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TATYANA BUSEL JONGSMA XXX-XX-2374 N-ABLE TECHNOLOGIES INC 95-4547068
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851 BRIGHT WATERS 30 CORPORATE DRIVE SUITE 400 512-498-6347
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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 responsibiiity provisions in the Affordable Care Act This Form 1095-C includes
information about the health insurance coverage offered to you by your employer. Form 1085-C, Part
Il Includes information atiout thB coverage, If any, your employer offered to you and your spouse and
dupandanua} If you purchased health i ge through the Health Insurance Marketplace
and wish to claim the premium tax credit, this information \mllmat il‘l dcurmhing whether you
are eligible. For more information about the premium tax credit, m mium Tax Credit
W‘FC] You may racahna multiple Forms 1085-C i vou had multiple amp g the year that were
Large Empl {for example, you left employment with one able Large Employer
and began a new position of employment with another Appli:abte Large Employed). In that ﬂtuaﬂon.
each Form 1085-C would have information only about the heal d to you by
the amployer dentified on the form. If your employer is not an. Anplmﬂs Large Employnr itis noi
required to fumish you a Form 1095-C providing informaticn about the hﬂl‘th coverage it offered,

In addition, If you, or any other Indeual who is offered health mmg:" of their relationshi
1o you (referred to hers as family 1 lled in your th plan and that plan isa
type of plan referred to as a “seif-insured" pian Form 1095-C, Part i, provides information about you
and your family members who had certain health coverage (referred to as "minimum essential
coverage”) for some or all months durhg the year. If you or your family members are sligible for certain
types of mini 1 , yau may not be eligible for the premium tax credit.

If your employer provided you or a family member health coverage through an insured health plan or
in another manner, you may receive Information about the coverage wparaldy on Form 1095-B,
Health Coverage. Simlilarly, if you or a family member obtained minim age from
ana!her source, such as @ govemment- sponsared program, an individual market plan, or

i by the Department of Health and Human Services, you may
receive informatian about that coverage on Form 1095-B. If you or a family member enrolled in a
qualified health plan through a Health Insurance Markstplace, the Health If‘sumnca Maﬂoeiplace will
report information about that coverage on Fanm 10956-A, Health |

1G. You were NOT = full-time employes for any month of the calendar year but were enrolled in sell-
insured employer-spanaored coverage for one or more months of the calendar year. This code will be
entered |n 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 ware offered coverage that
s NOT minimum essential coverage).
11. Resarved for future use.
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
dependant(s).
1K. Minimum essential coverage providing minimum value uﬂnmd to you; rmnrlmm usenhal coverage
conditionally offered to your spouse, and minimum 1 to your dep
1L Individual ge health relmb mngomantw?w oﬂarad to you only with aﬂordah-llny
datermined by using embyu s primary residence ZIP
ﬂul Individual memge HRA offered to you and depmdenﬂu; (not spouse) with affordabifity

o by usi play spnmwmuenoazwcode
1N, Individual age HRA offerad to you, sp . and dep
using employee's primary resid ZIP code.
10. Individusl coverage HAA offered to you only using the employee's primary employment site ZIP
code affordability safe harbor.
1P. Individual coverage HRA offered to you and dependentis) (not spouss] using the employee's
primary employment site ZIP code affordability safe harbor.
1Q. individual coverage HRA offered to you, spouse, and dependent(s) using the employes's primary
employment site ZIP cods affordability sale harbor.
‘IH.. Individual coverage HRA that is NOT affordable offered 1o you; employee and spouse or

dentls) with afiordabllity determined by

Employess are required to furnish Form 1095-C only fo the employse. As the recipient of
this Farm 1095-C, you should provide a copy to any family members covered under a
self-insured employar-sponsared plan listed in Part Il if they request It for their records.

Additional information. For additional information about the tax provisions of the Affordable Care Act
(ACA), the premium tax credit, and the employer shared responsibliity provisions, visit www.irs.gov/
ACA or call the IRS Healthcare Hotline lar ACA questions (800-919-0452).

Part I. Employee

Linas 1-6. Part |, lines 1 through 6, reports information about you, the employes,

Line 2 This is your socfal security number (SSN). For your protection, this form may show only the |ast
four digits of your SSN. However, the employer is required to report your complete SSN to the IRS,

Part |. Applicable Large Employer Member (Employer)

Lines 7-13. Part |, lines 7 through 13, reports information about your employer.

