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v'12:45 — 12:50 VITA EH7| AT EA
v'13:10 — 14:00 Team/Group Lunch

1/23/2016 Good Hands Foundation



| Staff Training

Affordable Care Act

‘ m TY2015

IIIIIIIII A Roﬂh %E A}%P



q About the Affordable Care Act (ACA)
I

The Affordable Care Act (ACA), requires that
Individuals:

e Have qualifying health insurance coverage for each
month of the year or

e Qualify for coverage exemption, or

e Make a shared responsibility payment when filing a
federal tax return



What 1s the minimum essential
coverage?

d Employer-sponsored coverage

4 Individual health coverage
1 Coverage under government-sponsored

programs



What 1s the minimum essential
coverage?

Employer-sponsored coverage:

O Group health insurance coverage for employees under
v' A governmental plan, such as the Federal Employees
Health Benefit program
v' A plan or coverage offered in the small or large group
market within a state
v A grandfathered health plan offered in a group market

O A self-insured health plan for employees
1 COBRA coverage

U Retiree coverage



What 1s the minimum essential
coverage?

Individual health coverage:

1 Health insurance you purchase directly
from an insurance company

 Health insurance you purchase through the
Marketplace

 Health insurance provided through a
student health plan



What 1s the minimum essential
coverage?

Coverage under government-sponsored
programs:

Medicare Part A coverage

Medicare Advantage plans

Most Medicaid coverage

Most Children's Health Insurance Program (CHIP) coverage
Most types of TRICARE coverage

Comprehensive health care programs offered by the
Department of Veterans Affairs

Health coverage provided to Peace Corps volunteers
Department of Defense Non appropriated Fund Health
Benefits Program

v Refugee Medical Assistance
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J 13614 Intake/Interview Sheet

Page 3

Check appropriate box for each question in each section

Yes | No |Unsure| Part VI - Health Care Coverage - Last year, did you, your spouse, or dependent(s)

1. (B) Have health care coverage?

2. (B) Receive one or more of these forms? (Check the box)

| Form 1095-B

| Form 1085-C

3. (A) Have coverage through the Marketplace (Exchange)? [Provide Form 1095-A]

3a. (A) If Yes, Receive an advanced payment from the Marketplace to help pay your monthly health care payments?

M|
L
Ll
|
|

OOoo|c

3b. (A) If yes, Is everyone listed on your Form 1085-A being claimed on this tax return?

] (o] -y

HENE

4. (B) Have an exemption granted by the Marketplace?

Visit_http://www.healthcare.gov/ or call 1-800-318-2596 for more information on health insurance options and assistance.

If advance payments of the premium tax credit were paid on your behalf to help pay your health insurance premiums, you should report life changes, such
as, income, marital status or family size changes, to your Marketplace. Reporting changes will help to make sure you are getting the proper amount of

advance payments.

To be Completed by a Certified Volunteer Preparer (Use Publication 4012 and check the appropriate box(es) indicating Minimum Essential Coverage (MEC) for everyone listed on the return.)
Name (List depenfien!‘s in the MEC No MEC Part ‘fear_ MEC Exempiiun_ (mark ma-m‘hs Exemption Notes
same order as in Part ll) Entire Year (mark months with coverage) exemptions applies) All Year

Taxpayer JFMAMJJASONDI|JFMAML.JASOND

Spouse JFMAMJJASONDI|JFMAMIJASOND

Dependent JFMAMJJASOND|JFMAMIJASOND

Dependent JFMAMJJASOND|JFMAMJJASOND

Dependent JFMAMJIJIJASONDI|JFMAM.IIJASOND

Dependent JFMAMIJIJASONDI|JFMAM.IIJASOND

Dependent JFMAMJIIJASOND|JFMAM.JASOND
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Presenter
Presentation Notes
receive Form 1095-B directly from their health care insurer and from employers who have less than 50 full-time employees (small businesses)



* 13614 Intake/Interview Sheet

| Form 1095-A

Insurance companies participating in health care exchanges should provide you with the 1095-A form, a health
insurance marketplace statement. This form includes:

* Your name

» The amount of coverage you have

* Any tax credits you were entitled to

* If you used them to pay for your health insurance and the amount you paid for coverage

You use this information to complete your income tax filing, adjust any tax credit payments and claim any premium
tax credits that may be due.

