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Instructions for Recipient

This Form 1085-8 provides information needed to report on your income tax
ratum that you, your spouse (if you file a joint retumn), and individuals you
claim as dapandents had qualifying haalth coverage (refemad to as “minimum
essential coverage™) for somea or all months during the year. Individuals who
don't have minimum essential coverage and don't qualify for an examiption
from this requiremant may be liable for the individual shared responsibility
paymeant.

Minimum essential covarage includas government-sponsored programs,
aligibla employer-sponsored plans, individual market plans, and other
covarage the Departmeant of Health and Human Sarvices designates as
minimum essantial coverage. For more information on the requirament to
have minimum essential coverage and what is minimum essantial coveragse,
se8 WWw.irs.gov/Affordable-Care-Act/Individuals-and-Families/individual-
Shared-Rasponsibilify-Provision.

Providers of minimum assential coverage are required fo fumish
@ only ana Form 1085-B for all individuals whose coverage is

reported an that form. As the recipient of this Form 1095-B, you
should provide a copy to ofher individuals coversd under the policy if they
requeast it for their records.

Part |. Responsible Individual, lines 1-9. Part | reports information about
you and the coverage.

Lines 2 and 3. Lina 2 raports your social sacurity 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
requirad to report your complete SSN or othar TIN, if applicable to the IRS.
Your date of birth will be entarad on ling 3 only if ling 2 is blank.

If you don't provide your SSN ar other TIN and the S5Ns or other TINs

of all covarad individuals fo the sponsor of the coverage, the IRS may

naot be able fo match the Form 1095-B with the individuals fo
datormine that thoy have compliad with the individual shared responsibility
provision.

Line 8. This is the code for the type of coverage in which you or other
covered individuals wers enrclled. Only one letter will be entered on this line.

A. Small Business Health Options Program (SHOF)
B. Employar-sponsored covarage

C. Government-sponsorad program

D. Individual market insurance

E. Multiemployer plan

F. Other designated minimum essantial coverage

If you or another family member received health insumance
@ coverage through a Health Insurance Marketplace (also known as

an Exchange), that coverage will be reported on a Form 1085-A
rather than a Form 1085-B.

Line 9. This line will be blank for 2015.

Part Il. Employer-Sponsorad Coverage, lines 10-15. This part will ba
completed by tha insurance company if an insurance company provides your
amployer-sponsored health coverage. It provides information about the
amployer sponsoring the coverage. This part may show only tha last four
digits of the employer's EIN. If your coverage isn't insured employer
coverage, this part will be blank.

Part llL. Issuer or Other Coverage Provider, lines 16-22. This part reporis
information about the coverage provider (insuranca company, amployar
providing seff-insurad covarage, govarnment agency Sponsoring coverage
under a government program such as Medicaid or Medicare, or other
coverage sponsor). Line 18 reports a telephone number for the covarage
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, 35N
or other TIN, and coverage information for each covered individual. A date of
birth will be entered in column (c) only if SN or other TIN isn't entarad in
columin (B). Column {d) will be checkad if the individual was covered for at
least one day in every month of the year. For individuals who ware coverad
for some but not all months, information will be entarad in column ()
indicating tha months for which these individuals wera coverad. If thera are
mora than six coverad individuals, sae Part IV, Continuation Shaet(s), for
informiation about the additional coverad individuals.



Se031k
:ng=3

Form 1095-B (2015

‘ Date of birth J§ 23N is not avalabk)

Soowl socunty numbar [SER)
| XXX-XX-1234

Mama of rasponsitke indradual
SAMPLE

Lulld Covered Individuals — Confinuation Sheat

{a] Mortis of coverage

Oct

Sep

Alsg

Jul

Jun

apr | may

Fab | Mar

JEn

oty

al

O|ojooojojo|ojbotboo gt
O Ooocojo|jtcjbjbjo; 4|t

O|O0o0oocoojocoooOo.
O OooocooCcoCcibodf
OO0 oojoobooo 4
0 s
O|ojooojojo|jo ot o).
O oo oojoobbo o ).
(1 O O O
O Ooooojgo|aoboo 4t
O ojogoojg|ojobjo; 4|t
1

{o) D08 [ 25N s not | fd) Covanad
muziiabi)

S5

dualis)

) Mame of cowared indi

Form 1005-B po1m




	Slide Number 1
	Slide Number 2
	Slide Number 3
	Slide Number 4

