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ACA REPORTING



AFFORDABLE HEALTHCARE ACT

Employer must offer coverage to all full-time

employees, defined as working at least 30

hours per week

Standard Measurement period - annual period
October 16 - October 15

Administrative period - period to elect

coverage

Stability period - healthcare coverage in effect



SECTION 6056 EMPLOYER MANDATE

Requirement intended to helps IRS determine
individuals eligible for subsidies in public marketplace
and if employer subject to penalty

Large employers >100 FTEs report information on
coverage offered or not offered to full-time employees
during calendar year

Employer provides 1095-C to employees on or before
January 31st

Employer provides transmittal information 1094-C to IRS
Employee will only receive one 1095-C form per

employer. OA will coordinate information between
MCHCP, Conservation, MoDot and Patrol.
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For Privacy Act and Paperwork Reduction Act Notice, see separate instructions. Cat. No. 60705M

Form 1095-C 2015

Part | requires basic
information about
Employee and
Employer.

Employee name,
address, and ssn
will be obtained
from SAM Il HR



1095-C FORM

Part Il reflects the Section 6056 reporting requirements, employer mandate.

Box 14 Offer of Coverage - Requires Code by month or check All 12 Months if same code applies to entire calendar

year. 9 codes available to select from. State will use the following
1A - Qualifying Offer: minimum essential coverage providing minimum value offered to employee
1G - Coverage offered to non-FTE and enrolled in self-funded coverage for one or more months in the year.
1H - Coverage not offered to employee or coverage is no MEC.

Box 15 Employee Share of Lowest Cost Monthly Premium, for self-only minimum-value coverage - This is the
amount the employee contributes toward the lowest cost monthly premium for self-only, minimum essential,
minimum value coverage offered to the employee.

Information to populate Box 14 & 15 will be provided by the Plan Sponsor either MCHCP, Conservation or MoDot/Patrol

Box 16 Applicable Section 4980H Safe Harbor (enter code, if applicable) - applicable code for each calendar
month or check All 12 Months if same code applies to entire calendar year. Again, 9 codes to select from.

2A - Employee not employed during any day in the month

2B - Employee not an FTE and did not enroll in MEC, if offered, for the month

2C - Employee enrolled in coverage offered during the month (regardless of other codes that might apply)
2D - Employee is in a limited non-assessment period: Waiting period
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1095-C FORM

Part Il Reflects the Section 6055 reporting requirements for self-insured coverage

Employer required to provide MEC information for all covered employees
(including FTEs and part-time employees) along with any covered dependents.

Employer may use Date of Birth if SSN for covered dependent is not available,
however, employer must follow a good-faith process to request SSN.

Coverage for any day of the month shall count as coverage for the month.

Part Ill will only be completed if the employee worked anytime during the calendar
year for MoDot, Highway Patrol or Conservation. Employees under MCHCP health
plans will receive a 1095-B.
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If Employer provided self-insured coverage, check the box and enter the information for each covered individual. _|
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1095-B FORM

~1095-B

Department of the Treasury
Internal Revenue Service

Health Coverage

» Information about Form 1095-B and its separate instructions is at www.irs.gov/form1095bh.
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