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FORM 1095 PRINT APPROVAL

Review and approve forms for printing with ease

REATE N EW REVI EW (1\ Select Tax Year and Type

Tax Year [2023 v

Type I Print Approval hd |

Submission Approval Submission Review Submitted Batches Pending Batches Batch Hold Manual Forms

Print Approval

2\ Create An Appropriate Title

1095-C 1095-B Approval Summary

3 Select Forms To Review
i

Please create a title for future reference @ Please select which forms to review
Tax Year [2023 v] o Titie) 109s.8/c. EFederal ica Tipc Ting TR
Type: [ Print Approval v |
(4\ Select All FEINs
Please select which forms to review '/FEINs
1095-5/c B Feceral A Ko N R ¥ sample Company (581519913) [# sample company
¥l sample Company 3 (581651002) [ sample Company

Please select which FEINS to review
SelectAll ] Select None

@
®
®

(5\ Choose # to Review
wd

records across the selected FEINs

Sample Company-1(100000001) Review a total of

Review a total of | 1 records across the selected FEINs

6\ Begin Review
BEGIN NEW APPROV,

BEGIN NEW APPROVAL

REVIEW FORMS

Form 1095-C Employer-Provided Health Insurance Offer and Coverage CORRECTED | OMB No 15452251
Deparmant of the Treasury » Do not atach to your fax return. Kesp for your records 2023
Internal Revenue Senice » Go lo www.irs.gow/Form1095C for instructions and the latest information

@ Employee T Applicable Large Employer Member (Employer] [ 1\ Verify Accuracy Of All Parts

1 Name of employee (first name, middle initial, last name) 2 Social security number (SSN) 7 Name of employer

User M |one XXXXX5555 g Sample Gompany-1 \_/

3 Street address (including apartment no.) 9 Street address (including room or suite no.) E B
123 Main Street 1 Main Street mployee

4 City or town 1 5 State o province 6 Country and ZIP or foreign postal code 1 City or town 12 State or province 1 Name of employee |
Example MO "-'5 12345 Sample City GA Employee Offer and Coverage ||
[P Employee Offer of Coverage Uniock Months for Edit Employee's Age on January 1: -

14 Offer of Coverage (enfer All12 Months Jan Feb Mar Apr May Juns. July Aug T = = T LA 1|2 Months |
s o . | | | |

15 Employee Required If All Is Accurate

Contribution (see instructions) SIED

16 Section 4980H Safe Harbor

and Other Relief (enter code. if 2c Approved?

applicable)

® Yes ' No
17 ZIP Cods
I I I

Covered Individuals

|
If Employer provided self-insured coverage, check the box and enter the information for each individual enrolled in coverage, including the emp\oyee.D /3\ If Errors Exist

IRemave| {2) Name of covered individusi{s) {2} 53N or oher TIN (¢} DO (if 53N or other TIN is nat available) {d) Covered —

First name, middie inil, (35t nams g I EoE 3112 months 7 >/ 3
Approved? -

@ [1e user 1 one XXKXXE555 [a] PP h
- Yes '® No -

6 19 User 11 KNKXXTTTT O i
Comments: =

6 20 First Name 1 O O — [
6 Insert comments explaining error —

2 Fist 1 ouir [m] O i

For Privacy Act and Paperwork Reduction Act Notice, see separate instructions. Cat. No. 60705M

4\ Continue Through All Forms

NEXT EMPLOYEE »

Approved?
Crves @ o @ @
Comments:

A PREVIOUS EMPLOYEE NEXT EMPLOYEE &
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REVIEW COMPLETED WITH ERRORS

1\ If Errors Exist

Incorrect Data

One or more data item(s) have been marked as incorrect
1095-C 100000003 XXX-XX-0001 m  Sample Error Comment Please review all items marked "No" in the list above
1095-C 100000005 XXX-XX-0002 RI Review Form  Sample Error Comment
1095-C 100000001 XXX-XX-0003 RI Approved
1005-C 100000001 XXX-XX-0004 RI Approved .

Research and Fix
1085-C 100000002 XXX-XX-0005 CA Approved
@ 1085-C 100000002 XXX-XX-0006 CA Approved -/

J095.C 100000003 | J0CKXX-0007 | CA Approved 1095 100000003 XXX-XX-0001 RI R Sample Error Comment

1095-C 100000005 XXX-XX-0002 RI R orm  Sample Error Comment
1095-C 100000003 XXX-XX-0008 CA Approved 1095 100000001 XXX-XX-0003 RI Approved
1085-C 100000004 XXX-XX-0008 CA Approved
1085-C 100000004 XXX-XX-0010 CA Approved
1095-C 100000005 XXX-XX-0011 CA Approved 3\ Repeat New Review
1095-C 100000001 XXX-XX-0012 CA Approved /
1095-C 100000002 XXX-XX-0013 CA Approved
1005-C 100000004 XXX-XX-0014 CA Approved BEGIN NEW APPROVAL
1085-C 100000001 XXX-XX-0015 DC Approved

Incorrect Data
One or more data item(s) have been marked as incorrect
Please review all items marked "Review Form” in the list above.

Changes can only be made via the Employee Details page. You will not be able to
make changes in Print Approval. If a change has been made, it will not update the
snapshot on the current print approval. A new review needs to be started and the
employee specifically would need to be added to the new review.

REVIEW COMPLETED WITHOUT ERRORS

Pre-Print Aleris

1 If No Errors Exist

‘Submission Approval S Pending Baiches Filing Errors Baich Hold Manual Forms

Print Approval @ o @) e Q = B R

o Create / Select Approval o 1085-C o 1095-B @ Approval Summary

Click Top/Bottom Action

2022 Print Approval Summary Actions

FormType  FEN EEF | Recipient | Result Comment Submission for printielectronic deliv
1095-C 100000001 XXX-XX-1102 Federal Approved

1095-C 100000001 XXX-XX-1115 Federal Approved ! del:lare thﬂl l hm'e Elﬂmll’led thESE
1095-C 100000002 XXX-XX-2105 Federal Approved

1095-C 100000002 XXX-XX-1608 Federal Approved

1095-C 100000003 XXX-XX-2101 Federal Approved

1095-C 100000003 XXX-XX-2115 Federal  Approved

Actions Submit and Print
Submission for printielectronic delivery to employees.
~/

I declare that | have examined these forms and to the best of my knowledge and belief, they are true, correct and complete for all associated FEINS.

