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Reporting for Covered Members Calendar Year 2016-Affordable Care
Act

Producer Communication #787
Issued January 16, 2017

Summary

The Patient Protection and Affordable Care Act (PPACA) has brought extensive changes and numerous
new requirements to the health care industry. One of the mandates concerns the information reporting
responsibilities of insurers and employers. In particular, health insurance companies and certain
employers are required to provide information to members and the Internal Revenue Service (IRS) that
confirms their members have minimum essential coverage (MEC).

Details

The new information reporting systems will be similar to the current Form W-2 reporting systems in that
an information return (Form 1095-B or 1095-C) will be prepared for each applicable employee, and these
returns will be filed with the IRS using a single transmittal form (Form 1094-B or 1094-C). Generally, the
information on these forms will include the name, address and Social Security number (or date of birth if
all good faith efforts to obtain the social security number failed) of members and their dependents who
were provided MEC during the previous calendar year and the months they were provided such
coverage. IRS form 1095-B Health Coverage and IRS form 1095-C Employer-Provided Health Insurance
Offer & Coverage are included at the end of this Bulletin.

An employer’s health plan and number of employees determine the filing requirements. Generally,
insurance companies will use Form 1095-B (proof of health coverage for members) and Form 1094-B
(transmittal of Health Coverage Information Return) to report individuals covered by insured employer-
sponsored group plans. Small employers with self-insured health plans will also use Form 1095-B and
Form 1094-B to report individuals covered by small employer self-insured health plans.

Applicable large employers (employers that had, on average, at least 50 full-time employees, including
full-time equivalent employees, in the previous year) will file Form 1095-C (Employer-Provided Health
Insurance Offer and Coverage) and Form 1094-C (Transmittal of Employer-Provided Health Insurance
Offer and Coverage Information Returns). These forms are required if the employer offers an insured or
self-insured plan or does not offer any group health plan.

There are three parts to Form 1095-C. Applicable large employers that offer self-insured plans must
complete all parts of the Form 1095-C. Applicable large employers that offer insured plans must
complete Parts | and Il of Form 1095-C. Insurance companies will provide a Form 1095-B that contains
the Part Il “Covered Individuals” information.

The chart below details reporting responsibilities based on the size and insured status of employer
groups.
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INSURED SELF-INSURED
SMALL EMPLOYER e CBC sends 1095-B to ¢ Small employer sends
(On average, fewer than 50 full- members. the 1095-B to members.
time employees, including full- e CBC sends 1094-B and e Small employer sends
time equivalent) 1095-B to IRS. 1094-B and 1095-B to
IRS.
LARGE EMPLOYER e CBC sends 1095-B to e Large employer sends
(On average, more than 50 full- members. fully completed 1095-C
time employees, including full- e CBC sends 1094-B to to members.
time equivalent) IRS and 1095-B. e Large employer sends
e Large employer sends 1094-C and 1095-C to
1095-C (only Parts | and IRS.
Il) to employees.
e Large employer sends
1094-C and 1095-C to
IRS.

As a courtesy to our ASO customers, Capital BlueCross will provide a list of subscribers and their
respective covered dependents, for whom each ASO customer provides MEC. The ASO member and
coverage speadsheet captures the names of the subscriber and covered dependents, associated Social
Security numbers (or dates of birth), as well as the months for which coverage was provided. This
information was made available in December via SecureMail to the Group Administrator. Any new ASO
Group Customer enrolled between December 1, 2016 and December 29, 2016, received the ASO
member and coverage spreadsheet in January via SecureMail.

Please note that applicable large employers are required to provide Form 1095-C to all of their full-time
employees, even if the applicable large employers do not provide them MEC. The information being
provided by Capital BlueCross will not include these individuals since information regarding non-covered
individuals is not provided to Capital BlueCross. New enrollees and/or retroactive enrollees added after
the spreadsheet was made available to ASO groups are not reflected on the spreadsheet.

Please note the following:

e Capital BlueCross is providing only the information for Part Ill of Form 1095-C for ASO groups
regarding enrollment in MEC to include the subscriber and dependents of our ASO members.

