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Employee Applicable Large Employer Member (Employer)
1 Name of employee 2 Social security number (33N} 7 Name of employer 8 Employer identification number (EIN)
Joe Sample University of Arkansas 11-1111111

3 Street address (hcluding apartment na.)

123 Sample Street

111-11-1111

10 Contact telephone number

479-111-1111

4 City' or town
Anytown AR

5 State of province

HAANS

Plor fareign pastal code

At

12 State pr provinee: -
AR

13 Country and ZIP or foralgn postal code
72116

Employee Offer and

Coverage

Plén Sta;'t M.bﬁnth (Enter 2—diéit numl.n.er):

All 12 Menths

Jan 7
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Nay
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Qct

éd Oifer o(f
cverage {enter
requlrgg coda)

1E

7

Apr

15 Employee Share
of Lowest Cost
Mnmhlty Premium,
far Self-Only
Minimum Value
Coverage

65.48

18 Applleable

Sactlon 4980H Safe
Harbor (enter cods,
if applicable) 2C

il Covered Individuals

If Employer provided self-insured coverage, check the box and enter the information for each covered individual. |:|

{a) Name of covered individuai(s)

{b)SSN

{0) DB {If SSN is
not available)

{4} Govered
all 12 months

{8) Months of Caverage
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Aug | Sept Nev | Dec

1 Spouse Sample
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For Privacy Aci and Paperwork Reduction Act Notice, see separate instructions.
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Instructions for Recipient

¥ou arae receiving this Form 1085-C because your employer is an Applicable Large Employer
subject to the employer shared responsibility pravision in the Affordable Care Act. This Form
1086-C includes information about the health insurance coverage offered ta you by your
employer. Form 1095-C, Part I, Includes information about the coverage, if any, your employer
offered to you and your spouse and dependent(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 (PT(  may receive multiple .
Forms 1095-C if you had multiple employers during thé vear thatwers Appllcab[a Large .-
Employers (for example, you left employrnent with piie App!|ca 5 Largs) Employar and began a
new pesition of employmaent with ancther Apphcabls Larga Emptoyaf}.. n that situation, each -
Form 1085-C would have information only about the;health'insurance coverage offered, t0 you
by tha employer identified on the form. If your ampioyari$'not én‘Applicable Large’l Employer itis
not reguired to fumish you a Form 1095-C previding information about the health coverags it
offered.

In addition, if you, or any other individual who is oﬁered heakth cQverage hecause of their

relationship 1o you (referred to here as family members); enrolled in‘Your: emplnyer s health plan :

and that plan is a type of plan referred to as a "sel rgsured" plan Form 1095-0 Part Il providés,
information to assist you in complating your income tax’ relum by shcwmg you.orsthose fartily.
mermbers had qualifying health coverage {referred to as *minirium essentlal coveraQE") for sorms’
or all months during the year.

If your employer provided you or a family member health coverage, through an insyred heaith
plan or in ancther mannar, the issuer of the insurance orihé sponsor of thie plan pro |d|ng the
caverage will furnish you information about the coverage separately.on Forpn:1095-8; Heaﬂh
Coverage. Similarly, il you or a family member obtainegd:minimim essential coverage 'l,rcm :
anothar sourcs, such as a government-sponsorad program, anvindividusl market plan, or *
miscellaneous coverage dasignated by the Department of Health and Fitfan Servicés, the™
provider of that coverage will furnish you informaticn about that coverage on Farm 1095-B. If
you er a family memkber enrolled in a qualified health plan through a Health Insurance
Markatplace, the Health Insurance Marketplace will report information about that coverage on
Form 1095-A, Health Insurance Marketplace Statement.

Employers are required fo furnish Form 1095-C onfy to the employes. As the
recipient of this Form 1095-C, you should provide a copy to any family membars
covered under a self-insured employer-sponsared pian fisted in Part it if they
request it for their records.

