
KEEPING UP WITH THE NOTICE 

REQUIREMENTS: NEW HIRE CHECKLIST 



NEW HIRE CHECKLIST: At Time Of Hire 

NEW HIRE CHECKLIST FOR HEALTH PLANS  

I. Provide these notices to ALL new hires (whether or not they are eligible for the health plan) 

ἦExchange Notice: Choose one of the following notices to provide to all new hires 

within 14 days after beginning employment: 

Date 
Provided 

ἦClick here for  GBAIT Exchange Notice  

ἦModel Department of Labor notice* if you offer a health plan*: 

http://www.dol.gov/ebsa/pdf/FLSAwithplans.pdf 

 

ἦCHIP Notice.  Provide this notice to all new hires with health plan enrollment 

materials.   

ἦIf the employee is not eligible for the health plan, provide within 14 days of 

date of hire.   

ἦIf the employee is eligible for the health plan, provide this notice with the 

enrollment packet (below) 

To access the current model notice, use the following link and click on Model Notices in 
the section titled Childrenõs Health Insurance Program: 

http://www.dol.gov/ebsa/compliance_assistance.html  

 

 



EXCHANGE NOTICE: Page 1 

INFORMATION ABOUT THE NEW HEALTH INSURANCE EXCHANGES 

As you may know, Health Insurance Exchanges (also called the Health 

Insurance Marketplace) now offer individual health insurance policies 

for you and your family. This notice is intended to give you information 

about the Exchange and employment-based coverage offered by your 

employer.  

Å Provide at time of hire, whether or not eligible for your health plan 

Å Model notice issued by Department of Labor is updated annually 



EXCHANGE NOTICE: Page 2 

Eligible employees are: 

ἦFull time employees (30 or more hours per week) 

ἦPart time employees.  To be eligible as a part-time employee, you must work at least ______ 

hours per week, and you must complete 600 hours of service before you become eligible. 

Eligible dependents are: 

ἦDependent children until age 26 

ἦSpouses 

ἦHowever, we do not offer coverage to a spouse if: 

ἦHe or she is eligible to enroll in other employer coverage (whether or  not 

actually enrolled) 

ἦHe or she is enrolled in other employer coverage 

For more information about the coverage offered by your employer, please check your summary plan 

description or contact ____________________________________.  



NEW HIRE CHECKLIST: Prior To Enrollment 

II. Provide written information about the enrollment process to all new hires who are 
eligible to enroll in the plan. The enrollment packet must include: 

Date 
Provided 

ἦOffer of Health Insurance: Click here for a sample Offer of Health Insurance  

ἦThe current Summary of Benefits and Coverage for each option offered.  

Click the link that follows and select the SBCs for your plan options: 
http://www.gabankers.com/WCM/Insurance___Retirement/Plan_Info/WCM/Insurance___Re
tirement/GBA_Insurance_Trust/Medical%20Plans.aspx?hkey=0a614eef-91de-4b49-b6e2-
5c739cd29929  

 

 

ἦThe Uniform Glossary.   

Click here: http://www.dol.gov/ebsa/pdf/sbcuniformglossary.pdf 

 

ἦThe Creditable Coverage Notice* for Medicare Part D.   

Click here: Medicare Part D Creditable Coverage Notice  

 

ἦHIPAA Special Enrollment Rights. Click here for Special Enrollment Rights Notice  

ἦCHIP Notice.  To access the current model notice, use the following link and click on 

Model Notices in the section titled Childrenõs Health Insurance Program: 

http://www.dol.gov/ebsa/compliance_assistance.html 

 

 



OFFER OF COVERAGE 

OFFER OF HEALTH INSURANCE COVERAGE  

Employee Name: __________________________________________ Date: __________________ 

Employee ID Number: _____________________________________ Date of Hire: ____________ 

Coverage options. We are pleased to offer health insurance coverage to eligible employees and family 
members under the health plan(s) listed below: 

Plan Name Employee-only  Employee  + spouse Employee + children Employee + family 

HMO 600 $ $ $ $ 

HMO 620 $ $ $ $ 

POS 440 $ $ $ $ 

(Note: these plan options are listed only as examples.  Please insert the options you offer and complete the premium structure you 
have adopted for your employees.) 

