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Part | BETITED

Applicable Large Employer Member (Employer}

1 Name of employes {first name, middle initial, tast narme}

KATHRYN

_

_ RAMSEY

2 Social security number (SSN)
Wk kD194

7 Name of emgloyer

STATE OF RHODE ISLAND

8 Employer identification numbar EIM}
05-6000522

3 Sireet address (inciuding apartment no.)

26 LINK LANE

memmﬁmanamm?o_caiaoao_,msazoo
ONE CAPITOL HILL

10 Cordact taiephone number
401-574-8530

4 City or town

RICHMOND

5 State or provinge
RI

6 Cauntry and ZIP or foreign postal cade
02892

11 Gily or town

PROVIDENCE RI

12 State or province

13 Country and ZIP or foreign posiai code
02908

=is3ll Employee Cffer of Coverage

| Employee's Age on January 1

Plan Start Month (enter 2-digit number): 01

All 12 Months Jan

Feb

Mar Apr May

June

July Aug

Sept

Oct Nov Dec

14 Offer of
Coverage {anter
required coda}

1E

15 Employee
Requirad
Contribution (see
Instructions}

$

126.02

16 Section 4980H
Safe Harbor and
Oiher Relief {anter
code, if applicable}

2c

17 Z1P Code

For Privacy Act and Paperwork Reduction Act Notice, See separate instructions.

Cat. No, 60705M

Form 1095-C 021}
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Page 2

Instructions for Recipient
You are receiving this Form 1095-C because your employer is an Applicabie Large m_.n_o_om,\m« subject
to the employer shared qmwuo:m_a.__nw provision in the Affordable Care Act. This Form 1095-C
includes information about the health insurance coverage offered to you by your employer. Form
1095-C, Part Il, includes information about the coverage, if any, your employer offered to you and
our spouse and dependent(s). If you purchased health insurarce coverage through the Health
nsurance 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 eredit, see Pub.
974, Premium Tax Credit (FTC). You may receive multiple Forms 1085-C if you had multiple
employers during the year that were Applicable Large Employers (for example, you left employment
with one Applicable Large Employer and began a rnew position of employment with another Applicakle
lL.arge Employer). In that situation, each Farm 1095-C would have information only about the heaith
insurance coverage offered to you by the employer identified on the form, If your employeris net an
Applicable rmum:m mployer, it is not required to furnish you & Form 1095-C providing information
about the health coverage it offered,

In addition, if you, or any other individual who is offered health coverage because of their
relationship to you (referred to here as family ﬂ:mﬂcm_,mv. enrolled in your employer's health plan and
that plan is a type of plan referred to as a "self-insured” plan, Form 1095-C, Part il provides
infermation tc assist you in compisting your income tax return by showing you cr those family
members had qualifying health coverage (referred to as "minimum essential coverage”) for some
or ali months during the year.

If your employer provided you or a family member health coverage through an insured health
plan: or in another manner, the issuer of the insurance or the sponsor of the plan pyoviding the
coverage will furnish you information about the coverage separately on Form 1093-B, Health
Coverage, Similarly, if you or a family member obtained minimum essential coverage from anothet
source, such as a government-sponsored %Smﬂms. an individual market plan, or misceilaneous
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
enrolled in a qualified health plan through a Health Insurance Marketplace, the Health Insurance
Marketplace will report information about that coverage on Form 1085-A, Health Insurance
Marketplace Statement.
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Part I. Employee

Lines 1-6. Part |, lines 1-8, reports information about you, the employee.

Line 2. This is your social security :cBUmemZV. For your Protection, this form may show cnly the last

four digits of your SSN. However, the maw oyer is required to report your complete SSN to the IRS.

Part |. Applicable Large Employer Member (Employer)

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

Line 10. This line includes a telephone number for the person EﬂoB you may call if you have guestions

about the information reported on the form or to report errors in the information on the form and ask that

they be corrected. :

Part Il. m:.n.o<2 Offer and Coverage, Lines 14-17

Line 14. The codes listed below for ine 14 describe the coverage that your employer offered to you and

your spouse and dependeni(s), if any. {If xoc received an offer of coverage through a multiernployer plan

due to your membership in a union, that offer may not be shown on line 14.) The information on fine 14

relates to eligibility for coverage subsidized by the premiumn tax credit for you, your spouse, and

dependent{s). For more information about the premium tax credit, see Pub. 874,

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

contribution for self-only coverage equal to or less than 9.5% A_mmww adjusted) of the 48 contiguous states

single federal poverty line and minimum essential coverage offered te your speuse and dependent(s)

m.w erred to here as a Qualifying Offer). This code may be used to ﬂm%oa for specific months for which a
:m:@:m COffer was made, even if you did not receive a Qualifying Offer for all 12 months of the calendar

year. For information on the adjustment of the 9.5%, see IRS.gov.

1B. Minimum essential coverage providing minimum value offered to you and minimum essential

caoverage NOT offered to your spouse or dependent{s). .