SUBMIT APPROVAL »

SUBMIT APPROVAL > 4\ Notify Account Manager |
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2023 FORM 1095-C AT A GLANCE

A quick reference guide to Form 1095-C

Form 1095-C identifies whether an employee was offered coverage and whether the employee was enrolled in coverage at any time
during the tax year. This guide provides need-to-know details about how employers should complete and transmit Form 1095-C.

Form 1095-C: The Basics (5) Plan start Month: Identifies the first month of the plan
year of the plan offered to the employee.

Applicable Large Employer (ALE) Members are either: a

person or entity that is an Applicable Large Employer, or @ Line 14 (Code Series 1): Identifies the type of coverage

each person or entity within an Aggregated ALE Group. offered to an employee. Line 14 cannot be left blank.

ALE Members must file Form 1095-C for every full-time

employee eligible for medical coverage. Forms 1095-C must @ Line 15:Identifies the employee’s share of the lowest-cost

be transmitted to the IRS with Form 1094-C. Together, these self-only minimum essential coverage plan that provides

forms are used to determine whether an employer is subject minimum value thats offered to the employee (this may

to penalty under the employer shared responsibility provisions not be the amount the employee pays for coverage). If an

under Section 4980H. ICHRA plan is offered, the following formula determines the

How to complete Form 1095-C employee contribution: (age and location based on lowest

cost silver plan monthly premium) — (monthly employer

Form 1095-C has three parts: ICHRA contribution amount) = (employee contribution used

Part | - Employee & ALE Information: Provides to determine affordability of coverage under the ACA). Line

15 should only be used if code 1B, 1C, 1D, 1E, 1), 1K, 1L,
1™, 1N, 10, 1P, or 1Q is entered on Line 14 or in the ‘All
@ Part Il - Offer of Coverage: Identifies whether the 12 Months' checkbox.
employee was full-time for any month of the calendar
year AND whether a plan was offered during any month Line 16 (Code Series 2): [dentifies applicable Section
of the calendar year. (See Additional Information for more 4980H affordability safe harbor or other relief for ALE
details.) Members. Line 16 may be left blank if no code applies.
Part Ill - Covered Individuals: Identifies individuals who

had coverage for any month during the calendar year.

specific information about the employee and the ALE.

Line 17:Identifies the ZIP code used to calculate the
employee contribution for an individual coverage HRA

Employers must fill out the appropriate form sections based offer on Line 15. The ZIP code is either for the employee’s
on the type of plans that are offered: primary residence or for their primary employment site. ZIP
. Fu”y insured p|ans: Comp|ete On|y Parts | and II. code is Oﬂly included when an ICHRA plan is offered.

* Self-insured plans: complete Parts I, II, and IIl.
* Individual Coverage Health Reimbursement Arrangement
(ICHRA) plans: complete Parts I, II, and IIl.
Additional Information About Form 1095-C: Note: This information is not intended to be legal advice and should not be
relied upon in lieu of consultation with appropriate legal advisors.

@ Employee’s Age on January 1st: Shows the
employee’s age on January 1st if they were offered an Source: U.S. Department of the Treasury, Internal Revenue Service.
individual coverage Health Reimbursement Arrangement ~ (NttPs://www.irs.gov/pub/irs-pdf/f1095c.pdf)
(HRA). The age in this field may not match the age used

for the silver premium if the plan year does not start in

Farm 1095-C Employer-Provided Health Insurance Offer and Coverage CORRECTED | OME Mo, 1545-2251
Dasanment of e Tressury » Do ot attach to your tax refum. Kesp for your records 2023
el Revenus Servcs ¥ Go lo wwwirs gov/Form1095C for instructions and the latest information.

| Part | T T ‘Applicable Large Employer Member

1 Name of employes (frst name, middle inftial, last name} 2 Social security number (SSH) 7 Name of emplayer 8 Emplayer identiication numbzer (EIN)

User M |one XXKXX5555 Sample Company-1 100000001

3 Sireet address (including aparment no ) § Strest address (including room or SUle no.) 10 Contact telephone number

123 Main Strest 1 Main Strest 111-234-5678

3 Cily or fown 5 State or provincs 5 Country and ZIP or foreign postal code 1 Cify or fown 72 Stale or province 3 Country and ZIP or foreign postal code

Example Mo us 12345 Sample Gity Ga Us 12345 N\

[T Employee Offer of Coverage Unlock Months for Edit Employee's Age on January 1: Ag= /4 3\ Plan Start Month (snter 2-digit number)-01 \ 5 ]

14 Offe of Goverage (enter All 12 Months Jan Feb Mar apr May June July \ / Aug Sept Oct Nov ~~—Tec
required code) 6) 1E

15 Employee Required

Contribution (see instructions | s102.00

16 Scction 4980H Safe Harbor,

and Other Relief (enter code. e 2C

applicable)

17 ZIF Code

@m Covered Individuals
If Employer provided self-insured covarage, check the box and enter the information for each individual enrolled in coverage, including the employes [
() Name of coveres maaia =) - , . (@) Cove (&) Mrihs o Coversge

[Remous] Firt name. midele nfial, tast name {t) SN or cther TIN {c) OB (if SSN or ather TIN is not available) 12 mae Tan | Feb [ War [ Apr | Wy | June | Juy | Aug | Sept | Oct | Wov | Des
(@[ v 0 ome XSS5 o i SR
(@[ user L e ROKTTTT [ B &) ololololo
(@ [z oo 1 ¢ &) ojojojojo]o]ololo]olo]o
(@ ot v | o 0 CIEIEEEIEIEEEEEE
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Line 14 code Series 1

Qualifying offer: Minimum essential coverage (MEC) providing minimum value (MV) offered to the full-time employee with the employee contribution
1A | for self-only coverage equal to or less than 9.83% of the mainland single federal poverty line and at least minimum essential coverage offered to the
spouse and dependent(s). The employee must be offered for every day of the month for this code to be used.

1B | MEC providing MV offered to employee ONLY.
1C MEC providing MV offered to the employee and at least MEC offered to the employee’s dependent(s) but NOT to the spouse.

MEC providing MV offered to the employee and at least MEC offered to the spouse but not to the dependent(s). If the offer of coverage to the
spouse was conditional, use code 1J.

1D

MEC providing MV offered to the employee and at least MEC to the dependent(s) and spouse. If the offer of coverage to the spouse was conditional,
use code 1K. The employee must be offered for every day of the month for this code to be used.