 

Å Provide prior to enrollment 

Å Document that this offer has been made to avoid ACA penalties 



OFFER OF COVERAGE 

Eligibility .  We offer this coverage as indicated in the boxes checked below: 

ἦFull time employees (30 or more hours per week)  

ἦPart time employees.  To be eligible as a part-time employee, you must work at least ______ hours per 

week, and you must complete 600 hours of service before you become eligible. 

ἦDependent children until age 26 

ἦSpouse 

ἦHowever, we do not offer coverage to a spouse if: 

ἦHe or she is eligible to enroll in other employer coverage (whether or  not actually 

enrolled) 

ἦHe or she is enrolled in other employer coverage 



OFFER OF COVERAGE 

Coverage Effective Date: If you complete all required enrollment procedures on a timely basis, your 

coverage will become effective as of the date indicated in the box checked below: 

ἦThe first day of the first month 

ἦThe first day of the second month  

ἦThe first day of the third month  

after you begin employment as a full time employee, or if checked above, after you meet the 

eligibility requirements for a part time employee. 



OFFER OF COVERAGE 

Enrollment Procedures: 

We have attached some important information about our coverage.  This includes: 

¶ Summaries of Benefits and Coverage 

¶ Uniform Glossary 

¶ Medicare Certificate of Creditable Coverage 

¶ Special Enrollment Rights Notice 

¶ CHIP Notice 
 
Additional information will be provided if you decide to enroll. 
 
If you wish to enroll, you should submit your enrollment materials to [Name, contact information] no later 
than [DATE].  If you submit your materials by that date, your coverage will become effective on [DATE].  
By enrolling in the plan you authorize us to withhold your required contributions from your paychecks while 
your coverage is in effect. 
 
If you decide not to enroll at this time, you should know that you will not have another chance to enroll until 
January 1 of next year or upon the occurrence of a òspecial enrollment eventó as described in the Special 
Enrollment Rights Notice. Please sign below to acknowledge that you have received this offer of coverage. 
 

Employee Signature: ________________________________________ Date: __________________ 

 



SUMMARY OF BENEFITS AND COVERAGE 
 

 

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan 
document at www.gabankers.com/GBAIT/gbaithome.asp or by calling 1-877-380-0193. 

  

Important Questions Answers Why this Matters: 

What is the overall 
deductible? $0 See the chart starting on page 2 for your costs for services this plan covers. 

Are there other 

deductibles for specific 
services? 

Yes. $200/ person for name brand 
prescription drugs when generic 
equivalent is available. There are no 
other specific deductibles. 

You must pay all of the costs for these services up to a specific deductible 
amount before this plan begins to pay for these services. 

Is there an outðofð
pocket limit on my 
expenses? 

Yes. $2,500 person/$5,000 family 

for coinsurance, $4,100 per person/ 
$8,200 family for copays and Rx 
expense.  

The out-of-pocket limit is the most you could pay during a coverage period 
(usually one year) for your share of the cost of covered services. This limit helps 
you plan for health care expenses. 

What is not included in 

the outðofðpocket 
limit ? 

Premiums, balance-billed charges, pre-
authorization penalties, charges over 
maximum allowed amount, services plan 
doesnõt cover 

Even though you pay these expenses, they donõt count toward the out-of-pocket 
limit.  

Is there an overall 
annual limit on what 
the plan pays? 

No 
The chart starting on page 2 describes any limits on what the plan will pay for 
specific covered services, such as office visits. 

Does this plan use a 
network of providers? 

Yes. See www.anthem.com for a list of 
participating providers 

If you use an in-network doctor or other health care provider, this plan will pay 
some or all of the costs of covered services. Be aware, your in-network doctor or 
hospital may use an out-of-network provider for some services. Plans use the 
term in-network, preferred, or participating for providers in their network. See 
the chart starting on page 2 for how this plan pays different kinds of providers. 