Form 1095-B

Employers with fewer than 50 full-time employees that offer health coverage, as well as health care insurance
providers, send the 1095-B form to members of their health insurance plans, as of the 2015 tax year. This form
includes:

* The type of coverage you have

* Your dependents covered

* The period of the coverage

This form is used to verify on your tax return that you and your dependents have at least Minimum Essential
Coverage (MEC). If you had a break in health care coverage for the tax year, you may have to pay an individual
shared responsibility payment.

Form 1095-C

Form 1095-C, employer-provided health insurance offer and coverage, shows the coverage that is offered to you
by your employer, as of the 2015 tax year. It is used by larger companies with 50 or more full-time or full-time
equivalent employees. This form provides information of the coverage your employer offered and whether or not
you chose to participate. You can use this to complete your tax return.



Presenter
Presentation Notes
receive Form 1095-B directly from their health care insurer and from employers who have less than 50 full-time employees (small businesses)



Form 1095-A (CoveredCA 7+ XH

o 1095-A | Health Insurance Marketplace Statement Vo OMB No. 1645-2232
Dapanment — * information about Form 1098-A and its separate instructions CORRECTED
mh::slm in at www.irs.gov/form 1085a. o 2© 1 5
Recipient Information

1 Marketplsoe identifier 2 Marketplace-assigned policy rurntser 3 Policy issuer's name

4 Recipient's name 5 Recipient’s SSN & Recipient's date of bith

T Recipient's spouse’s name & Recipient's spouse’s SSN 8 Fecipient's spouse’s date of birth
10 Policy start date 11 Pobcy termination date 12 Sirest address including apartment no.)

13 City or tows 14 State or provincs 15 Country and ZIP or forsign postal code

XX Covered Individuals

A Covered individual name B, Cavered Individual 55N |  ©. Covered individusl D. Coverage start date | E. Coverage terminatian dale
date of bath

16

17

18




Form 1095-B.C

50115
OME No. 1545-2252
--1095-B Health Coverage L vo
Departmant of tha T 2 1 5
Intermal Hevam.:emw P Information about Form 1095-B and its separate instructions is at www.irs.gov/form1095b. _l CORREGTED @
R nsible Individual
1 Mame of responsible individual 2 Social security number (SSH) 3 Date of birth (if SSM is not availabls)
4 Street address (including apartment no.j 5§ City or town & State or province 7 Country and ZIP or foreign postal code
A Small Riminess Haslkh Ninfinns Pronram (SHOPY Markatnlans identifier if anniicahla
& Enter letter identifying
AN _Employe —
10 Employer name J VOID L0011E
- 1095-C Employer-Provided Health Insurance Offer and Coverage OME No. 15452251
12 Strest address fincludin oo o the Treasury || CORRECTED 2@ .' 5
Imm"“"'HH“ tgnue Sarvice » Information about Form 1095-C and its separate instructions is at www.irs.gov/form1095¢c
|EI"| Issuer ol m_Employee Applicable Large Employer Member (Employer)
16 Mame 1 Mame of employes 2 Social security number (SS5HN) 7 Mame of employer 8 Employer identification number (EIN)
18 Street address (includin 3 Street sddress (including apartment no.) 9 Strest address (including room or suite no.) 10 Contact telephons number
m 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
{a) Mame of cowve
4] Employee Offer and Coverage Plan Start Month (Enter 2-digit number):
All 12 Months Jan Feb Mar Apr May June July Aug Sept Oct MNov Dec
14 Offer of
23 Coverage (enter
required code)
15 Employee
af Lowest Ccra‘? hare
24 Manthly Premium
for Seli-Only
Honirum Valie g $ $ $ $ $ $ $ $ $ 3 $ $
25 16 icable
Section 49804 Safe
Harbor (enter code
if applicable)
26 EIdll] Covered Individuals
If Employer provided self-insured coverage, check the box and enter the information for each covered individual. J
s (c) DOB (if SSMis | [d) Covered (e} Months of Coverage
Name of covered individual 55N
27 e} Name of covered {BJ © notavailable)  |all 12manthe| Jan | Feb | Mar | Apr | May | June | July | Aug | Sept | Oct | Nov | Dec
u 1 O (OjO(O0|jojojo|jojoo|jojo| -
For Privacy Act and Pap