¢ The group employer must complete all other sections pertaining to their tax filing, safe harbor,
and to whom they provide coverage. They will need to pick the codes based on their own set up.

e Groups can find all the documentation they need about this requirement at IRS.gov.

e Any information provided to ASO group customers (or others) regarding the mandated
reporting requirements is not legal advice or legal opinion and should not be construed as
such. It is intended for general purposes only. ASO customers should be urged to consult
a lawyer/tax professional concerning their own situation, legal obligations, and any
specific legal questions.

Fully-Insured Member Mailing of 1095-B Forms
Capital BlueCross will mail the required tax document, Form 1095-B to the following:

o All fully-insured group subscribers
» Off-exchange individual subscribers


http://www.irs.gov/
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On-exchange catastrophic subscribers
PersonalBlue subscribers

In addition, Capital BlueCross will be transmitting this information to the Internal Revenue Service (IRS)
so that the IRS can confirm that these members had MEC during the 2016 tax year.

The 1095-B will include a slip-sheet with the following message:

Thank you for being a valued Capital BlueCross customer.

As you know, the Patient Protection and Affordable Care Act (PPACA) has brought extensive changes
and numerous new requirements to the health care industry. The Internal Revenue Service (IRS)
requires proof that you, and any other members of your household, have a health insurance plan that
provides minimum essential coverage. The enclosed form 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.

If you have any questions about this form, please call the customer service number on the back of your
member ID card. You are a valued customer, and we are committed to serving you with excellence.

Should a member have questions about their 1095-B, they should call the phone number on the back of
their member ID card.

Should a subscriber require a duplicate/replacement Form 1095-B they should go to capbluecross.com
and log into their personal member account. They can then click on the "Tax Forms” button located
under “Manage My Information” to view/print the required form. Subscribers can also contact customer
service by calling the phone number on the back of their member ID card to request a
duplicate/replacement 1095-B form.

If the member identifies a need for an update or correction to the information found on the 1095-B, they
should do one of the following:

If enrolled through an employer, all coverage updates/changes should be directed to the
employer who should follow established processes to provide CBC with updated information. All
required updates must be supplied to Capital BlueCross by March 17, 2017.

If enrolled in an individual account product that was not purchased on the Federally Facilitated
Marketplace (FFM), an updated enrollment application should be submitted to Capital BlueCross
no later than March 17, 2017. Blank enroliment applications are available at capbluecross.com.
If enrolled in a catastrophic product that was purchased on the FFM, submit the required updates
via the FFM. These updates must be made by March 17, 2017.

An updated 1095-B form will be issued the day after the enrollment update has been processed by
Capital BlueCross. Updated 1095-B forms will only be issued to those subscribers whose 2016
enrollment information has changed. The following enrollment changes will precipitate the issuance of a
corrected 1095-B:

Change in the member’s first name, last name or middle initial
Change in the member’'s SSN

Change in the member’s birthdate

Change in the member’s coverage termination date

Change in the subscriber’s first name, last name, or middle initial
Change in the subscriber's SSN
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e Change in the subscriber’s birthdate
e Change in the address — street, city, state, zip code and/or country
e Change in the Employer Tax ID associated with the subscriber’s group/employer

If a corrected 1095-B should have been issued, and it is not received within 10 days of the enrollment
update, the member should call the Customer Service number on the back of their member ID card.
Applicable large group employers who are fully insured (50 or more employees) will also be sending their
covered members additional tax filing information on a Form 1095-C.

NOTE: The 1095-B is specific to fully insured coverage. There are situations where a group may be fully
insured for some part of 2016 and ASO/self-insured for another part of 2016. In such situations, the
group’s subscribers would receive a 1095-B form from Capital BlueCross (for the months during which the
group was fully insured) and 1095-C form from their employer (for the months during which the group was
ASO/self-insured).