Line 10, This line includes a telephone number for the person whom you may call if you have guestions
about the information reported on the form or to report erors in the information on the form and ask
that they be correctedd.

Part Il. Employer Offer of Coverage, Lines 14—17

Line 14. The codes listed below for line 14 describe the co t your flered to you
and your spouse and dependent(s), if any. (H you received an uﬁerof coverage ihtough a
multiemployer plan due to your membership in 2 unlon, mu oﬂar may not be shown on ling 14.) The
information on line 14 relates to eligibility for the ium tax credit for you,
yaur spouse, and dependent{s). For maore information about the premium tax credit, ses Pub. 974,

1A. Minimum tial ] il vitlue offerad to you with an employes required

contribution far self-only uoverega equaj to or im than 9.5% (as adjusted) of the 48 contiguous states
| le faderal poverty line and mink offered to your spouse and dependenti(s)

to here as a Quallfying Offer), This code may be used 1o report for specific months for which a

Cluallrymg Offer was made, even if you did not receive a Cualifying Offer for all 12 months of the

calendar year. For information on the adjustment of the 9.5%, visit IRS.gov.

1B. Minimum essantial idi ini value offered to you and minimum essential

coverage NOT offered to your apouse or dependant(s}

1C. Minimum tial ing minimum value offared 1o you and minimum essential

coverage offered to your depandanua} 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 dependentis),

1E. Minimum essential covarage 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 offerad to you, or you and your spousa

or dependantisl or vou. vour spouse and dependantis),

dentis); or employee, spouse, and dependents.
15. Individual coverags HRA offered to an individual who was not a full-time employee.
1T. Individuai coverage HRA offered to employee and spouse (no dependents) with affordability
determined using employee’s primary residence ZIP code.
1U. Individual coverage HRA offered to employee and sp
primary employment site ZIP code affordability safe harbor.
1V. Reserved for future use.
1W. Reserved for future use.
1X. Reserved for future use.
1Y, Beservad for future use.
1Z. Reserved for future use,

Line 15. This line reports the employes required contribution, which s the monthly cost to you for the
lowest cost self-only minimum essential coverags providing minimum valus that your employer offerad
you. Foran individual coverage HRA, the employes required contribution s the excess of the monthly
pramium based on the employes's appdlnabh age for the applicable lowest cost silver plan aver the
manthly individual HRA Iy, the annual individual coverage HRA amount
divided by 12). See the Instructions for Forrru 1094-C and 1095-C for more details. The amount
reported on line 15 may not be the amount you paid for coverage if, for axample, you cheose to enroll in
mare expensiva coverage such as family Line 15 will show an amount enly if code 18, 1C,
10, 1E, 1J, 1K, 1L, 1M, IN, 10, 1F, 1Q, 1T, or 1U is enterad an line 14, If you wers offered coverage
but there is no cost to you for the coverage, this line will report "0.00" for the amount. For more
infarmation, including on how your gligibility for other healthcare armangements might affect the amount
reported on line 15, visit 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 snroliment in your employer's coverage, none of
this information affects your aligibility for the premium tax credit. For mors information aboyt the

ploy esponsibility pi visit IRS.gov.
Line 17, This line reports the applicable ZIP code your employer used for determining affordability if
you were offered an individual coverage HRA If code 1L, 1M, 1N, or 1T was used on line 14, this will
be your primary residence location. If code 10. 1P, 1Q, or 1U was used on ling 14, this will bayow
primary employment site, For more inft about individual coverage HRAs, visit IRS.gov.

Part lll. Covered Individuals, Llnaa 18-30
Part il raports the name, SSN (or TIN for covered individuats other than the employes listed in Part [),
and cowaua |r|formaﬂcn about each individual (including my full-time employes and nan-full-tima
loyes, &l Fw s family members) covered under er's health plan, if the plan
"sal!—lnsured A date of birth will be enterad in column (c) only if an SSN {or TIN for covered
individuals other than the employes listed in Part 1] 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 (&) indicating the
manths for which these individuals were covered, |f there are more than 13 covered individuals,
additional copies of page 3 may be used.

(no dep ) using amployee's