Do I need a referral to 
see a specialist? 

No You can see the specialist you choose without permission from this plan 

Are there services this 
plan doesnõt cover? 

Yes 
Some of the services this plan doesnõt cover are listed on page 5. See your policy 
or plan document for additional information about excluded services. 

 



NEW HIRE CHECKLIST: At Time of Enrollment 

III. Provide the following information when the employee enrolls in the plan  

ἦProvide a copy of the SPD  

Click on this link and select the appropriate Certificate Booklet for the plan 
selected by the employee: 
http://www.gabankers.com/WCM/Insurance___Retirement/Plan_Certificate_
Books/WCM/Insurance___Retirement/GBA_Insurance_Trust/Plan_Certificat
e_Books.aspx?hkey=38a65eda-7fbf-4e86-96ab-be7a63a35f9b  

 

ἦInitial COBRA Notice.  

This notice requirement is satisfied when you notify GBAIT through the new 
hire enrollment process 

 

ἦHIPAA Privacy Practices Notice  

ἦ Click here for GBAIT Privacy Practices Notice 

 

ἦWomenõs Health and Cancer Rights Notice: Click here for Model Notice  

*Model Notices and forms marked with an asterisk require customization. 

Hard copies of notices current as of February 1, 2015 

 

 



HEALTH INSURANCE INFORMATION 

REPORTING: Forms 1094 and 1095 



HEALTH INSURANCE INFORMATION REPORTING:  Forms 1094 and 1095  

Information is 

reported to 

employees 

and the IRS 

òCoverage information is 

used to determine if 

EMPLOYEE is subject to 

penalties 

òEmployer plan information 

is used to determine if 

EMPLOYER is subject to 

penalties 

 



HEALTH INSURANCE INFORMATION REPORTING:  Forms 1094 and 1095  

Information is 

reported to 

employees 

and the IRS 

òEvery employer that offers 

health insurance must 

report coverage information 

òOnly the employers subject 

to the pay-or-play penalties 

must report employer plan 

information 

 



HEALTH INSURANCE INFORMATION REPORTING:  Forms 1094 and 1095  

Different 

strokes for 

different folks 

òEmployers not subject to 
penalties file forms in the òB 
Seriesó 

òEmployers with 50 or more 
full time and full time 
equivalent employees file the 
òC Seriesó 

òEmployers with 50-99 full 
time and full time equivalent 
employees file C Series even 
though not subject to 
penalties for 2015 

 



HEALTH INSURANCE INFORMATION REPORTING:  Forms 1094 and 1095  

 

Different 

strokes for 

different folks 

òB Series: Below 50 

 

òC Series: Canõt think 

of anything Clever 
 



TRANSMITTING INFORMATION TO THE IRS 

Forms 1094-B and 1094-C 



TRANSMITTAL OF INFORMATION:   Form 1094-B, Form 1094-C  

Form 1094 is 

used to 

transmit 

information to 

the IRS 

ò1094-B 

éBasic employer information 

éCopies of employee returns 
(1095-B) 

ò1094-C 

éDetailed information required 

éCopies of employee returns 
(1095-C) 

éElectronic filing required > 
250 returns 

 



COVERAGE INFORMATION 

Forms 1095-B and 1095-C 



Form 1095-C 
Department of the Treasury 
Internal Revenue Service 

Employer-Provided Health Insurance Offer and Coverage 
CORRECTED 

 Information about Form 1095-C and its separate instructions is at www.irs.gov/f1095c. 

