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The following pages contain examples of:
e 1095-B initial cover letter
e 1095-B form and instructions
e 1095-B Information page in the CWW 1095-B Admin Tool

Please note that these are mock-ups and are subject to change.



STATE OF WISCONSIN - 1093-8
PO BOX 5235

JANESVILLE W 53547 5236 State of Wisconsin

ID #: 7111436571

Mailing Date: 11/02/2015

1095-B Form Assistance
00000 Phone: 1-866-667-9419

Member Name
123 Main St.
Anytown, W1 12345-1234

**THIS IS A DRAFT***

DHS iz an equal opportunity emplover and service provider. If yvou need an
interpreter or this letter explained to you in your own language, or if you

@ need help acceszing our programs or need thiz material in a different format

because of a dizability, Please call 1-866-667-9419. Theze zervices are free.

Important Tax Information for

Member Name

The federal government requires the State of Wisconsin to send a 1095-B form to every person i
Wisconsin who had health care coverage from BadgerCare Plus, Medicaid, or another State of
Wisconsin health care program that provided mumimum essential coverage i 2015, Minmmum
essential coverage is the type of health care coverage a person must have to avoid the federal fee for
not having health insurance coverage that 1s required by the Affordable Care Act.

Enclosed 1s an IRS 1095-B form for Member Name

If your household files a federal mcome tax return for 2015, you may need to indicate on the tax
return whether Name had health insurance coverage during all of 2015. The mformation on the
enclosed 1095-B form can help you answer this question.

Note: Each person in your household who had nunimum essential coverage through the State of
Wisconsm 1 2015 will get his or her own 1095-B form.

Refer to the mstructions on the back of the form for information about using this 1095-B form to
complete a tax return. Be sure to keep the form with your other important tax documents. You can
also get additional information about this form by visiting irs.gov or contacting a tax professional.
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If vou have questions about the health care coverage listed on the 1095-B form, please call
1-866-667-9419.

***THIS IS A DRAFT***
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*| Internal Reverme Service

Form 1095-B
| Department of the Traasury

¥

Health Coverage

WCHD
COPEECTED

O
O

Information abomt Form 1095-B and its separate instrootbons i at

EHHL TS, g orm 55,

OME Mo, 15451252

2015

Part I

Respomsible Individuoal

1 Mame of responsible individual 2 Sorisl sequrity member (S5M) 3 Date of birth (If 55M 1=
Member Name FOOEI0EEs not available)

4 Street address (mchodines spariment no. ) 5 City or towm 6 State or province T Commiry and FIP or
123 Main St ANYTOWN WISCONSIN foveign postal code

USA 12345-1234

8 Emger leter identifying Omigin of the Policy (see instructions for oodes):

9 Small Business Health Cptions Program (SHOP) Markerplace

idenfifier, if applicable

**THIS IS A DRAFT***

ID: 7111436571

Date: 110272015
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.
Emplover Sponsored Coverage (see msmuctons)
10 Employer name 11 Employer idenfification mimber (EIM)
12 Soest address (incuding room or suite o)) | 13 City or towm 14 State or provinee 15 Counity and 7T ar
foreizn postal code
Part IIT Lzsuer or Crther Coverage Provider (see imsmactions)
16 Hame 17 Employer idennification 18 Comtact telephons
Smte of Wisconsin mumber (EIN mumber
Diepartment (Of Health Serices 0G0 1-B66-667-0410
Dhivision of Health Care Access and Acommesbiliny
19 Soeet address (ncduding room or suite mo) | 200 Cify or towm 1 State or provinoe 1} Counity and FIP ar
1 Wiest Wilson Strest Madizon WI foreizn postal code
PO Box 300 USA 53701
Covered Individuals (Earer the informanon for esch coversad mdridual(s).)
{a) Mame of coverad (b)) 55M {c) DOB (d}) (&) Months of coverage
individnal(s) (I S5 is Coverad
mod all 12
availsbie) months | Jan | Feb | Mar | Agr | May | fm | Jul | Aog | Sep | Ot | Mov | Dec
verkertame | soptccgns i o o o e e e
For Privacy Act and Paperwork Beduction Act Nofice, see separate imstrctomns. Cat. Mo. 607048 Fomm 1085-B (2015)




Form 1095-B (2015)

Instructions for Recipient

This Foom 10%5-B provides information needed to repon
o0 YO InComne tA reton that you, your spouse (if you
file 2 joint retarm), and individusls you claim ss
dependents had qualifying health coverage (refemed w as
“nindrmen essenfizl coverage™) for some or all months
durng the year. Individuals whoe don't have miminnm
essential coverage and don't qualify fior an exempton
my be liable for the individual shared responsibilicy
payment.

Minimmm essentsl coveraze inchides govermrmens-
sponsared programs, elizible enployer-sponsored plans,
imtividus] market plans, and other coverage the
Diepartment of Health and Human Semices designates as
minirme essentsl coverage. see

www irs g flordable- Care-Act Tnadniddhuals -and-
Families Tndnidial-Shared-Responsibilipy-Pronision.