1E

1F MEC NOT providing MV offered to either: the employee; or to employee and spouse or dependent(s); or to employee, spouse, and dependents.

Offer of coverage to employee who was not a full-time employee for any month of the calendar year or to an employee who was not a full-time
employee for any month of the calendar year and who enrolled in self-insured coverage for one or more months of the calendar year.

1G

1H | No offer of coverage (employee not offered any health coverage or employee offered coverage that is not MEC).

11 Reserved.

1) MEC providing MV offered to employee and at least MEC conditionally offered to spouse; MEC not offered to dependent(s).

1K | MEC providing MV offered to employee and at least MEC conditionally offered to dependents; and at least MEC conditionally offered to spouse.

1L Individual coverage HRA only offered to the employee. Affordability is determined using the employee’s primary residence ZIP code.

Individual coverage HRA offered to the employee and dependent(s), but NOT to the spouse. Affordability is determined using the employee’s

™ primary residence ZIP code.
1IN Individual coverage HRA offered to the employee, spouse, and dependent(s). Affordability is determined using the employee’s primary residence
ZIP code.

10 | Individual coverage HRA only offered to employees using the employee’s primary employment site ZIP code affordability safe harbor.

Individual coverage HRA offered to employee and dependent(s), but NOT to the spouse, using the employee’s primary employment site ZIP code

1P affordability safe harbor.

Individual coverage HRA offered to employee, spouse, and dependent(s), using the employee’s primary employment site ZIP code affordability
1Q safe harbor.

Individual coverage HRA that is NOT affordable offered to either: the employee; the employee and spouse or dependent(s); employee, spouse,
and dependent(s).

1R

1S Individual coverage HRA offered to an individual who was not a full-time employee.

Line 16 code Series 2

The employee was not employed on any day of the month. This code should not be used in the month an employee terminates employment with
2A the ALE Member.

The employee is not a full-time employee for the month and did not enroll in MEC, if offered. Also enter code 2B if the employee is a full-time
2B | employee for the month and if their offer of coverage (or coverage if employee was enrolled) ended before the last day of the month because the
employee terminated employment during the month.

The employee enrolled in coverage that was offered. Code 2C should not be used if code 1G is used on Line 14 for all 12 months. Code 2C
should not be used for any coverage that was not MEC.

2C

2D | The employee is in a Section 4980H(b) limited non-assessment period (initial measurement period applies).

2E | Multi-employer interim rule relief.

Section 4980H(b) Affordability Form W-2 Safe Harbor (must be used for all months of the calendar year for which the employee is offered health
coverage).

2G | Section 4980H(b) Federal Poverty Level (FPL) Safe Harbor.
2H | Section 4980H(b) Rate of Pay Safe Harbor.
21 Reserved.

2F

Note: An affordability safe harbor code should not be entered on line 16 for any month that the ALE member did not offer
minimum essential coverage to at least 95% of its full-time employees and their dependents.

Note: This information is not intended to be legal advice and should not be Source: U.S. Department of the Treasury, Internal Revenue Service.
relied upon in lieu of consultation with appropriate legal advisors. (https://www.irs.gov/pub/irs-pdf/f1095c.pdf)
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2023 FORM 1095-B AT A GLANCE

A quick reference guide to Form 1095-B

Form 1095-B provides information about individuals who are covered by minimum essential coverage.
This guide provides need-to-know details about how employers and/or insurance carriers should
complete and transmit the form, should they choose to file Forms 1095-B.

Form 1095-B: The Basics Part lll - Issuer or Other Coverage Provider: |dentifies
In general, small employers offering employer sponsored self- information about employers reporting self-insured group
insured group health plans who are not subject to the health plan coverage.

employer mandate (employer shared responsibility provisions) Part IV - Covered Individuals: Identifies individuals

and health insurance issuers and carriers use Form 1095-B who had coverage for anv month durine the calendar vear
to report information about covered individuals. In most 8 y 8 year.

cases, Applicable Large Employer (ALE) Members who offer
self-insured group health plans must report information about ~ Additional Information About Form 1095-B:
coverage on Part Ill of Form 1095-C. However, these ALE

Members may furnish Form 1095-B to non-employees who @ !_ine 8: Enter the Or,iS‘” of Healﬁh Coverage. Refer tq RS
enroll in self-insured health coverage and individual coverage instructions for additional detail. Insurance companies
HRAs. that enter codes A or B on Line 8 will complete Part

Il. Employers reporting self-insured group health plan
coverage on Form 1095-B should enter code B on Line 8,
skip Part I, and complete Part lll. Employers reporting an
employer-sponsored individual coverage HRA should enter
code G on Line 8, skip Part Il, and complete Part Ill.

How to complete Form 1095-B

There are four sections to Form 1095-B:
Part | - Responsible Individual: Provides demographic
information about the responsible individual.

Part Il - Information About Certain Employer-

Sponsored Coverage: |dentifies information about the

employer that provides coverage in certain cases.
Note: This information is not intended to be legal advice and should not be
relied upon in lieu of consultation with appropriate legal advisors.

Source: U.S. Department of the Treasury, Internal Revenue Service.
(https://www.irs.gov/pub/irs-pdf/f1095b.pdf)

fom 1095-B Health Coverage CORRECTED | OMB o 1545-2252
Department o the Treasu » Do not attach to your tax return. Keep for your records 2023
Intermai R rvics ¥ Ga to www.irs gov/Form10958 for instructions and the latest information

1 Jble Individual
1 Name oN—rnsible individualFirst name, middle initial. last name 2 Social security number (SSN) or other TIN 3 Dale of birlh (T SSN or other TIN is not available)
First Name Middle Intia b ssN DOB (mmiddiyyyy

ddress (including apariment no.) & Stale or province 7 Country and ZIP or foreign postal code

Street Address Gity or Town State or Province Country | 2IP or Postal Code

2 Jon About Certain Employ Coverage (see
10 Emplo) 3 1 Employer identiication number (EIN)
12 Streel address (including room or suile no.) 13 City or fown 14 State or province 15 Counlry and ZIP or foreign postal code

Country |2IP or Postal Code

3 Y Other Coverage Provider (see instructions)
16 Name 17 Employer identification number (EIN} 18 Centact telephane number
Demo Corporation 555555555 111-234-5678
9 Streel address (nchuding room or suils no.) 20 City or fown 21 State or province 22 Counlry and ZIP or foreign postal code
1 Main Strgst Sample City GA us 12345

