicaid or Medicare, or other
coverage sponsor). Line 18 reports a telephone number for the coverage
provider that you can call if you have questions about the information
reported on the form.

Part IV. Covered Individuals, lines 23-28. This part reports the name, SSN
or other TIN, and coverage information for each covered individual. A date of
birth will be entered in column (c) only if an SSN or other TIN isn’t entered in
column (b). Column (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 (e)
indicating the months for which these individuals were covered. If there are
more than six covered individuals, see Part IV, Continuation Sheet(s), for
information about the additional covered individuals.
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Department of the Treasury P Do not attach to your tax return. Keep for your records. I:I CORRECTED 2@ 1 7
Internal Revenue Service » Go to www.irs.gov/Form1095B for instructions and the latest information.
Responsible Individual Tracking #: 0299508T4
1 Name of responsibleindividual 2 Social security number (SSN) or other TIN 3 Date of birth (if SSN or other TIN is not available)
GANESHKUMAR DORAISAMY XXX-XX-0509
4 Street address (including apartment no.) 5 City or town 6 State or province 7 Country and ZIP or foreign postal code
13836 JEFFERSON PARK DRIV
APT 9304 HERNDON VA US 20171
9 Reserved
8 Enter letter identifying Origin of the Health Coverage (see instructions forcodes): . . . . . . . . }
Part Il Information About Certain Employer-Sponsored Coverage (see instructions)
10 Employername (TAIC) TATA AMERICAN INTERNATIONAL CORPO 11 Employeridentification number (EIN)
RATION XX-XXX5758
12 Street address (including room or suite no.) 13 City or town 14 State or province 15 Country and ZIP or foreign postal code
3010 L.B.J. FREEWAY. SUITE 400 DALLAS X US 75234
Part Il Issuer or Other Coverage Provider (see instructions)
16 Name 17 Employeridentification number (EIN) 18 Contact telephone number
Aetna Life Insurance Company 06-6033492 855-531-6837
19 Street address (including room or suite no.) 20 City or town 21 State or province 22 Country and ZIP or foreign postal code
PO Box 981206 El Paso TX US 79998
Part IV Covered Individuals (Enter the information for each covered individual.)
N f d individual b) SSN her TIN DOB (If SSN d) C d
(a) Name of covered individual(s) (b) or other (cgther T|(N > no;)r al(I %z?xg:-:;hs (e) Months of coverage
available)

Jan Feb Mar Aug Sept Oct

27

GANESHKUMAR L O O oo oy o )t
23 DORAISAMY XXX-XX-0509
RASHEEDA L O O oo oy o )t
24 GANESHKUMAR XXX-XX-XXXX_1976-12-20
AASHISH L O O oo oy o )t
25 GANESHKUMAR XXX-XX-XXXX_2003-01-15
AADHISH L O O oo oy o )t
26 GANESHKUMAR XXX-XX-XXXX_2010-09-11
OO ) ) .
) ) .

| O

. L1

For Privacy Act and Paperwork Reduction Act Notice, see separate instructions. Cat. No. 60704B Form 1095-B (2017)
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TTY:711

English To access language services at no cost to you, call the number on yourID card.
Spanish Para acceder a los servicios linglisticos sin costo alguno, llame al nimero que figura en
P su tarjeta de identificacion.
92 CH20] MHAZ 085123 B3 ID 7tE0| +25 M2 Mk
Korean
FTHAL.
DA’ 2 s . h ~ ~ « X h, . I‘ . ~ «n . . ~ 2
Vietnamese Fsu’ cllun.g cac dich vu ngdén ngi* mién phi, vui long goi so dién thoai ghi trénthé ID
cua quy vi.
Chinese
Traditional UNARAE S B R S RS, SR EET IS R ORI~ BT B S SRS
Arabic L8 i) Ay o agagall Ayl o Jlal) sl Y AR g (g0 A gdl) clardl) o Jguaall
Tagalog Upang ma-access ang mga serbisyo sa wika nang walang bayad, tawagan ang numero

sa iyong ID card.

Persian Farsi

S el A il IS (g ) o0 o jlad b (GBS b Ay () ladd Ay an fiewd g

Ambharic PLTE AT ANCETT PANES ATHITH (DR P AL PADT RTC LLMA
e .o 2 . . . . b
Urdu =S row (= S Wlw,) Lo S Oloas ldD w0 205 0 D)8
S Jis
French Pour accéder gratuitement aux services linguistiques, veuillez composer le numéro
indiqué sur votre carte d'assurance santé.
Russian [na Toro ytobbl becnnaTHoO MOAYYUTb MOMOLLL MNEpPeBOAYMKaA, NO3BOHUTE MO TenedoHy,
npuBeAeHHOMY Ha Ballel MAeHTUOMKALMOHHOM KapTe.
. ST T3l I o $ITST RAT31T T STAT FeA o fAT, 379 IS HIE R T AR W)
1 o ¢
el |
Um auf den fir Sie kostenlosen Sprachservice auf Deutsch zuzugreifen, rufen Sie die
German
Nummer auf lhrer ID-Karte an.
Bengali AT KAL) ST AR CCS T AN ARGIACT (TS AT T B RICFA
Igbo Inweta enyemaka asusu na akwughi ugwo obula, kpeo nomba no na kaadi njirimara gi
I " PR - - - e - o
Kru-Bassa | nyuu kosna njla ola ni language services ngui nsaa wogui wo, sebel i nsinga i ye ntilga
i kat yong matibla
Yoruba

Lati rayési awon ise édé fun o lofee, pe nomba té wa 16ri kdadi idanimo re.
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Aetna complies with applicable Federal civil rights laws and does not unlawfully discriminate,
exclude or treat people differently based on their race, color, national origin, sex, age, or disability.

We provide free aids/services to people with disabilities and to people who need language assistance.

If you need a qualified interpreter, written information in other formats, translation or other services,
call the number on your ID card.

If you believe we have failed to provide these services or otherwise discriminated based on a
protected class noted above, you can also file a grievance with the Civil Rights Coordinator by
contacting:

Civil Rights Coordinator,

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030 Fresno, CA 93779),
1-800-648-7817, TTY: 711,

Fax: 859-425-3379 (CA HMO customers: 860-262-7705), CRCoordinator @aetna.com.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or
at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F,
HHH Building, Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD).

Aetna is the brand name used for products and services provided by one or more of the Aetna group
of subsidiary companies.