What documentation will

q taxpayers receive?
I

CoveredCA 20| 7+t HM|Xt= 18 31¥7HX] Form 1095-A €& &2

A YL C.

By January 31 of the year following the year of coverage, the Marketplace will
send taxpayers who purchased insurance through the Marketplace Form 1095-
A. The information statement includes the monthly premium for the applicable
SLCSP used to compute the credit, the total monthly premium for the coverage
of the taxpayer or family member, the amount of the advance credit payments,
the SSN and names for all covered individuals, and all other required
information. The Marketplace also reports this information to the IRS.

Use the information on Form 1095-A to compute taxpayers’ premium tax credit
on their 2015 tax return and to reconcile the advance credit payments made on
their behalf with the amount of the actual premium tax credit on Form 8962.

If Form 1095-A was lost or never received, advise the taxpayer to contact the
Marketplace for a copy.



ACA or CoverCA
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1 TaxWise ACA pg#1 (IS A))

N
[
Log Ot

Refund Monitor

ENRIQUE CLAYTON

Current AGI: $26.539 us Affordable Care Act Worksheet 2015
$573
Current Balanca Due Mame:  ENRIQUE CLAYTON SSN;  227-28-4008
LoadedForms & » Did the taxpayer, spouse, or any dependent receive insurance through the Marketplace? See Form 8962 UYes  ® Mo
Wias the tapayer, spouse, or any dependent granted a Marketplace exemption or do you want to apply for
a Marketplace, household income, or gross income exemption? See Form 8965 CYes  ® No
%T;;B E‘E@ ENRIQUE CLAYTON P ® Had minimum essential coverage and / or is applying for or was granted an exemption
] 1040 ki3 for the entire year
g ) Had minimum essential coverage and / oris applying for or was granted an exemption
[§4CAFR2 x for part of the year
L 1[34?02%; " Did not have minimum essential coverage and is not claiming an exemption for any
92
[& 1040y Check the boxes for each month part of the year
& 5ch & this person did not have minimum
[ A Detail x essential coverage and is  NOT

[ Sth CEZ (TAXPAYER) 4 %

[3 1099 MISC (TP-BAYFIT...) 4 claiming an exemption on Form 3965  January U February L March o April = May Sodune B duly
[ Scratch Pad (BUSINESS E. ) U August O September L October L November U December

[ sch EIC

%ch EIECTv;fkt ) Had minimum essential coverage and / or is applying for or was granted an exemption

g C

[ W2 (TPPACECO.) 4 % for the entire year



B TaxWise ACA pg#1 (2 Q’s)

| Dicl the taxpayer, spouse, or any dependent recelve insurance through the Marketplace? See Form 8962 _Yes @ N |
Was the tapayer, spouse, or any dependent granted a Marketplace exerption or do ou want to apply for
a Marketplace, household income, or gross income exemption? Ses Form 6965 _Yes @ N

Ql. M2 XL RA E= FY7HF S0 Covered CAO|
2 7tRGEE RoAlLR?

- YES 21 ofH, XS 22 Form 8962(Premium Tax Credit) 7} TaxWise 2%
ol Formo| /g EICt

Q2. MaE X H|RXt EE= 2 Y7IF S0 Covered CAL
CHA O A M Q= AL, EE= Covered CA, A9, S0
[([E Ao S ESt=7tR?