4 Y Individuals (Enter the information for each covered individual )

L Wonths of
(a) Name of covered individual(s) 1b) S5 or other TIH (€) DOB (1 SSN or other TIN'S [ 1 o o 12 {e) Months of coverage
First name, middle initial, last name not available) Jan Feb Mar apr_| May | Jun ul Aug Sen Gt Nov | Dec

(5] 1 Last Name m] [m] [m] [m] [m] [m] [m] m] m] m] m] [m] [m]
(7] 1 Last Name [m] 0 0 0 0 0 0 [m] [m] [m] [m] 0 0
(0] " Last Name a [m] [m] [m] [m] [m] [m] =] =] =] =] 0 0
(5] 1 Last Name [m] 0 0 0 0 0 0 [m] [m] [m] [m] 0 0
Q " Last Name m] ] ] ] ] O O m] m] m] m] ] ]

Copyright © 2023, Equifax Inc., Atlanta, Georgia. All rights reserved.
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CREATE FORM 1095-C MANUALLY

Create and edit Forms 1095-C manually

CREATE NEW FO RM 1 095_c (1) Click on 1095-C Manual Forms

1095-C Manual Forms

Submission Approval Submission Review Submitted Batches Pending Batches Batch Hold Manual Forms

\ Select the tax year

1095-C Manual Forms 1085-B Manual Forms

Tax Year:
Create New 1095-C | 2023 T
Tax Year: FEIN: EE#:
2023 ‘ Sample Company 0 (2712234561) /‘\ v |
@ 3) @ m (3 Select the FEIN
~/
FEIN:
‘ Sample Company 1 (581234563)

(4\ Enter the employee number
Tip: Employee numbers must be 9 digits or less. L

EEx:
[123456729

(5 Click on Create
wird

CREATE

COMPLETE NEW FORM 1095-C

Fom 1095-C Employer-Provided Health Insurance Offer and Coverage CORRECTED | OMS No 15452251
Department of the Treasury » Do not attach to your tax retum. Keep for your records. Ann.
Internal Revenue Servios: » Go 1o www irs gowForm 1095C for instructions and the latest information.

7 TR
| part | RETTIEYE { 6 Y ‘Abplicable Large Emplayer Member (Employer) 14 \ Fill in Part |
1 Name of smployes (first name, U\asl name) 2 Social security number (SSN) 7 Name of employer
[ |Lest Name /

First Name sample Company-1
3 Sireet address (including apartment na | 9 Slrest address (ncluding room o suite no |

1 Main Street Employee
1 Mame of employee (first name, mi

4City or town 5 State or province

6 Counlry and ZIP or foreign postal code 1 Gity or town 12 Stale or province
Count |2IP or Postal Code Sample City GA

LYY Empioyee Offer of Cove Unlock Months for Edit Employee’s Age on January 1: o= Plan
anins dan Feb Mar Apr Way June July Aug

First Hame

14 Offer of Coverage (enter
required code)

15 Employes Required | | |

and Other Relief (enter code, if

Contribution (see instructions) / F. N
ill in Part Il
16 Section 4980H Safe Harbor \7\
4

applicable)

Employee Offer of Cover:

47 ZIP Code.

 portn ST
the employee (1 °

If Employer provided self-insured coverage, check the bax and enter the information for each individual enrolled in coverage. inclugin

14 Cffer of Coverage (enfer
reguired code)

(5] Name of covered indridusl(s) @) Coverea

[E—— (6) DOB (F SSN or other TIN is ot available) s

ST o [ Tor T B ]
o lololol

Las

. (8)

self-insured

LastNa

Las|

O|o|o|o|o|o
O|o|o|o|o|o

DDDPQD

La

For Privacy Act and Paperwerk Reduction Aet Noti qate instructions. Cat No. B0705M
ADD DEPENDENT ROW CREATE FORM 9 u

9\ Click on Create Form

/
CREATE FORM

(o)

Tip: Select checkbox if completing Part ||

Copyright © 2023, Equifax Inc., Atlanta, Georgia. All rights reserved.
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\ Search for a manual form

EDIT MANUALLY CREATED FORM 1095-C (-

55N (Last 4 digits)
Edit Manually Created 1095-C

Employee ID & First Name Last Name 55N (Last 4 digits
—~— ploy ( gits) @

/2 Click on Search
&/

| wEmployee Search Results

Action First Name Last Name State city Employee Number FE| SEARCH
9 User one Mo Example KKA-KH-6789 100000001

3\ Click on the 'magnifying glass'
—/

o

CORRECTED OME No. 1545-2251

Form 1095-C Employer-Provided Health Insurance Offer and Coverage
Desanment of the Trezzury » Do not attach to your tax retum_ Keep for your recards. 2023
Intemal Revenue Servee » Go to www irs gov/Form1095C for instructions and the latest information
Employee Applicable Large Employer Member (Employer)

1 Name of employes (frst name, middie initial,last name) 2 Sovial securily number (SSH) 7 Name of employer & Employer identification number (EIN)

User |11 |one HHHKHXEESS Sampls Company-1 100000001

3 Sirest address (including aparment no ) 3 Sirest address (including room or suite o) 10 Contact felephone number

123 Main Strest o~ 1 Main Street 11-234-5678

4 City or town 4 5 Stale or province & Gountry and ZIP of fereign postal code 1 City or town 12 State o province 13 Gounlry and ZIP o foreign pestal code

Example MO us 12345 Sample Gity GA US 12345
@ Employee Offer of Coverage Employee's Age on January 1: Plan Start Month (enter 2-digit number) 01

14 Offer of Coverage (enter AIl12 Months Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec
required code) 1E 1E 3 1E 1E 1E 1€ 1E 1E 1€ 18 1E
15 Employes Required
; S $102.00 5102.00 £102.00 5102.00 5102.00 5102.00 510200 $102.00 5102.00 5102.00 510200 $102.00

Contribution (see instructions)

16 Section 4330H Safe Harbor

and Other Relief (enter code. if 2C 2C¢ 2C 2c 2C¢ 2C 2C 2c 2C 2c 2 2C
applicable)

172 Coce (4 Edit Part | or Part II

N—" 1

=X coversd naividuals

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

IEII Employee

IRemove] (3] Name of covered indvidualfs) {6} SSN or other TIN {c) GOB {if 55N or other TIN is not available) @ e [Jan T Employee Offer B
First name, middle initial, last name all 12 months Jan
6 18 User M One XXXXX5555 d o 0 14 Offer of Coverage (enter 1
User Ml Tuio nour
6 19 KXXXXTTTT O o o . . o . o . . o
6 20 rronie o D 1 1 = I I I. I 1 I I 1
- Edit Part Ill, if self-insured 1
A Fistn 1 our O
First Name Ml owir
Q= o 0 D
i 3
@z e 1 now [m] =] ‘ a"d"éc:':;ffs