1C. Minimum essential 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 offered to your spouse but NOT your dependent(s),

1E. Minimum essential coverage providing minimum value offered to you and minimum essential

coverage offered to your dependent(s) and spouse.

1F. Minimum essential coverage NO %Bs. ing minimum value offered to you, or you and your spouse or

dependent(s), or you, your spouse, and depandent(s). ]

1G. You were NOT a full-time employee for any month of the calendar year but were enrolied in

self-insured employer-sponsored coverage for one or more months of the calendar year. This code will be

entered in the Alf 12 Months box or in the separate monthly boxes for all 12 calendar months on line 14.

1H. No offer of coverage (you were NOT offered any health coverage or you were offered coverage that

is NOT minimurm essential coverage)

1l. Reserved for future use.

1J. Minimum essential coverage providing minimum vaiue offered to you; minimum essential coverage

conditionally offered to your spouse; and minimum essential 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 essentiat coverage offered to your dependent(s).

1L. Individual coverage heaith reimbursement arrangement {HRA) offered to you only with affordability

determined by using employees primary residence location ZIP code. ,

1M. individual coverage HRA offered to you and dependent(s) (not spouse} with affordability determined

Uw_ using employees primary residence location ZIP code.

1N, Individual coverage HRA offerad to you, spouse and dependent{s) with affordability determined by

using employees primary residence ZIP code.

10. [ndividual coverage HRA offered to you only using the employees primary empioyment site ZIP code

affordability safe harbor.

1P. individual coverage HRA offered to you ard dependent(s) (not spouse) using the employees primary

employment site ZIP code affordability safe harbor. )

1Q. Individual coverage HRA offered 10 you, spouse and dependent(s) using the employees primary

employment site ZIP code affordability safe harbor.

1R. Individual coverage HRA that is NOT affordable offered to you; employee and spouse or

dependent(s); or employee, spouse, and dependents.

18. Individual coverage HRA offered to an individual who was not a fuli-time employee,

1T. Individual coverage HRA offered to employee and spouse {no dependents) with affordability

determined using employee’s primary residence ZIP cede. )

1U, Individual coverage HRA offered ‘o employee and spouse (no dependents(s) using employee's

primary employment site ZIP code affordability safe harbor.

1V. Reserved for future use.

1W. Reserved for future use.

1X. Reserved for future use.

1Y. Reserved for future use.

1Z. Reserved for future use.

(Gontinued on Page 4)
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Instructions for Recipient {continued)

Line 15. This line reports the employsa raquired contribution, which s the monthly cost to you for the
lowsst cost self-only rinirmnurm assantial covarage providing minimurm value that vour smployer offersd
you. For an individual coverage HRA, the employes required contribution is the excess of the monthly
pramium based on the employse's applicable age for the applicable lowast cost silver plan over the
manthly individual coverage HRA amount {genarally, the annual individual coverage HRA amourt
divided by 12}. Sea the Instructions for Forms 1094-C and 1095-C for mare details. The amount
rapertad on ling 15 may net be the amount you paid for covarage if, for example, you chose to enroll in
mora expansive coverage such as family coverage. Lina 15 will show an amount only if code 1B, 1C,
18, 1€, 1J, 1K, 1L, 1M, 1N, 10, 1P, 1Q, 1T, or 1U is enterad on line 14. If yvou were offered coverage
but thera is ne cost to you for the covarage, this line will report “0.00" for the amount. For mora
irformation, including on how your eligibility for other healthcare arrangaments might affect the amount
raportad on line 15, visit IRS.gov.

Line 1€. This cods provides the IRS information to administer the employer shared responsibility
provisions. Other than a code 2C, which raflacts your snrollment in your employer's coverage, none of
this information affects your eligibility for the premiumn tax cradit. For more information about the
amployer shared responsibitity provisions, visit IRS.gov.
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Line 17. This Iine reports the apphicable ZIP code yvour employer used for determining affordability £
you wars offerad an individual covsrags HRA If code 1L, 1M, 1N, or 1T was used on ling 14, this will
be your primary residence location. If code 10, 1P, 1G, or 1U was used on line 14, this will be your
pritnary employment site. For mere information about individual coverage HRAs, visit IRS.gov.

Part lll. Covered Individuals, Lines 18-30

Part Ill reports the name, S5N {or TIN for covared individuals athar than the ermployes listed in Part 1),
and coverage information about each individual nciuding any full-time emploves and non-full-time
employes, and any employss’s family mambers) covared under the employer’s health plan, if the plan
is “self-Insurad.” A date of birth will be entered in column (c} only if an SSN (or TIN for coverad
individuals othar than the employas listed in Part [} is not antarad in ¢olumn (). Column (g) will be
checkad if the individual was covared for at least one day in every month of the year. For individuaks
who wars covared for some but not all months, informaticn will be antered in column (g) ingicating the
moenths for which these individuals wars covared. If thera are more than 13 covared individuals,
additional copies of page 3 may be used.