- YES 211 o}H XIS 2 E Form 8965 (Health Coverage Exemptions) 44 ZIC}



‘ Form 8962 / 8965

OME Ma. 1545-0074 OMB Nao. 1545-0074
Feem 8%2 Premium Tax Credit (PTC) Q@T o 8%5 Health Coverage Exemptions 2015
B Attach to Form 1040, 10404, or 1040NR. o i b Attach to Form 1040, Form 1040A, or Form 104062
it e coves™ | ® Infarmation aboet Farm 8562 and its separate R . T3 Dvparimerd of i Tresury |, 8065 and sracrmart o
o your |m. Fy b ama as shown on retum “Vour social sacurlty numbar
Vou cannot claim the FTC I your fling status is marmiad fling saparataly an ancaptio youquaity, chack tranex. [ DD’“PM;:"-E'U""“!’WMVBE'“H place-g 2l ion or you are claiming a coverage exemption
an your return.
IEII Annual and Monthly Contribution Amount
= = =
1 Tax family size. Enter the numier of exemptions from Form 1040 or Farm 10204, line Ed, or Form 1040NA, ine 7 |_1 [ Part 1 | :Evemax e Ime"; epam"’““md‘ruamwu“'w'wmmm
emption g by the Markstplace. 5
23 Modfied AGL Enter your mosdified b Enter the total of your degendents’ — = S m
AGI see instructions) . B -] rmadified i i <. - |2 Name of Incividual s8N Exemption Certficats Number
3 Hoseheld income. Add the amounts on Ines Zaand 25 . . a
4 Fecleral paverty fine. Enter the federal paverty e amount from Tatle 1-1, 1-2, or 1-3 (sse instructions). Check the
appropriate bax for the federd poverty table ussd. & | Mlaska b | Hawsi ¢ || Other 48 states and DG | 4 \
5  Household income as 2 percentage of federal paverty fine [sse instructions) B I %

6 Didyou ener 401% on line 57 (See instructians i you entered less than 10096]
] Mo. Contine to line 7.

[ Wes. You are not sligible b raceive PTC. f advance payment of the PTC was made, sse the instructions for
haw to repart your excess advance PTC repayment amount.

7 Applicabile Figure. Using your line § percentage, lacate your “applicable figure” cn the table in the i i LT
i b Monthly contribution amourt. Divide fine Ba by

Are you alacating policy amourtts with ancther taxpayer or do you want to use the alternative calculation for year of marrage see instructions]?
[m] Ves. Sk to Part N, Shared Policy Alocation, o Part V, Aemative Calculston fo Vear of Manfage. [ No. Continue ta line 10

10 ine 11ar ines 12 through 23. 5
] Yes. Continue ta line 11. Compute your annual PTC. Then skip lines 12-23 ] Mo. Continue to lines 12-23. Cormpute
and continue to line 24, your manthly PTC and continue to line 24.
S 5
1e) Aceual Annual acvanca - -
Annual eruemiums Foemis) ml:"'_ , qu}-n_ FTC fFam IEII Coverage Exemptions Claimed on Your Return for Your Household
‘Calefulive 1095, line 334 ”'“nm-"" (s Bl e or o, anar 3 | (Sl afioe s} | 4910854, ina 336)
11 v Totals Ta A you cls b ¥ income s below the filing thresbold?. . . . . . [ Yes [ o
i) Monthily — ——
Monthiy o i oy pramamtaxd b Are you elsiming a hardship exemption because s income is below the fling threshold?
Caloulation r—-q._'-a-;. s} 10854, lines 21=32, E i 7 ACEEA, s 21=32, m Coverage Exemptions Claimed on Your Return for Individuals. “yuuam:l.l’nra rnemherufycu.rhx
column &) column or atemativa mamiags | oo, o joog enpar-ge | Ml o 8 or (1 column ) household are claiming an exemption on your return, complate Part Il
manthily contribution) el ]
12__Jaru Ta) 5 fel | o [ | @ | @[ m | || e |
"Fﬂ M of Individusl s5N Txmmmymmmmmmmm
14 March
16 April
16 May A
17__June
18 __July
18 st A
20__Septerbe
21 October
23 Nowember 10
23 December
24 Total premium tax credit. Enter the amount from ine 11(s) or add ines 12(s) though 23je) and enter the total here | 24
25 Advance payment of PTC. Enter the amount fram line 11#) or add nes 12(1) hrough 23(f) and enter the total here | 25 1
26 Net premium tax credit. If live 24 is greater than line 25, subitract line 25 from line 24. Enter the difference here and an Farm
1040, line 88; Form 10404, line 45; or Form 1WH Mmlmmhmmﬁmmm
line 24 line here. thary line 24, leawe this line blari and continue to line 27 26 12
27  Excess advanos payment of PTC. If line 25 is greater than line 24, subtract line 24 from line 25. Enter the difference here | 27
= 13
E nupaynminmcsum.cﬁum@ R - . —
= " 5365
advance premium tax credit e o line 57 o line 28 here and o 1040, Ine For Privacy Act and Paperwark Reduction Act Notice, see your tax return instructions. Cat. Ne. 37787G Fom. 015
48; Form 10404, line 28; or Form 1 040MR, line 44 - - - F. ]