Producers may want to reach out to any groups that transitioned to an ASO product during the 2016
calendar year to explain to them that their covered employees should receive two 1095 forms. A 1095-B
form from Capital BlueCross that documents the timeframe they were covered by a fully insured plan
through Capital BlueCross and a 1095-C form from the employer group that documents the time they
were covered by an ASO plan through their employer-

Self-Funded Group Employees

Self-funded group employees will receive a 1095-C Form from their employer for the 2016 tax year.
Similar to the Form 1095-B, the 1095—C will contain information regarding MEC for the subscriber and
each qualified dependent.

If the member identifies a need for an update or correction to the information found on the 1095-C, they
should contact their employer who should follow established protocols to update their membership file
and, if applicable, issue a new form to the member.

Capital BlueCross cannot provide specific tax advice. Individuals or groups should contact their tax
adviser with any tax-related questions.

Additional information can be found at IRS.gov.

Attachments
e Attachment A — IRS Form 1095-B Health Coverage
e Attachment B — IRS Form 1095-C Employer Provided Health Insurance Offer & Coverage
e Attachment C — ASO Member & Coverage Spreadsheet

Questions
Contact your Preferred Agency with any questions. Thank you.


http://www.irs.gov/


1095-B
Form

Department of the Treasury

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

Health Coverage

SE011kL

|:| VOID OMB No. 1545-2252

Internal Revenue Service » Information about Form 1095-B and its separate instructions is at www.irs.gov/form1095b.

[ ] coRRECTED 2016

Responsible Individual

1 Name of responsible individual 2 Social security number (SSN or other TIN) 3 Date of birth (If SSN or other TIN is not available)
4 Street address (including apartment no.) 5 City or town 6 State or province 7 Country and ZIP or foreign postal code
9 Reserved
8 Enter letter identifying Origin of the Health Coverage (see instructions for codes): » |:|
Part i Information about Certain Employer-Sponsored Coverage (see instructions)
10 Employer name 11 Employer identification number (EIN)
12 Street address (including room or suite no.) 13 City or town 14 State or province 15 Country and ZIP or foreign postal code
mﬂ] Issuer or Other Coverage Provider (see instructions)

16 Name 17 Employer identification number (EIN) 18 Contact telephone number

20 City or town 21 State or province 22 Country and ZIP or foreign postal code

19 Street address (including room or suite no.)

G Covered Individuals (Enter the information for each covered individual.)

(a) Name of covered individual(s)

(b) SSN or other TIN

(c) DOB (If SSN or other
TIN is not available)

(d) Covered
all 12 months

(e) Months of coverage
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For Privacy Act and Paperwork Reduction Act Notice, see separate instructions.

Cat. No. 60704B

Form 1095-B (2016)





Form 1095-B (2016)

Sk021k

Page 2

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
@ 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.

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
A of all covered individuals to the sponsor of the coverage, the IRS may
(XL LI not be able to match the Form 1095-B with the individuals to

determine that they have complied with the individual shared responsibility
provision.

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)
B. Employer-sponsored coverage

C. Government-sponsored program

D. Individual market insurance

E. Multiemployer plan

F. Other designated minimum essential coverage

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.

@ If you or another family member received health insurance

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 lll. 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 the 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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Date of birth (If SSN or other TIN is not available)

Covered Individuals — Continuation Sheet

(a) Name of covered individual(s)

(b) SSN or other TIN

(c) DOB (If SSN or other
TIN is not available)

all 12 months

(e) Months of coverage
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Department of the Treasury
Internal Revenue Service
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Employer-Provided Health Insurance Offer and Coverage

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

D CORRECTED

» Information about Form 1095-C and its separate instructions is at www.irs.gov/form1095c

£00117

OMB No. 1545-2251

2016

Employee

Applicable Large Employer Member (Employer)

1 Name of employee

2 Social security number (SSN)

7 Name of employer

8 Employer identification number (EIN)

3 Street address (including apartment no.)

9 Street address (including room or suite no.)

10 Contact telephone number

4 City or town

5 State or province

6 Country and ZIP or foreign postal code

11 City or town

12 State or province

13 Country and ZIP or foreign postal code

m Employee Off

er of Coverage

Plan Start Month (Ente

r 2-digit number):

14 Offer of
Coverage (enter
required code)

All 12 Months

Jan

Feb Mar

Apr

May

June

July

Aug

Sept

Oct

Nov

Dec

15 Employee
Required
Contribution (see
instructions)

16 Section 4980H
Safe Harbor and
Other Relief (enter
code, if applicable)

[ZXA Covered Individuals

If Employer provided self-insured coverage, check the box and enter the information for each individual enrolled in coverage, including the employee.