For Privacy Act and Paperwork Reduction Act Notice, arate instructions. Cat No_ 60705M

ADD DEPENDENT ROW

(6

SUBMIT CHANGES UNDO EDITS

N
6\ Click on Submit Changes

SUBMIT CHANGES

Copyright © 2023, Equifax Inc., Atlanta, Georgia. All rights reserved.
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EDIT MANUALLY CREATED FORM 1095-C

rarm 1095-C Employer-Provided Health Insurance Offer and Coverage CORRECTED | OME No. 15452251
Desarment of the Treasury » Do not attach to your fax retumn. Keep for your records. 2023
Iniemal Revenus Senvce ¥ Go to wwwirs.gov/Form1095C for instructions and the latest information
@ Employee T Applicable Large Employer Member (Employer)
1 Name of employee (frst name, middle inflial last name] 2 Social sscurity number (S5M) 7 Name of employer & Emplayer identification number (EIN)
User 1 |one KHKXKIEES Sample Company-1 100000001
3 Sirest address (including apartment no ) 3 Sirest address (including room or sute no.) 10 Gontact felephone number
123 Main Street 1 Main Street 111-234-5678
4 City or fown 5 Stale or province & Country and ZIP o foreign postal cede 1 City or town 12 State or province 13 Gountry and ZIP of foreign pestal code
Example Mo us 12345 Sample City GA US 12345
Employee Offer of Coverage ee's Age on January 1 Plan Start Month (enter 2-digit number) 01
16 Offer of Coverage (anter AIl12 Months Jan Feb Mar Apr May June July Aug Sept oct Nov Dec
required code) 1E 1E 1E i€ 1E 1E 1E € 1E 1E 1€ 1E
15 Employee Required
5102 00 510200 510200 5102.00 510200 5102 00 510200 5102.00 5102.00 5102.00 5102.00 510200
Contribution (see instructions)
16 Scction 4980H Safe Harbor
and Other Relief (enfer code, if 2C 2c 2C 2c 2c 2c 2c 2C 2 2c 2C 2C
applicable)
17 ZIF Code
U3l Covered Individuals
1f Emplayer provided self-insured coverage, check the box and entar the information for each individual enrolled in coverage. including the employes [
(s) Name of covered individual(z) o - - (@) Coversd 6] Moriths of Coversge
[Fremove] First name, middle initial, kast name (£) 38N or other TIN () DOB (if S5 or other TN is not available) 5112 months Jan | Feb | Mar | Apr | May | June | July | Aug | Sept | Oct | Wov | Dec
Q ore KBS clojolglo]oloJo]o]ojo]o
0 Tuio KXKXKTTTT Jlolo|jolo | Ooloyolo ool Qg
(0] 5] olojojololololololololo
2] g g 7 Verify changes in blue
0 O O
Q /é\ O O Dec
APPROVE CHANG DISCARD CHANGE 1H
‘our changes have been saved and are pending approval
® Click on Approve Changes
Form 1095-C Employer-Provided Health Insurance Offer and Coverage CORRECTED | OMB No. 1545-2251
Dasanmant of the Trassury » Do not attach to your tax return. Kesp for your records 2023
Interms| Revense Servee » Goto www irs gow/Form1095C for instructions and the latest information
@ Employee T Applicable Large Employer Member (Employer]
1 Name of employes (first name. middie inftial, last name) 2 Social security number (SSN) 7 Name of employer 8 Employer igentification number (EIN)
User |one KANAKEE55 Sample Company-1 100000001
3 Sirest address (including aparment no) 3 Strest address (ncluding room or suits o) 10 Contact felephone number
123 Main Street 1 Main Street 11-234-5678
4 Cily or town 5 State or province & Country and ZIP or foreign postal cods 11 City of fown 12 State or province 13 Country and ZIP or foreign postal code
Example Mo us |12345 Sample City GA Us 12345
@ Employee Offer of Coverage Employee's Age on January 1t Plan Start Month (enter 2-digil number) 01
14 Offer of Coverags (onter Al 12 Menths Jan Feb Mar Apr May June July Aug Sepl Oct Hov Dec
required code) 1E 1E 1E 1E 1E 1€ 1€ 1E 1E 1€ 1E 1E
15 Employes Required
S 5102.00 5102.00 5102.00 £102.00 5102.00 5102.00 £102.00 $102.00 5102.00 $102.00 5102.00 $102.00
Contribution (see instructions)
16 Section 4380H Safe Harbor
and Other Relief (enter code. if 2c¢ 2c¢ 2C 2Cc 2C 2c 2C 2C 2C 2C 2C 2C
applicable)
17 ZIP Code
XY covered individuals
If Employer provided self-insured coverage, check the box and enter the information for sach individual enrlled in coverage, including the smployes
(3) Name of cover dividual(s) N . o {d) Covered (e} Months of Coverage
IRemaus| et e, e il e {5) S5 or cther TIN (<) DOB {{f S5 or ather TIN is not available) e Jan [ Feb [ War | Bpr | Wy | June | duy | Aug | Sept | Get | Wov | Dot
@ 18 User 1 One KKKXA5555 n
Q[ veer 1 Two HXKKATTTT ==
(5] \ Form 1095-C is approved |
[5) o -

This form was edited by Test User on 10/238F
Changes were appro

Test User on 10,

Copyright © 2023, Equifax Inc., Atlanta, Georgia. All rights reserved.
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CREATE FORM 1095-B MANUALLY

Create and edit Forms 1095-B manually

CREATE N EW FORM 1 095-B (1) Click on 1095-B Manual Forms

1095-B Manual Forms

Submission Approval Submission Review Submitted Batches Pending Batches Batch Hold

Select the tax year

1095-B Manual Forms

1095-C Manual Forms
Tax Year:

| 2023 v

Create New 1095-B

Tax Year: FEIN:

EE:
2023 OJ | Sample Company 1 (581234563) v
2 3 3 Select the FEIN

If the FEIN does not exist, notify |l

yOU r Account Ma nager | Sample Company 1 (581234563)

(4\ Enter the employee number
o

Tip: Employee numbers must be 9 digits or less.
EE#:

5\ Click on Create

CREATE

COMPLETE NEW FORM 1095-B

GORREGTED | OMB No. 1545-2252

Fom 1095-B Health Coverage
Department of the Treasury » Do not attach to your tax return. Keep for your records. 2023
Interal Revenue Ssrice P Go fo www.irs. gow/Form 10958 for instructions and the latest information.