For Paperwork Reduction Act Notice, mmrmmnn-mim CatNo. 377842 Form B862 pns)



TaxWise ACA pg#1
(4 Qs Z7l12E)

KELLY FLOYD ® Had minimum essential coverage and / or is applying for or was granted an exemption
for the entire year
L Had minimum essential coverage and / or is applying for or was granted an exemption
for part of the year
L Did not have minimum essential coverage and is not claiming an exemption for any
Check the boxes for each month part of the year
this person did not have minimum
essential coverage and is NOT
claiming an exemption on Form 8965 Y January " February Y March Y April Y May Y Jdune U July
August Y September " October “ November Y December
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What are the health coverage
q exemptions? (ACATM|XH/EE= S ALY Bl=AT)
I
The following is a partial list of exemptions:
- Y B0 A= ArE
- 8F 3/ E0|ot 2 E-O| Gle AME
- TR0 HO MaEdE otX| BOore 2 AHE
- Ol=r A RIEXLE B3 XZE OFEH AFE
- HIGZ|EH 0 Eotd] EH0| ERX| = AR
- &7 X[°d et ot 2|7t eI
- HEXAR X 430 =4 = A
R NTURSESPA,
- Xl Medicare € 7HA| 11 U= AR




What is the shared responsibility
q payment? (2=

I
For 2015, the SRP amount iIs:

e The greater of:

— 2 % (TY2014 ;1%)of the household income that is

above the tax return filing threshold for the taxpayer’s
filing status, or

— The family’s flat dollar amount, which is $325
(TY2014: $95) per adult and $162.50(TY2014:

$47.50) per child (under age 18), limited to a family
maximum of $975 (TY2014: $285).



How to report
minimum essential coverage(MEC)?

Taxpayers who had MEC for each month of their tax year will indicate this
on their 2015 tax return by checking a box on their Form 1040, 1040A or
1040EZ

(B A7F ol TaxH 20| OHE S22 S ZHA[ LD QURACHH
1040/1040A/1040EZ)0| Check Mark SI2 & L|C}H

LS 4 8§  Subtractane S5 from line 47. fline s e 1nan line 47 ender -0- w0 . . w0 .. " o
57 SEIf-arrlpln:.lrnent ErrochSaioduesSE . . B, . 2 . B s 57
Other 58  Unreported social security and Medicane tax from Form:  a [ 4137 b []&a1a . . 58
Taxes 50 Additional tax on IRAs, ather qualified retirement plans, etc, Attoch Form 5320 if required . 50
60a Household employment takes from Schedule W . . . . . . . .. . . . . G0a
b First-fime homabuyer credit repaymeant. Attach Form 5405 if required  _ 4. G0b
&1 Haalth cara: individual respansibiity (see instructions)  Full-year cover§ge m/ ..... &1 |
62 Taxesfrom: a [ |FomB23@ b [ JFormB360 e [ | Instructions; Njer gaffle(s) 62
63  Add lines 56 through 62, This is your totaltax . . . il P T ] i)
Dayments 64 Federalincome tax withheld from Forms W-2 and 1099 . . I_E4_ l = _J_