[

(a) Name of covered individual(s)

(b) SSN or other TIN

(c) DOB (If SSN
or other TIN is
not available)

(d) Covered
all 12 months

(e)

Months of Coverage

Jan

Feb

Mar

Apr May

June

July

Aug

Sept

Oct

17

[]

]

]

]

18

19

20

21

O oo o| g

O oo o| g
O oo o| g

22

O oo o| g

OO oo o) d
OO oo o) d
OO oo o) d

OO oo o) d
O oo o| g
O oo o| g

]

OO oo o) d
O oo o| g

OO oo o) d

L0

For Privacy Act and Paperwork Reduction Act Notice, see separate instructions.
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Instructions for Recipient

You are receiving this Form 1095-C because your employer is an Applicable Large Employer subject to
the employer shared responsibility 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
II, 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
(PTC). You may receive multiple Forms 1095-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 new position of employment with another Applicable Large Employer). In that situation,
each Form 1095-C would have information only about the health insurance coverage offered to you by
the employer identified on the form. If your employer is not an Applicable Large Employer it is not
required to furnish you a 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 members), 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
information to assist you in completing your income tax return by showing you or those family
members had qualifying health coverage (referred to as "minimum essential coverage") for some or all
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 providing the coverage will
furnish you information about the coverage separately on Form 1095-B, Health Coverage. Similarly, if
you or a family member obtained minimum essential coverage from another source, such as a
government-sponsored program, an individual market plan, or miscellaneous 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 1095-A, Health Insurance Marketplace Statement.

Employers are required to furnish Form 1095-C only to the employee. As the recipient of
this Form 1095-C, you should provide a copy to any family members covered under a
self-insured employer-sponsored plan listed in Part Il if they request it for their records.

Part I. Employee

Lines 1-6. Part |, lines 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 employer is required to report your complete SSN to the IRS.

If you do not provide your SSN and the SSNs of all covered individuals to the plan
administrator, the IRS may not be able to match the Form 1095-C to determine that you
and the other covered individuals have complied with the individual shared responsibility
provision. For covered individuals other than the employee listed in
Part I, a Taxpayer Identification Number (TIN) may be provided instead of an SSN. See Part Ill.

Part I. 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 whom you may call if you have questions
about the information reported on the form or to report errors in the information on the form and ask
that they be corrected.

CAUTION

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

Line 14. The codes listed below for line 14 describe the coverage that your employer offered to you
and your spouse and dependent(s), if any. (If you received an offer of coverage through a
multiemployer plan due to your membership in a union, that offer may not be shown on line 14.) The
information on line 14 relates to eligibility for coverage subsidized by the premium tax credit for you,
your spouse, and dependent(s). For more information about the premium tax credit, see Pub. 974.

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% (as adjusted) of the 48 contiguous states
single federal poverty line and minimum essential coverage offered to your spouse and dependent(s)
(referred to here as a Qualifying Offer). This code may be used to report for specific months for which a
Qualifying Offer 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
coverage 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 NOT providing minimum value offered to you, or you and your spouse
or dependent(s), or you, your spouse, and dependent(s).

1G. You were NOT a full-time employee for any month of the calendar year but were enrolled in self-
insured employer-sponsored coverage for one or more months of the calendar year. This code will be
entered in the All 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 minimum essential coverage).

1l. Reserved.

1J. Minimum essential coverage providing minimum value 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 essential coverage offered to your dependent(s).
Line 15. This line reports the employee required contribution, which is the monthly cost to you for the
lowest-cost 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 enroll in more expensive coverage such as family coverage. Line 15 will show an amount only
if code 1B, 1C, 1D, 1E, 1J, or 1K is entered on line 14. If you were offered coverage but there is no cost
to you for the coverage, this line will report a “0.00” for the amount. For more information, including on
how your eligibility for other healthcare arrangements might affect the amount reported on line 15, see
IRS.gov.