Responsible Individual |

1 Name of responsible inavidua-F e, micdie inifial 135t name 2 Social securlly number (SSH) ar oiher TIN 3 Dale of birth (it SSN or ofher TIN is nol available)
First Name die Intia | Last Name ssH DOE {mmidd
4 Siest address (including zpariment na.) & City or town & State or province. 7 Country and ZIP or foreign postal cade
Street Address City or To State or Count 2IP or Posta
8 Enter leier identifying Origin of the Health Coverage (see instructions for codes) > 9 Reserred
Part i Hon About Certain Employer-Sponsored Coverage (see
10 Employer name. 11 Employer identiication number (EIN)
14 Stale or province 75 Counlry and ZIP or foreign postal code

12 Street address (including room or suite no_) ‘13 Gity or town

Country |zipo

[EXTTN issuer or Other Coverage Provider (see

16 Name 17 Employer identification number (EIN)

T
Deme Corporation 555555555 / ill i
19 Street address (including room of suite no_) 20 Gity or town 21 Stale or province K@ Fill in Part |

1 Main Street Sample City Ga
[EXAM Coverad Individua| 7 J information for each covered individual )

(a) N f d individual(s) (c) DOB (if SSN ther TIN -

Firt name, mile it st name wssworamertin | 008 |l Coverea i1z T R Responsible Individual
[[ER ssH DO [m] [m] m] a 1M P PR

ame of responsible individual

Q= - ss D [m] =] ] 0 - ) P
Q[ - ssN [H] ] [m] [m] First Name
R ss D =] O 0 0 OO0 00001 0o71 0]
ER . S ] 51T o 1o ! ! t ! ! ! ! !

opp— &7\ Fill in Part IV

'/
[l "l Covered Individuals (Enter the

For Privacy Act and Paperwork Reduction Act Notice, seg.sgparate instructions.
ADD DEPENDENT ROW CREATE FORM e

n 23 First Mame

(8\ Click on Create Form
wid
CREATE FORM

Copyright © 2023, Equifax Inc., Atlanta, Georgia. All rights reserved.
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EDIT MANUALLY CREATED FORM 1095-B

O Empl iD#

Camrme ¢ e

For Privacy Act and Paperwork Reduction Act Notic: arate instructions.

©

ADD DEPENDENT ROW

SUBMIT CHANGES UNDO EDITS.

Cat. Mo. 607048

APPROVE MANUALLY CREATED FORM 1095-B

I Covered Individuals (Enter the information for each covered individual )

First Name Last Name SSN (Last 4 digits)
Action First Name Last Name State city Employee Number FEIN Search for a manual form
3 Q User one Mo Example XXX-XX-6789 55.5555555 Y,
Form 1095-B Health Coverage
Degpariment of the Treasury » Do not attach to your tax refum. Keep for your records. o
Intemsl Revenus Senvcs ¥ Go to www.irs.gov/Form10958 for and the latest 35N (Last 4 digits)
Responsible I’
1 Name of respuns\h\euﬂrsl name, middle inilial, last name: 2 Sacial security number (SSN) or other TIN
User Widdle Intia |one KHK-KK-5555 O —_— T
4 Strest address (including apariment no ) ‘5 City or fown 6 State or province 7 Country and ZIP or foreion postal code |
123 Main Street Example MO .
—— - - : e Click on Search
& Enter letter identifying Origin of the Health Coverage (see instructions for codes) >
Infermation About Certain Employer-Sponsored Coverage (see instrustions) —d
10 Employer name 1
12 Strect adaress (including raom of suite no.) ‘13 City or town 14 State or province 1 SEARCH
[T issuer or Other Coverage Provider (see instructions)
16 Name 17 Employer identification number (EIN) 1 ™
Demo Corporation 55-5555555 111-234-5678 ‘
19 Streel address (including reom or suite no.) ‘zu Gity or town 21 Stale or province /\79 Qauain and ZIP o lareian nosial code. 1
1 Main Street Sample City GA H ] 'fy' ]
BB Covered individuals (Enter the information for each covered individual ) 1 3\ Click on the magnitying glass
(2] Hame of covered individuzl(s) 10) S5 or other Ty |1©) DB (1SS or sther TN —{d) Covered ail 12 \~_/
First name, middls initial. 1ast name is not available) manths Jan | Feb | Mar | Apr
@]z user one HXX-XX-5555 DOB Oolojo0 e
@2+ user XXAXKTTTT DOB o| 0 Oo| 0
Oz e D08 [m] oo opa
Q Dos O ojlololo
[5] 0og O ojlojlolo]lololololololo]lg]

4\ Correct Part I, lll, or IV
_/

m Responsible Individual

1 Mame of responsible individual-First r
User

5\ Click on Submit Changes

SUBMIT CHANGES

{a) Name of covered individual(s) () DOE (f 55N or olhel 6 Covered all 12 {e) Monihs of coverage
| First name. middle initial. lzst name (b SSN or other TIN is not available) _) months Jan | Feb | War | Apr | May | Jun | Jul | Aug | Sep | Oat | Now | Dec
@) 23 user One XKH-XH-5555 DOB (mm/dd | | | ‘ | ‘ ‘ | |
@) 24 user XKEXX-TTTT DOB (mm/dd
25 DOB (mmiddy . A
g = /6\ Verify changes in blue
26 DOB (mmiddy \
[5)E DOB (mmidd N
(d) Covered all 12 manths i
For Privacy Act a ork Reduction Act Notice, ses ssparate instructions. Cat No 60704B Jan |,
Z =
APPROVE DISCARD - =
|29} |
(7\ Click on Approve
/
I covered Individuals (Enter the infarmation for each covered individual )
{a) Name of covered individual(s) o 558 o otner |16 DOB (FSSH or cther TIN| () Covsred all 12 6) Months of coverage
First name, middle initial, last name (b} SSN or other is not available) months Jan | Feb | War | Apr | May | Jun | Jul | Aug | Sep | Ot | Nov | Dec
O] vser One XHX-XX-5555 DOB (mm/d ‘ ‘ ‘ [ [ ‘ ‘ [ ‘
@) 2+ vser Two XHXXKTTTT DOB (mm/d
(5] S ESH D \ Form 1095-B is approved
Q)2 - ss1 DOE (mmid
[FEEE = DOB (mm/d