= Taxpayers who did not maintain MEC for each month of their tax year
will claim a coverage exemption or calculate an SRP

(2HF HMXt7F MECE SICHH, Coverage Exception 5= SRPE A AtSHOF BhL|Ct,



q TYPE of Coverage Exemptions

I
A: Coverage Considered unaffordable

B: Short Coverage Gap 37H€¥ 0|2t S0t HH-S ZHX| 2
790
o1

C: Not lawfully present in the U.S and not a U.S. citizen or

U.S. national.

D: Members of a health care sharing ministry = 1 £t Of
=got= 20 7Y



Hardship Exemptions Granted by the
Marketplace

Hardship Exemptions Granted by the Marketplace

1. Homelessness 9. High expense canng for ill, disabled or aging relafive

2. Eviction in the [ast 6 months or facing eviction or 10. Failure of anather party to comply with a medical support order for a
foreclosure dependent child who 1s determined ineligible for Medicaid or CHIP

3. Utiity shut-off natice 11. Through an appeals process, determined eligible for a Markefplace QHP,

4. Domestic violence PTC, or CSR but was not enrolled

5. Recent death of a close family member 12. Determined ineligible for Medicaid because the state did not expand

6. Disaster that resulted in significant property damage coverage

7. Bankruptcy in the last 6 months 13. Individual health insurance plan was cancelled and you believe

8. Signiicant debt from medical expense in the last 24 Marketplace plans are considered unaffordable
months 14 Other hardship In obtaining coverage
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1040 Wkt#8: Shared Responsibility Payment(SRP) Worksheet






Case #1
19 WU RS S 7HX|D s 2

S AR 2 & EE = MediCare/Cal2 1 LHLY Z7HX| 22 QUCE,
1. 1040 Line#610{| 7} A] Full-year coverage Box0i| Check Mark $FLF.

61 Health care: individual responsibility Full-year coverage: 0
62 Taxes from Form 8959 Form 8960
UT: 0 MSA: 0 72M5: 0
EPP: 0 453A (C): 0 S72P: 0
ADT: 0 4255; 0 ]RR7RK- ~

2. TaxWise 1040 Wk#8 O 7tA Full0| Check o =l CH(TaxPayer and Dependents)

us Shared Responsibility Payment Worksheet 2014
Name: SHERYL HESS SSN: 051-99-6082

If you or another member of your tax household had neither minimum essential coverage nor a coverage exemption for any
month during 2014, use the Shared Responsibility Payment Worksheet, below, to figure your shared responsibility payment.
For each individual, check the box in the column labeled "Full" if the individual had minimum essential coverage for the entire
year or check the box for each month that the individual did not have minimum essential coverage. If you are applying for an
exemption for an individual, check the box in the column labeled "Exm" and only check those months that are not covered by
the exemption, if any.

kt Exm Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

SHERYL HESS
Taxpayer is under age 18 at beginning of month

Spouse is under age 18 at beginning of month

KATIA HESS 6 0 8 @B @B B @ B @B @B B @ O
Dependent one is under age 18 at beginning of mo v 7 v v @ @ v v v v v v
KIAN HESS o 0 0 6 06 0 @6 6 6 @6 B @6 © ©
Dependent two is under age 18 at beginning of month v v v v v @ v v v v v v

