EMPLOYER REPORTING
Form 1094-C (line item detail)

Part I

	Lines 1-6
	Employer name, EIN, address
	

	Lines 7-8
	Contact name and phone number for person designated to answer questions in regards to reporting
	

	Lines 9-16
	Only applicable if a designated government entity
	

	Line 17
	RESERVED
	

	Line 18
	Total number 1095s being submitted with this Form 1094
	


Part II

	Line 19
	Check the box if this is the authoritative transmittal
	· Employers may choose to file multiple 1094s (i.e. for different divisions), but must designate one as the authoritative transmittal that provides summary information for all of the 1094s being submitted

	Line 20
	Complete this line only on the authoritative transmittal

Provide total number of 1095s being submitted on behalf of this employer 
	

	Line 21
	Complete this line only on the authoritative transmittal

Indicate whether the employer is part of a controlled group or affiliated service group (Section 414 rules)
	

	Line 22
	Complete this line only on the authoritative transmittal

Indicate whether the employer is taking advantage of one of the simplified reporting methods or any of the 4980H transition relief available 


	Simplified reporting options:
· Qualifying Offer Method  - If employer made a qualifying offer to one or more of its full-time employees for all months during the year in which the employee was a full-time employee for whom an employer shared responsibility payment could apply
· Qualifying Offer Method Transition Relief - For 2015 only, if the employer made a qualifying offer for one or more months of 2015 to at least 95% of its full-time employees
· 4980H Transition Relief:

· Employer with 50-99 FTEs qualifies for transition relief until plan year 2016
· Employer with 100 or more FTES that fails to offer coverage to 95% of full-time employees in any given month (or 70% in 2015 only) may waive the first 80 full-time employees (rather than 30) when calculating penalty under 4980H(a)
· 98% Offer Method - If employer offered minimum value coverage (affordable under one of the safe harbors) to at least 98% of its full-time employees for all months of the year


Part III

	Line 23
	Use line 23 if the information for columns (a-e) is the same for all 12 months; otherwise leave line 23 blank and use lines 24-35
	

	Line 24-35
	
	

	Column (a)
	Check the “yes” or “no” box for each calendar month to indicate whether the employer offered at least minimum essential coverage to 95% or more of its full-time employees and their dependent children
	· An employee in a limited non-assessment period (i.e. waiting period or initial measurement period) is not counted as a full-time employee for these purposes

· An employee for whom the employer is contributing to a multiemployer plan (even if the individual is not actually eligible for coverage) is treated as offered coverage for these purposes

· For 2015 only:

· If employer offered to 70% or more of its full-time employees, employer may check the “Yes” box

· So long as employer is taking steps to offer dependent coverage by next year, employer may check the “Yes” box 

· If employer satisfies non-calendar year transition relief, employer may check the “Yes” box for months prior to its 2015 plan year

· Solely for January 2015, if employer offers coverage to employees no later than 1st day of the 1st payroll period in January 2015, employer may check the “Yes” box for January 

	Column (b)
	Enter the total number of full-time employees for each month (as defined by Section 4980H – using either the monthly measurement or look-back measurement method)
	· Do not count employees in a limited non-assessment period (i.e. waiting period or initial measurement period)

· Employers that are eligible for the 98% offer method do not have to complete column (b)

	Column (c)
	Enter the total employee count each month
	· Employer must consistently use either the first or last day of the month or the first or last day of the first payroll period for the month

	Column (d)
	Complete only if the employer is part of a controlled group or affiliated service group under Section 414 rules and marked accordingly on Line 21 of Part I
	

	Column (e)
	Complete only if the employer qualifies for 4980H transition relief and marked accordingly on Line 22 of Part II

· Use Code “A” if the employer has 50-99 full-time equivalents 

· Use Code “B” if the employer has 100 or more full-time equivalents 
	


Part IV

Only complete this section if the employer is part of a controlled group or affiliated service group and marked accordingly on Line 21 of Part I and Column (d) of Part II

