Sample IRS Form 1095-B

+m 1095-B Health Coverage 0 OMBNo. 1343.2252
Depariment of the Treasury 20 ] 5
Tnieroal Revenus Serviee > Information sbout Form 1095-B and ity scparate instructions is at www.lrt govformiogsh,
Responsible Individual (Policy Holder)
1 Name of responsible individual 2 Social security number (SSN) 3 Date of birth (if §SN is not available)
PersonOne Weman
4 Street address {inchuding apartment no)) 5 Cityar town 6 Staie or province 7 Country and ZIP of foreign posta! code
123 Main St Raleigh NC us 27612
8 Emerleter ienlifying Origin o tha Poicy (s som forcodes). . > C 9 Small Business Health Options Program (SHOP) Markeiplace identificr, if appli
Employer Sponsored Coverage (If Line 8 is A or B, complete this part.)
10 Employer Name 11 Employer identi ber (EIN)
12 Street address (including room or mits no.} 13 City ortown 14 Stalc or province 15 Coumry and ZIP

[ issuer or Other Coverage Provifer

16 Name 17 k identification ber 18 Comact hot ber
NC Dept. of Health & Human Services 551?5’5’3?‘5 ! eumber (EIN) 1-388:;’25?;1“;9
19 Street address (including room oc suite o0.) 20 City or town 21 Siatear pravines 22 Counry and ZIP or foreign postal co
2501 Mail Service Center Raleigh NC 27699-2501
[EYRY Covered individuals (Entor the information for cach covered individual(s).)
{a) Name of covered individual{s} (b) SSN {c)DOB (if SN (d) Covered 10
isnotavailzble) | all12months | Jan | Feb | Mer | Apr | May Aug | Sep Nov | Dec
i PersonOne Woman X| X X{X X X X
2 PersonTwe Child X | X X X X

1

5

‘ I
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For more info i .ncdhhs.gov/ and click the link for 1095B
245-0179 or 919-855-4780
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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,

cport on your Income tax A. Small Busingss Health Options Program (SHOP)
rage (refersed t0 85 i g. Emp!oyer-sgonsored coverage
griths during the yeer, Individuals who D. lndi\er;;.lr:;l= Illn-ﬂ:-ket insura‘::cc
and don't qualify for an exemption E. Multiemployer plan

¢ individual shared responsibility F. Other designated minimum essential coverage

includes government-sponsored programs, TIP: if you or another family member received heaith insurance

picrd e i ket pas, s it e L et o e
age. For more information on the requirement to rather a Form 1095-8.

hal coverage and what is minimum essential coverage, Line 9. This line will be blank for 2015,
rdable-Care-AcvIndividuals-and-Families/Individual- N . .

Provision. Part 11, Employer-Sponsored Coverage, lines 10-15. This part will be

completed by the insurance company if an insurance company provides your

:mpfnyer-sponsmd health coverage, It provides information about the
employer sponsoring the coverage. This part may show only the last four
digits of the employer's EIN. I your coverage isn't insured employer

S of minimum essential coverage are required to furnish
only'one Form 1095-B for all individuals whose caverage is reported
on that form. As the recipient of this Form 1095-8, you shoul

provide a copy 1o other individuals covered under the policy if they coverage, this part will be blank.
request it for their records. . ' ;
. X Part II1. Issuer ar Other Coverage Pravider, lines 16-22. This part reports
Part I, Responsible Individual, lines 1-9, Part I reports information about information about the coverage provider (insurance company, employer
you and the coverage. plr%:idhg self-insured coverage, VWK{ ) gogloverage
. . - . ernment program such as or care, or other
Lines 2 and 3. Linc 2 reports your social sccurity number (SSN) or ather Coverage spansar). Line 18 reports a telephone mumber for the cover
taxpayer identification number (TIN), 'fgl’"m‘& For your protection, this pmvisgf that you)r.an Call if you have qupsﬁons about the mformation
form may show only the last four dignts. However, the coverage provider is reported on the form.
required tolegprlyo;trcomp!ete SSN or other TIN, if applicable to the IRS.
Your date of birth'will be entered on line 3 only if fine 2 is blank. h;:hlcy"l'clﬁ“r:id Indiviﬂu_nlg, lines zsgra. T{llis part m [irmnmxtaasng
’ - and coverage information for each covered indive N o
Cantion: ‘?’ﬂ don's provide your SSN or other TIN and the SSNs or offer Birth will be entered im column (c) only if SN or other TIN isn't eniered in
e e e e F"’ DS it e o column (b). Column (d) wil} bec&eckedifmq individual was covered for at
zt:y nof lf"a fo match the f":,' i.mj;g‘."’;z.. s 1 s;"’f i o least one day in every month of the year. For individuals who werc covered
"”’""g h £ they have complied with the individual share for some but not all manths, information will be entered in column (c)
responsibiitly provison. indicating the months for which these individuals were covered. If there are

more than six covered individuals, see Part IV, Continuation Shect(s), for
information about the additional covered individuals.
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