Part I. Employee

Lines 1-8. Part [, ines 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 last four digits of your SSN. However, the issuer is required to report your complste SSN to
the IRS.
I you do not provide your SSN and the SSNs of all covered individuals to the plan
A administrator, the IRS may not be abie to match the Form 1095-C v determine that
you and the other caverad individuals have complied with the individual shared
LLLMiLE  responsibility provision. For covered individuals other than the employes listed in
Part |, a Taxpayer Ideniification Number (TIN) may be provided instaad of an SSN,

Part I. Applicable Large Employser Member (Employer)

Lines 7=-13. Part |, lings 7-13, reports informaticn about your employear.
Line 10. This line includes a telephone number for the person whom you may call if you have
questions about the information reportad on the form.

_ depandent(s) [referred 1o here as a Qual
.- months for which a.Q

Vi coverage offarad to your' spouss bUt NOT your: dependsnt{s)

Part Il. Employer Offer and Coverage, Lines 14-16

Line 14. The codes listed below for line 14 describe the coverage that your employer offerad to

you and your spouse and dependent{(s), if any. This information relates to eligibility for coverage

subsidized by the premium tax credit for you, your spouge, and dependent(s). For more

information about the premium tax credit, see Pub. 974.

1A. Minimum essential coverage providing minimum value offered o you with an employee

contribution for self-only covarage equal to or less then $1,108.65 (9.5% cf the 48 contiguous

states single federal poverty line) and mm:mum essential coverage offered to your spouse and
ifying Offer). This code may be used to report for specific

uailfyang Offer wi ’sma o, avanlif you did not receive a Qualifying Oifer for

3 algndar year.

e offered to you and minimum essential

1C. Mininum ssgentlal: doverage prowdlng minlmum valus offered to you and minimum essential
coverage offered to your dependent{s) but NCT your spouse.
1D. Minimum essential coverage providing minimum value offered to you and minimum essential

i varage NO'F prowdlng mininiim value offered to you, or you and your
SPOUSE OF depe, lentis), or you, your spouse, and dependent(s).
1G. You were NOT a full-time employee for any month of the calendar year but were enrclled in

If-insured employer-sp yrad coverage for.ong er more months of the calendar year. This
Gode Will e entered in the: Al 12 Months box.on'ing14.
l1H Mo offer of coverﬂga (you wers NOT offered ‘any health coverage or you wera offarad

~coverage that is NOT minimum esgeiial coverage)
“. Al Youremployer claimed 'Quallfymg Offer Transmun Relief" for 2615 and for &t least one

month of the year you {and your spouse or dependent(s)) did not receive a Qualifying Offer. Note
that your employer has also provided a contact number at which you may request further
information about the health coverage, if any, you were offered (see line 10).

Line 18, This line reports the employes share of the lowest-cost monthly pramium for 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 paid for coverage if, for example, you
chose to anroll in more expensive covarage such as family coverags. Line 15 will show an
ameunt only if code 1B, 1C, 1D, or 1E is entered on fine 14. If you were offered coverage but not
required {o contribute any amount towards the premium, this fine will report a #0.00” for the
amocunt.

Line 16. This code provides the IRS information to administer the employer shared responsibility
provisions. None of this information affects your eligibility for the premium tax credit. For more
information akout the employer shared responsibility provisions, see IRS.gov.

Part lll. Covered Individuals, Lines 17-22

Part lll repcrts the name, SSN {or TIN for coverad individuals cther than the employes listed in
Part I}, and coverage information about each individual (including any full-time employee and
non-full-time employee, and any employes's family members) covered under tha employer's
health plan, if the plan is "sel-insured." A date of birth will be entered in column (¢) oniy if an
SEN {or TIN for coverad individuals other than the employee listed in Part [) is not entered in
celurmn (b). Column (d) wilt ke 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 coverad. If
there are more than 6 covered individuals, see the additional cevered individuals on Part Il
Continuation Shest(s).