OMB No. 1545-2251 

2014 

Part I 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 

Part II Employee Offer and Coverage 

 
14 Offer of 
Coverage (enter 
required code) 

All 12 Months Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 

             

15 Employee Share 
of Lowest Cost 
Monthly Premium, 
for Self-Only 
Minimum Value 
Coverage 

 
 

 
$ 

 
 

 
$ 

 
 

 
$ 

 
 

 
$ 

 
 

 
$ 

 
 

 
$ 

 
 

 
$ 

 
 

 
$ 

 
 

 
$ 

 
 

 
$ 

 
 

 
$ 

 
 

 
$ 

 
 

 
$ 

16 Applicable 
Section 4980H Safe 
Harbor (enter code, 
if applicable) 

             

Part III Covered Individuals 
 

 

VOID 600115 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

If Employer provided self-insured coverage, check the box and enter 
the information for each covered individual. 

 
 

(a) Name of covered individual(s) 
 

(b) SSN (c) DOB (If SSN is 

not available) 
(d) Covered 

all 12 months 
(e) Months of Coverage 

Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 

 
17 

               

 
18 

               

 
19 

               

 
20 

               

 
21 

               

 
22 

               

For Privacy Act and Paperwork Reduction Act Notice, see separate instructions. Cat. No. 60705M  Form 1095-C (2014) 



COVERAGE INFORMATION:   Form 1095-B, Part IV, Form 1095-C, Part III  

Form 1095 

must show 

coverage 

information for 

every person 

who had 

coverage for at 

least one day in 

2015 

òEmployees 

é Including spouse and 
dependent child(ren) 

éFull time and part time 

òEarly retirees 

é Including spouse and 
dependent child(ren) 

òCOBRA participants 

é Including spouse and 
dependent child(ren) 

 



COVERAGE INFORMATION:               Form 1095-B, Lines 1-7, Form 1095-C, Lines 1-6 

Form 1095 

must be 

delivered to 

the 

òresponsible 

individualó 

òEmployee 

òRetiree 

òCOBRA òhead of 

householdó 



COVERAGE INFORMATION:             Form 1095-B, Line 23(e); Form 1095-C, Line 17(e) 

Form 1095 
must show 
coverage for 
the month if 
person had 
coverage for 
at least one 
day that 
month 

ò GBAIT coverage 

runs from first of 

month to last of 

month  



COVERAGE INFORMATION:            Form 1095-B, Line 23(b); Form 1095-C, Line 17(b) 

Form 1095 

must show 

social security 

numbers for 

every covered 

person 

ò  If you do not have the SSN, 
you may use DOB but: 
éMust request SSN at 

enrollment 

éMust request again no later 
than December 31 of year 
enrolled 

éMust request for 3rd time no 
later than December 31 of 
second year of enrollment 

éDocument requests 



TIME FOR A BREAK! 



FORM 1095-C: PART II - THE BASICS 

Part II Employee Offer and Coverage 

  
14 Offer of 
Coverage 
(enter 
required 
code) 

All 12 

Months 

Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 

                          

15 Employee 
Share of 
Lowest Cost 
Monthly 
Premium, for 
Self-Only 
Minimum Value 
Coverage 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

16 Applicable 
Section 4980H 
Safe Harbor 
(enter code, if 
applicable) 

                          

The information  requested in Part II generally must be 

given on a month-by-month basis: 

Å Coverage or status (e.g., part-time or full-time) for 

one day in a month is reported for the entire month 

Å If circumstances do not change over the course of 

the year, the òAll 12 Monthsó box can be completed 



FORM 1095-C: PART II - THE BASICS 

Part II Employee Offer and Coverage 

  
14 Offer of 
Coverage 
(enter 
required 
code) 

All 12 

Months 

Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 

                          

15 Employee 
Share of 
Lowest Cost 
Monthly 
Premium, for 
Self-Only 
Minimum Value 
Coverage 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

16 Applicable 
Section 4980H 
Safe Harbor 
(enter code, if 
applicable) 

                          

Line 14: Was the employee offered coverage for each month? 