Pronders of minimum axseniial coverage are
@ ragquired o fiomich only one Form [095-8 for

all individuals whose coverage i reporied on
thart flrm. _As the recipient af thiz Foem 1095-8, you
showld prendde a copy o other fndividuals covered undar
the policy if thay request 1t for their records.
Part L Eesponsible Individoal, ines 1-9. Fart T reports
nfiormation about you and the Coverage.
Lines 2 and 3. Line 2 reports your social security
mumlyer (550) or other taxpayer identification mumiber
(TIM}, if applicable. For vour protection, this form may
show ondy the Last four digits. However, the coverage
prorvider is required to report your complete 551 or other
TV, if applicahble to the RS, Your date of birth will be
entered on line 3 only if line 2 is blank.

F Ifvou don't provide your 55N or otfer TIV ad

el i 55N o other TING of ail covered
imdniduals to the sponzor of the covarage, the

IR5 may not be able to march the Form 10095-B with the

fruiniduals o determine that they haie complied with

the ndrvidhual shaved respensbility pronision.

Lime 8. This is the code for the type of coverage in which you or
other covered individuals wers enrolled Omly one lester will be
entered on this line.

A Small Business Heslth Options Program {SHOF)

F. Crher desiznated minmimm essential coverage

Ifyou or another oy member recenved health
@ innummee covarape trough a Healil Innurance
Adarizpiace falso evwn as an Exchange) that coverage will be
reported on a Form 1005-4 rather tham a Form 1093-B.

Line ©. This line will be blank for 2015,

Part II. Emplover-Sponsored Coverage, limes 10-15. This
peart will be completed by insurance compamy if @ nsurance
company provides your employer-sponsored health coveragze
It provvides information abous the employer sponsoring the
coverage. If your coverage is not Insured employer coverage,
this part will be blank.

Part I Issuer or Other Coverage Provider, ines 16-22.
This part reports informanon show the coveraze provider
(imsurance conmpany, employer providing self-imsaned
COVETEES, EOVEIUITENT SSenCy SPOnsOng COVerazs mder a
govermment program such & Medicaid or Madicare, or other
coversge sponsor). Line 18 repons a telephone mmmber for the
coverage pronider that vou can call if vou have questions sbout
the infrrmation reparted on the fomm.

Part IV. Coversd Individoals, line 23 This part reports the
name, 551 or other TIN, and coverage information for each
coversd mdividual A date of birth will be entered in colmrm
{ch omly if an 550 or other T is not eabered in cobonm (b).
Cohman {d) will be checked if the mdividns]l was covered for
at least one day in every month of the year. For individusls
who were covened for some i mot all months, informaton
will be entered in cobomm (&) indicating the months for which
these individnals were coversd. IF there ars more than sz
coversd mdividuals, you will receive one or more additonal
Fomms 1095-B that confime Part IV
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***THIS IS A DRAFT***
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Form Details
+ Confrm Ekghiity
# Referto FSET *Tax Year. 2016 *IRS Form Type: Initial =
& F5 Clock Most Recent Date Form Sent to Member: 021202017 Date Form Filedwith IRS: 037262017
B Ctiside i< Beoei e Last Updated: 06/07/2017 Updated By: Y SRIVASTAVA (XCTW26)
b0 | Individual Information
b Beneft |szuznce *First Name 2] “LastName Suffix *Birth Date

Togls [TesTmEC - [FORMDET - b1 o1 /2001 ®

b FSET Todl

SSN *Gender MA 1D CARES PIN CARES CASE

¥ IMOA nd Party S
IR fosa Jo1fizaa @ maALE 1234567890 @) 1234567890 (&) 2015201520
i3 M Mdml Information
5 Mook *County / Tribe: 13 - DANE COUNTY *Language: ]ETENGLféﬁ Foster Care Indicator. -
¥ Case Management |
P Client Comespondence = Mailing Address Information
~ 10858 Administration 3

e i Address Line 1:

- |ci0 John Doe
» Daia Exchange " Address Line 2- [433 wwashington Ave
¥ Reference Tools Address Line 3: [Apt202
» System Tooks : -
b Agency Admnisrsion * City: |h|AD|sON * State: W1 - WISCONSIN =
b Fiscal Services =] *2p: |53212 -|2703 Contact Phone: 1838 1252 |§633
8 HMO Search
& Check My Benefis Worker — = = =

View Coverage (MEC)
8 W-2 Geographical Area *Coveredforall 12 months: No « Override Reason: - T“EW

Lookup
8 CWW Suggestons Months of Coverage (if covered for all 12 months is Mo)
8 CARES Manframe Accesz

» TCLA Admiriceas el Jdan Feb Mar Apr May Jun Jul Aug Sep Oct Mov Dec

Yesv Yeswr Now Nov Now Now Nov Now Now Now Yesw Yesw

| Comments

Comment =

CurrentSize = 0 characters (1000 characters max.)

hOJ° 4

Most Recent Mailing Information
| Latest Form for the Tax Year

| Mailing Date = Description | TaxYear Language | send View
l | Duplicate |
| 113/2017  1095-BHealth Coverage - Initial 2016 English (& @ |
To-Be-Processed Mailing
Description Request q | Preview
| Date Time
: 1095-B Health Coverage - Initial 06/07/2017 14:06:23  Yes

Tax Year Updated on or before ]
[ o oo oy )
carca