Line 16. This code provides the IRS information to administer the employer shared responsibility
provisions. Other than a code 2C which reflects your enrollment in your employer's coverage, none of
this information affects your eligibility for the premium tax credit. For more information about the
employer shared responsibility provisions, see IRS.gov.

Part lll. Covered Individuals, Lines 17-22

Part lll reports the name, SSN (or TIN for covered individuals other than the employee listed in Part I),
and coverage information about each individual (including any full-time employee and non-full-time
employee, and any employee's family members) covered under the employer's health plan, if the plan
is "self-insured." A date of birth will be entered in column (c) only if an SSN (or TIN for covered
individuals other than the employee listed in Part I) is not 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 6 covered individuals, see the
additional covered individuals on Part lll, Continuation Sheet(s).
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Sub ID+Member |Employee Employee Employee Last|SSN Subscriber Address

Suffix First Name Middle Intital |Name Line 1

99999999900 Employee FN |Employee Ml |Employee LN  |Subscriber SSN - |/Address One
999999999

99999999900 Employee FN |Employee Ml |[Employee LN  |Subscriber SSN - |Address One
999999999

99999999900 Employee FN |Employee Ml |[Employee LN  |Subscriber SSN - |Address One
999999999

99999999900 Employee FN |Employee Ml |Employee LN |Subscriber SSN - |/Address One
999999999

99999999900 Employee FN |Employee Ml |[Employee LN  |Subscriber SSN - |Address One
999999999

99999999900 Employee FN |Employee Ml |Employee LN  |Subscriber SSN - |/Address One
999999999

99999999900 Employee FN |Employee Ml |[Employee LN  |Subscriber SSN - |Address One
999999999

99999999900 Employee FN [Employee Ml |Employee LN  |Subscriber SSN - |/Address One
999999999

99999999900 Employee FN |Employee Ml |Employee LN  |Subscriber SSN - |/Address One
999999999

99999999900 Employee FN |Employee Ml |[Employee LN  |Subscriber SSN - |Address One
999999999

99999999900 Employee FN |Employee Ml |Employee LN  |Subscriber SSN - |/Address One

999999999






Subscriber Subscriber City Subscriber |Subscriber |Name of Employer Group Number
Address Line 2 State Zip

Address Two CITY STATE Zip CODE |Employer/Group Name CBC Group Nbr
Address Two CITY STATE Zip CODE |Employer/Group Name CBC Group Nbr
Address Two CITY STATE Zip CODE |Employer/Group Name CBC Group Nbr
Address Two CITY STATE Zip CODE |Employer/Group Name CBC Group Nbr
Address Two CITY STATE Zip CODE |Employer/Group Name CBC Group Nbr
Address Two CITY STATE Zip CODE |Employer/Group Name CBC Group Nbr
Address Two CITY STATE Zip CODE |Employer/Group Name CBC Group Nbr
Address Two CITY STATE Zip CODE |Employer/Group Name CBC Group Nbr
Address Two CITY STATE Zip CODE |Employer/Group Name CBC Group Nbr
Address Two CITY STATE Zip CODE |Employer/Group Name CBC Group Nbr
Address Two CITY STATE Zip CODE |Employer/Group Name CBC Group Nbr






Subgroup Number Class ID Member First |Member Member Last |SSN
Name Middle Intital |[Name

CBC SubGoup Nbr CBC Class ID |Member FN Member Ml Member LN Member SSN
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DOB (if SSN is not

available)

Covered All 12 Months

Months
of
Coverage
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mar

apr

may

jun

jul

MM/DD/YYYY

This column will reflect an "X" if the
Member was covered for all twelve
months in Tax Year 2016

MM/DD/YYYY

MM/DD/YYYY

MM/DD/YYYY

MM/DD/YYYY

MM/DD/YYYY
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MM/DD/YYYY
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