ÅAn òofferó means the employee is eligible and was given a reasonable opportunity 

to enroll  

Å The codes that are entered in Line 14 include information about the type of 

coverage  offered: 

Å Minimum essential coverage (MEC) 

Å Minimum value (MV) 

Å Dependent and/or spouse coverage 

IMPORTANT NOTE: All of the slides in this deck assume the coverage is MEC, MV, and 

is available to employees, spouses and dependents 



FORM 1095-C: PART II - THE BASICS 

Part II Employee Offer and Coverage 

  
14 Offer of 
Coverage 
(enter 
required 
code) 

All 12 

Months 

Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 

                          

15 Employee 
Share of 
Lowest Cost 
Monthly 
Premium, for 
Self-Only 
Minimum Value 
Coverage 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

16 Applicable 
Section 4980H 
Safe Harbor 
(enter code, if 
applicable) 

                          

Line 14: Was the employee offered coverage for each month? 

Å Codes applicable to GBAIT plans include: 

Å 1A ð Employee offered coverage at monthly cost less than  or equal to 

$93.18*  

Å 1E -  Employee offered coverage (at monthly cost greater than $93.18)* 

Å 1G -  Coverage offered to employee who was not a full-time employee at any 

time during year, and employee enrolled 

Å 1H -  Employee was not offered coverage 

 

*All references to $93.18 are valid for 2015 only.  See next slide for definition of 

employeeõs cost 

 



FORM 1095-C: PART II - THE BASICS 

Part II Employee Offer and Coverage 

  
14 Offer of 
Coverage 
(enter 
required 
code) 

All 12 

Months 

Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 

                          

15 Employee 
Share of 
Lowest Cost 
Monthly 
Premium, for 
Self-Only 
Minimum Value 
Coverage 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

16 Applicable 
Section 4980H 
Safe Harbor 
(enter code, if 
applicable) 

                          

Line 15: What was the employeeõs lowest cost? 

ÅThe òemployeeõs lowest costó is the monthly amount the employee would have to pay 

for: 

Å Self-only coverage 

Å For the lowest cost coverage offered by the employer 

Å This will NOT be the amount an employee pays if he covers dependents and/or 

chooses a richer plan 

ÅEnter the amount of the employeeõs lowest cost to the penny 



FORM 1095-C: PART II - THE BASICS 

Part II Employee Offer and Coverage 

  
14 Offer of 
Coverage 
(enter 
required 
code) 

All 12 

Months 

Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 

                          

15 Employee 
Share of 
Lowest Cost 
Monthly 
Premium, for 
Self-Only 
Minimum Value 
Coverage 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

16 Applicable 
Section 4980H 
Safe Harbor 
(enter code, if 
applicable) 

                          

Line 16: Was the employee enrolled for the month?  If not, why 

not? 

The following codes may be used frequently : 

2A: Not employed on any day of the month 

2B: Not full-time at any time during the month and did not enroll (if offered) 

2C:  Employee enrolled. This code trumps all others that may apply! 

2D: Waiting period or initial measurement period 

2F: Employee lowest cost not greater than W-2 safe harbor 

2G: Employee lowest cost not greater than FPL safe harbor ($93.18 for 2015) 

2H: Employee lowest cost less than 9.5% of rate of pay 

 



FORM 1095-C: PART II - THE BASICS 

IMPORTANT NOTE: The codes for Line 16 are very 

complex and depend upon employer- and employee- 

specific circumstances.  The following slides illustrate 

the use of these codes in common scenarios, but the 

Form 1095-C Instructions should be consulted for 

possible exceptions or exclusions. 



DECODING FORM 1095-C: Part II 

QUESTION 1: WAS COVERAGE OFFERED TO THE EMPLOYEE THIS MONTH? 

Employeeõs lowest cost < $93.18  Employeeõs lowest cost > $93.18 

LINE 

14 
Use Code 1A 

LINE 

15 

QUESTION 2: DID EMPLOYEE 

ENROLL THIS MONTH? 

YES NO 

LINE 

16 
Code 2C  Code 2G 

YES NO 

Use Code 1E 

Leave Blank 
Enter Eeõs 

Lowest Cost 

QUESTION 2: DID EMPLOYEE 

ENROLL THIS MONTH? 