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

This form was edited by Test User on 10/28/2023 1:13:30 PM
Changes were approved by Test Useron 10/28/2023 1:13:30 PM

Changes have been saved and approved.
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Equifax and Health efx are registered trademarks of Equifax Inc.
Confidential & Proprietary

Cal. No. 607048

This form was edited by Test User an 10/28/2023
Changes were approved by Test Useron 10/28/20




NON-EMPLOYEE REPORTING FAQS

Answers to your non-employee reporting questions

The IRS offers specific guidance regarding reporting for individuals who are inactive due to termination, retirement, or other reason and
are enrolled in employer-sponsored self-insured health plans. This document provides answers to frequently asked questions about
non-employee reporting for individuals offered and enrolled in employer-sponsored self-insured health plans.

Who is a non-employee?

For this purpose, any individual who is not actively employed but is offered coverage through an employer-sponsored health
plan or an individual coverage HRA is considered a non-employee (e.g. former employees who terminated employment during
a previous year, non-employee directors, COBRA beneficiaries, retirees, board members, etc.).

When do employers have to report coverage for non-employees and COBRA participants?
If a non-employee is offered and enrolls in employer-sponsored self-insured coverage, the coverage sponsor (former employer)
may report this information on either Form 1095-C or 1095-B to satisfy reporting requirements under 26 U.S. Code § 6055.
Additionally, if an active employee loses health coverage due to a reduction in hours, an offer of COBRA coverage is always
reported, regardless of whether the plan offered is self-insured or fully insured.

What form should | use to report non-employee coverage?

The IRS has stated either Form 1095-C or 1095-B can be used for non-employee reporting. In most cases, Health e(fx) uses
Form 1095-B to report non-employee coverage. However, if an individual transitions from employee to non-employee status
during the current reporting year, Health e(fx) will report coverage on Form 1095-C.

How do | report coverage for an employee who terminates employment?
If an employee is not active for any day of the calendar year, Health e(fx) will report enrollment in an employer-sponsored self-
insured plan on Part IV of Form 1095-B.

If the employee is terminated during the calendar year, the COBRA qualifying event is not reported as an offer of coverage on
Form 1095-C. Instead, codes TH and 2A in Part II, Lines 14 and 16 respectively, will be used. The former employee or their
dependents' enrollment information will be captured on Part Ill of Form 1095-C.

How do | report a loss of coverage due to reduction in hours?

Unlike a termination of employment, if an employee loses health coverage due to a reduction in hours, the resulting offer of
COBRA coverage is reported as an offer of coverage in Part Il of Form 1095-C. Line 14 will reflect the employee's elected
coverage. Line 15 will reflect the COBRA premium for the lowest cost self-only plan. If the employee enrolled in COBRA
coverage, code 2C can continue to be used on line 16. If the employee did not elect COBRA, line 16 will either be left blank
(most common) or coded with the appropriate affordability safe harbor should the COBRA premium be deemed affordable
under section 4980H. Any of the former employee or his/her dependents' enrollment information will be captured in Part Il
of Form 1095-C.

How do | report coverage of a family member who independently elects COBRA?

Every individual who loses coverage due to a qualifying event has an independent right to elect COBRA. In situations where
an employee or former employee does not elect coverage, but a spouse or dependent does, Health e(fx) will either report
the elected coverage on Part Il of the employee’s Form 1095-C or on Part IV of Form 1095-B, depending on the specific
scenario.

For detailed information on all reporting, be sure to visit IRS.gov for more information on COBRA retiree
reporting and eligibility.
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2023 FORM 1094-C AT A GLANCE

A quick reference guide to Form 1094-C

Form 1094 is a cover sheet that must be transmitted to the IRS along with Forms 1095. Form 1094-C
summarizes the data contained on all Forms 1095-C.

Form 1094-C: The Basics Who files Form 1094-C?
Form 1094-C is used by the IRS to determine Each ALE Member must file at least one Form
whether: 1094-C, one of which must be the Authoritative
Transmittal (see Part [, line 19). The ALE Member
+ the ALE Member provided adequate offers of must also file Form 1095-C for every full-time
coverage to full-time employees employee who was employed by the ALE Member

for any month of the calendar year.
employees who received premium tax credits

from the Marketplace are eligible for them The employer needs to complete either a Form
1095-C or Form 1095-B for non-employees who
*anindividual had coverage for the 2023 tax year enroll in employer-sponsored self-funded coverage.
120118
Fm" 094_0 Transmittal of Employer-Provided Health Insurance Offer and [ correcten | oMenoissszes
Coverage Information Returns 2@23

el Pt e » Go to www.irs.gov/Form1094C for instructions and the latest information.
Applicable Large Employer Member (ALE Member)

1 Name of ALE Member (Employer) 2 Employer identification number (EIN}

3 Street address (including room or site no.)

4 City or town & State or province & Country and ZIP o foreign postal code

7 Reme o oron o cotact el Form 1094-C has four sections:

9 Name of Designated Gavernment Entity (only if applicable) 10 Employer identificat Part I— Applicable Large Employer

11 Street address (including room o suite no.) Member (ALE Member): PrOVideS

12 Gity orfown 12 Siateor province ueenmmazee]  demographic information about the ALE

15 Name of person to contact 16 Contact telephony Membe r.

A7 ReServed . . . . . . . . . Part Il— ALE Member Information

18 Total number of Forms 1095-C submitted with this transmittal . . . . . . . . . . . . . . . . . . (AL E M em ber): P rovi d esl nfo rmation

19 Is this the authoritative transmittal for thi=-ALE Member? I “Yes,” check the box and continue. If “No,” see instructig about the number of submitted Forms

ALE Member information | | | ] 1094-C and eligibility certification.
20 Total number of Forms 1095-C filed by and/or on behalf of ALEMember . . . . . . . . . . . . . . . .
Part lll— ALE Member Information—
21 Is ALE Member a member of an Aggregated ALE Group? . . . . . . . . . . . . . . . . ... Monthly' PrOVidES information

If *“No.” do not complete Part IV. .
about employee enrollment counts in a

breakdown by month.

