~1095-C

2partment of the Treasury
ternal Revenue Service

L

Employer-Provided Health Insurance Offer and Coverage

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

B Information about Form 1095-C and Its separate Enstructions Is at www.irs.gov/form1035¢

vUIL ouu11/
OMB No. 1545-2251
CORRECTED 20 1 7

Employee

Applicable Large Employer Member (Employer)

| Name of employee 2 Soeial security number (SSN)| 7 Name of employer 8 Employer identification number {EIN})
Saineela Nagisetti XXAHXAE209 ERP Analysts, Inc. 31-1688884
§ Street address {(including apartment no.) 9 Street address {including room or suite no.) 10 Contact telephone number
3010 West Yorkshire Dr, Apt # 3100 425 Metro PI N, Ste # 510 614-718-9222
| City or town 5 State or province| § Country and ZIP or foreign postal code {11 Cily or town 12 State or province | 13 Country and ZIP or foreign posial code
Phoenix AZ Us 85027 Dublin OH US 43017
T dIM Employee Offer of Coverage Plan Start Month (Enter 2-digit number): 01

All 12 Months Jan Feb Mar Apr May June July Aug Sept Qct Nov Dec
1 Offer of Coverage
nter required cade) 1E 1E 1E 1E 1E 1E 1E 1E 1E 1E 1E 1E
3 Employee Required
ontribution {see ] $156.86 | $156.86 | $156.86 $156.86 $156.86 $1566.86 $1656.86 $156.86 $156.86 $156.86 $156.86 $189.27
structions)
3 Section 498CH Safe
arbar and Clher Relief 0 2F 2F 2F 2F 2F 2F 2F 2F 2F 2F 2F

nter code, if applicable) ) .
mﬂ%o‘vered Individuals

i Employer provided self-insured coverage, check the box and enter the information for each individual enrclled in

-

coverage, including the employee, I___I

o {c) DOB {If 55N or | (d) Covered {e) Months of Coverage
(a} Name of covered individualts) (b) SSN or other TIN 113 ic' ol available)all 12 months| Jan | Fab | Mar | Apr | May | Jun | July | Aug | Sept | Ooi | Nov | Dec
7
0
4
12

Cat. No, B0T05M

Form 1095-C (2017)