YES     NO 

Code 2C 

Use Code 1H 

Leave Blank 

CODE 2A, 2B. 2D,  2F. OR 

2H, or Leave Blank 
Leave Blank 



DECODING FORM 1095-C: PART II 

Part II Employee Offer and Coverage 

  
14 Offer of 
Coverage 
(enter 
required 
code) 

All 12 

Months 

Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 

                          

15 Employee 
Share of 
Lowest Cost 
Monthly 
Premium, for 
Self-Only 
Minimum Value 
Coverage 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

16 Applicable 
Section 4980H 
Safe Harbor 
(enter code, if 
applicable) 

                          

Example 1: 

Å Employee is hired into a full time position on January 2, 2015 

Å Employer does not have a waiting period 

Å Employee enrolls as soon as she is able 

Å Employer pays full cost of employee coverage 

1H 

2D 

1A 

2C 

1A 1A 1A 1A 1A 1A 1A 1A 1A 1A 

2C 2C 2C 2C 2C 2C 2C 2C 2C 2C 



FORM 1095-C: PART II - THE òEASYó ONES 

Part II Employee Offer and Coverage 

  
14 Offer of 
Coverage 
(enter 
required 
code) 

All 12 

Months 

Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 

                          

15 Employee 
Share of 
Lowest Cost 
Monthly 
Premium, for 
Self-Only 
Minimum Value 
Coverage 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

16 Applicable 
Section 4980H 
Safe Harbor 
(enter code, if 
applicable) 

                          

Template 1: 

Å Employee employed in a part-time status for every 

month 

Å Coverage for at least one month 

1G 

ÅDo not complete Lines 15 or 16 

ÅPart III should be completed to show months of 

coverage for employee and dependents 

 



FORM 1095-C: PART II - THE òEASYó ONES 

Part II Employee Offer and Coverage 

  
14 Offer of 
Coverage 
(enter 
required 
code) 

All 12 

Months 

Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 

                          

15 Employee 
Share of 
Lowest Cost 
Monthly 
Premium, for 
Self-Only 
Minimum Value 
Coverage 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

16 Applicable 
Section 4980H 
Safe Harbor 
(enter code, if 
applicable) 

                          

Template 2: 

Å Retiree or COBRA head of household with  

     no employment status during the year 

Å Coverage for at least one month 

1G 

ÅDo not complete Lines 15 or 16 

ÅPart III should be completed to show months of 

coverage for employee and dependents 

 



FORM 1095-C: PART II - THE òEASYó ONES 

Part II Employee Offer and Coverage 

  
14 Offer of 
Coverage 
(enter 
required 
code) 

All 12 

Months 

Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 

                          

15 Employee 
Share of 
Lowest Cost 
Monthly 
Premium, for 
Self-Only 
Minimum Value 
Coverage 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

16 Applicable 
Section 4980H 
Safe Harbor 
(enter code, if 
applicable) 

                          

Template 3: 

Å Full time employee, eligible for coverage all year long 

Å Enrolled in coverage for every month 

Å Employee lowest cost is < $93.18  

1A 

ÅDo not complete Line 15 

ÅPart III should be completed to show months of 

coverage for employee and dependents 

 

2C 



FORM 1095-C: PART II - THE òEASYó ONES 

Part II Employee Offer and Coverage 

  
14 Offer of 
Coverage 
(enter 
required 
code) 

All 12 

Months 

Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 

                          

15 Employee 
Share of 
Lowest Cost 
Monthly 
Premium, for 
Self-Only 
Minimum Value 
Coverage 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

  
  

  
$ 

16 Applicable 
Section 4980H 
Safe Harbor 
(enter code, if 
applicable) 

                          

Template 3A: What if the employee did not enroll at all during the 

year? 

Å Full time employee, eligible for coverage all year long 

Å No coverage in 2015 

Å Employee lowest cost is < $93.18  

1A 

ÅCode 2G: If employee had enrolled, cost would be  < $93.18  

ÅCode 2I: Alternate code ???? 

ÅDo not complete Line 15 

ÅPart III should be completed to show months of coverage for employee 

and dependents 

 

2G 