77\
ai ALE Member Informati Month{
m— ember nformation—Monti | |1 ) - _ Part IV— Other ALE Members of
Offer Indicator (b) Section 4980H Full-Time (c) Total Employee g )
Yo = Employee Count for ALE Member for ALE Membe Aggregated ALE Group: L|StS Other—
o A e O] ] ALE Members within the Aggregated
ALE group.
— O O
12031k
Page 3

77\
[F1i4ld Other ALE Members of Aggregated ALE Grd |V )
Enter the names and EINs of Other ALE Members of the Aggreg: ALE Group (who were members at any time during the calendar year).

Name EIN Name EIN

Copyright © 2023, Equifax Inc., Atlanta, Georgia. All rights reserved.
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FORM 1094 FILING

Review and approve Forms 1094 to file with ease

\ Select Tax Year and Type

CREATE NEW REVIEW

Please create a title for future reference
Tax Year: ‘ 2023 v ‘

Type: [ Electronic Filing vj
_ e 1o ApprevalSummary

Title the Review
2)

Please create a title for future reference 2 Title l
Tax Year [2023 v] Title

Type: [ Etectronic Filing v]

Please select which forms to review

josa-Bic-BFederal (lca Ubc Dng LRI 3\ Select the Appropriate FEINs

FEINS
Please select which FEINSs to review
¥ sample Company (561519913) ¥ sample Company
Selectall ] Select Mone
¥ sample Company 3 (581651002) ¥ sample Company

Form type FEINs
[ sampie Company-1 (100000001)

4\ Start New Approval

BEGIN NEW APPROVA

@ GIN NEW APPROV/

@\ Verify Accuracy of All Parts
vl !

Applicable Large Employer Member (ALE Member)
REVIEW FORMS 1094

Sample Company-1
L/ o O

r Street address (including room or suite no.)
1 Main Street

View FEIN List APPROVAL STATUS | Recipient Federal FEIN: 100000001  In Prog

<« APPROVAL SELECT

If All Is Accurate

1 094 C CORRECTED OMB No. 1545-2251
-
Fom . . .
Transmittal of Employer-Provided Health Insurance Offer and Coverage Information Returns 2 2 Approved?
Deparmert of the Treasary el Revenve
» Go to v irs gow/Form1094C for instructions and the latestinformation
Applicable Large Employer Member (ALE Member) Yes '/ No
1 ame of ALE Member (Employer) Employer identication number (EIN)
'Sample Company-1 100000001
Street address (includng room or suite no.)
1 Main Street N
f# City ortown Siate or province J6 Country and ZIP or foreign postal code \ If Errors Exist
Sample Ciy GA us 12345
[T Name of person o contact ‘Contact telephone number =/ Approved?
Sample Usert 111-234-5678 :
I8 Name of Designated Goverment Enbty (only T applicable) [10 Employer iderfification number (EIN) ) Yes @ No
1 Street address (including room or sufte no.) Comments:
For Official Use Only Insert i ‘
2Ciy or town ra State or Frovince [t4 Country and ZIP or foreign postal code ‘ NSert comments Explaining error

4\ Repeat For All 1094-Cs

8 Total number of Forms 1095-C submitted with this transmittal
91s this the authoritative transmittal for fhis ALE Member? If Yes." check the box and continue. If 'No," see instructions,

'ALE Member Information (ALE Member)

0 Total number of Forms 1095-C filed by and/or on benalf of ALE Nember
115 ALE Member a member of the Aggregated ALE Group? 11 "No." do not complete Part IV, [ NEXT FEIN »

22 Certifications of Eligibility (select all that 2pply):

8. Qualifying Offer Method . Reserved . Reserved (o s6% Offer Method
"ALE Member Information - Monthly

{a) Minimum Essental Coverage Offer Indicator N
= | = (b) Full-Time Employee Count for ALE Member (c) Tetal Employee Count for ALE Member (d) Aggregated Group Indicator () Reserved Repeat 1-4 For 1094-Bs
23. Al 12 Months m] 0
1

@i

® ves U no

@ Approved?
" Yes ® No "
Comments Continue to Approval

| Insert comments explaining error :

NEXT FEIN »
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REVIEW COMPLETED WITH ERRORS

1 If Errors Exist

Incorrect Data

One or more data item(s) have been marked as incorrect.

Form Type Total # of Forms FEIN Recipient Result Comment Please review all items marked "No” in the list above
1094-C 2 100000001 CA m

1094-C 408 100000004 CA m

1084.C 37 100000004 DC N

1084-C 7 100000007 DC 2 Research and Fix

LEEE 0 LETTEeTT [ FormType Total#ofForms  FEIN  Recipient  Result
1094-C 95 100000004 NJ 094C 2 100000001 CA

1094-C 1 100000004 RI 1094.C 408 100000004 CA

10848 3 100000004 CA 094G 37 100000004 Federal  Approved
10848 1 100000004 NJ

1084.C 81 100000001 Federal  Approved .

1094-C 27 100000003 Federal  Approved 3\ Begln New Approval

1094-C 3599 100000004 Federal  Approved il

1084.C 127 100000007 Federal  Approved

Incorrect Data BEGIN NEW APPROVAL
One or more data item(s) ha n marked as incorrect

Please review all items marked "Review Form” in the list above.

eﬁEGIN NEW APPROVAL

REVIEW COMPLETED WITHOUT ERRORS

Form Type Total # of Forms FEN Recipient Result Comment
1004-C a1 100000001 Federal Approved
1004-C 27 100000003 Federal Approved If No Errors Exist
1084-C 3500 100000004  Federal Approved
024G 127 100000007 Federsl  Approved _/
1084-C 52 100000008  Federal Approved
1084-C 26 100000000  Federal Approved
w2 wovmor 8| Aopoves O i @ e 0~  J@mE
1084-C 408 100000004 CA Approved
1084-C 37 100000004 DC Approved
1084-C 7 100000007 DC Approved
1084-C 1 100000001 MJ Approved
1004-C 05 100000004 MJ Approved
1004-C 1 100000004 RI Approved
e o S Select Each Checkbox
1084-B 3 100000004  CA Aooroved /
Actions s
Electronie Filing to Federal T [
T —
T
[EUnder penalties of perjury, | declare that | this return and de nts, of my belief, they are true, cormect, and complete for all associated FEINs. U
Electranic Filing to CA
I —
e
B EctonicFing 0 06 3\ Submit and Print
L —
T —
Electrenic Filing to NJ
MName:
T
Electrenic Filing to Rl
I —

e

SUBMIT APPROVAL b
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