	Lines 36-65
	Enter the name and EIN each member entity of the controlled group/affiliated service group (include up to 30)
	· Start with member entity with the highest average monthly number of full-time employees and end with member entity with the lowest


Form 1095-C (line item detail)

Part I

	Lines 1-6
	Employee name, SSN, address
	

	Lines 7-13
	Employer name, EIN, address and contact phone number for reporting questions
	


Part II

	Line 14
	Enter the applicable offer code (1A – 1I) for each calendar month (or in the “All 12 Months” box if all calendar months are the same)

· Code 1A = “Qualifying Offer” - employee is offered minimum value coverage that is affordable based on the FPL safe harbor (approx. $93/month) and at least minimum essential coverage is offered to spouse and children 

· Code 1B = employee is offered minimum value coverage (no spouse or dependent child coverage)

· Code 1C = employee is offered minimum value coverage and dependent children are offered at least minimum essential coverage (no spousal coverage)

· Code 1D = employee is offered minimum value coverage and spouse is offered at least minimum essential coverage (no dependent child coverage)

· Code 1E = employee is offered minimum value coverage and both spouse and dependent children offered at least minimum essential coverage

· Code 1F = only minimum essential coverage offered

· Code 1G = offer and acceptance of self-funded coverage to a non-full-time employee 

· Code 1H = no offer of coverage

· Code 1I = Qualifying Offer Transition Relief for 2015 (if employee did not receive an offer of coverage, did not receive a qualifying offer, or the qualifying offer was less than all 12 months)


	· There must be a code entered for Line 14 on every Form 1095-C

· An employer offers health coverage for the month only if it offers coverage for every day of that calendar month 

	Line 15
	Complete only if Codes 1B, 1C, 1D, or 1E were used in Line 14

Regardless of which plan the employee may have enrolled in, enter the employee contribution required for the lowest cost employee-only (single) minimum value coverage offered

Enter the applicable contribution amount for each calendar month (or in the “All 12 Months” box if all calendar months are the same)
	· Enter the amount including any cents 

· Enter $0.00 if the employee is not required to contribute

	Line 16
	Enter the applicable offer code (2A – 2I), if any, for each calendar month (or in the “All 12 Months” box if all calendar months are the same)

· Code 2A = employee not employed during the month

· Code 2B = 
· employee not a full-time employee during the month and did not enroll in employer-sponsored coverage; 
· full-time employee offer of coverage terminated mid-month due to termination of employment; or 

· employer qualifies for January 2015 transition relief (January only) 

· Code 2C = employee enrolled in employer-sponsored coverage

· Code 2D = employee in a limited non-assessment period (i.e. waiting period or initial measurement period)

· Code 2E = employer qualifies for multiemployer transition relief

· Code 2F = employer used the Form W-2 affordability safe harbor (if used, it must be used for all months for which the employee is offered coverage)

· Code 2G = employer used the Federal Poverty Line (FPL) affordability safe harbor

· Code 2H = employer used the Rate of Pay affordability safe harbor

· Code 2I = employer qualifies for non-calendar year transition relief
	· It is not required that Line 16 be completed; it is okay to leave blank if none of the codes apply

· If Code 2C applies, that code trumps any other applicable codes

· Then if Code 2E applies, that code trumps any other applicable codes


Part III

Complete only if employer offers a self-funded plan

	Column (a)
	List the name of each covered individual (employee or non-employee and their dependents/beneficiaries)
	

	Column (b)
	List the SSN for each covered individual
	

	Column (c)
	List the DOB for each covered individual only if the employer was unable to obtain the SSN after making at least 3 reasonable attempts in accordance with the rules
	

	Column (d)
	Check column (d) if the individual was covered for all 12 months of the calendar year
	· Individual is considered covered for the month if covered for any day during that month

	Column (e)
	If individual was not covered for all 12 months of the calendar year, check the months for which the individual was covered 
	· Individual is considered covered for the month if covered for any day during that month