Dependent three is under age 18 at beginning of montrT

Manendent four is under age 18 at beginning of month



Case #1
149 LU RS 7|2 Qe 2

|
3. Form 8965(Health Coverage Exemptions) Part Il 0| A| Tax Payer2| O|&,SSN,

Exemption Type “A”, Full YearO|| Check $tCt

Partll: Coverage Exemptions for Your Household Claimed on Your Return

7a Are you claiming an exemption because your household income is below the filing threshold? _ Yes ® No
b Are you claiming a hardship exemption because your gross income is below the filing threshold? _ Yes ® No

Part lll: Coverage Exemptions for Individuals Claimed on Your Return

If you and / or a member of your tax household are claiming an exemption on your return, complete Part lll.
a b c d e f g h [ J k | m n o p
Name SSN Exemption Full |Jan |Feb |Mar |Apr |[Nov |Jun |Jul |Aug |Sep |Oct |Nov |Dec
type year

8 SHERYL HESS 031-99-6084 a ® ([0c|)0|jloc|b0|loc|lo|g|le|l8|lea|o|o
9 KATIA HESS 032-99-0608 a ) g|lo|lg|lg|g|jo|jg|lo|jg|ja|g]|ag
10 KIAN HESS 033-99-6084 a_ @ [ I I I e I O B O e B O e I e N S N N TN
1 | | o Jjgjelj@)jaejejgpgygp1ei1ael1g
12 L =) gjgjigegjé@jig|jogjfglig g1 alg
13 | | g dijgjiejiejegjejg1ig 12121

This facsimile form is not approved for filing directly to the IRS.
Print IRS form using "Print Return” or "Print Current Form".

oz =9l PE HHEHO \W-2 Box#120|| DD £ &7| &0 Y2,



Case #2
19 L ACARE 2 7}X|2 Q= AL

'a”lllxwf 2014 2H L{Lf ACA(CoveredCA) 7+X| 10 UL},
1. 1040 Line#610{| 7} A] Full-year coverage Box0i| Check Mark $FLF.

61 Health care: individual responsibility Full-year coverage: 0
62 Taxes from Form 8959 Form 8960
UT: 0 MSA: 0 72M5:
EPP: 0 453A (C): 0 S72P:
ADT: 0 4255; 0 ]RR7RK-

2. TaxWise 1040 Wk#8 O 7tA MktO| Check of ™ =ICf (TaxPayer and Dependents)

Full Mkt Exm Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

SHERYL HESS @_____________
Taxpayer is under age 18 at beginning of month

Spouse is under age 18 at beginning of month @

KATIAHESS (=3 = =4 =4 0 4d v = dZ = = - -

Dependent one is under age 18 at beginning of month Y ¥ ¥ ¥ ¥ v ¥ ¥ ¥ ¥ ¥ ¢

KIAN HESS « v 0 0 0 0 © 8 0 8 8 6 9 0 08

Dependent two is under age 18 at beginning of month Yy ¥ ¥ ¥ ¥ w ¥ ¥ ¥ ¥ ¥ ¢
b

Dependent three is under age 18 at beginning of month
Dependentfourisunderage1Batbeginningofmonth_ ~  © 0 0 DB o BB @ B o o

Dependent five is under age 18 at beginning of month

4

Dependent six is under age 18 at beginning of month

— T —




Case #2
18 LWL ACAR™E =S 71X Y= B2

|
3. Left side Form Menu0i| Form 8962 (Premium Tax Credit) A 2 4 ZICt

[TIPs] O| & 0f 2 &= (Penalty)= 8Lt

4. Form 8962 Part , Line 40| other 48 states and DCOf| 7| & tLC}

Part1: Annual and Monthly Contribution Amount

1 Family size 3 - —
2a Modified AGI 51204 7| Cél ol-DI_:|’ ii:]_% Ol
b Enter total of your dependents' modified AGI 0
3 Household income 51294 xl'% 2 E “5” —_
4  Federal poverty line - check the appropriate box for the state you resided in. If
you moved during 2014 and you lived in Alaska and / or Hawaii, or if filing jointly “8 b”77 |- Xl xI-E @) E
and you and your spouse lived in different states, check all of the boxes that apply. o —
The table that results in the highest income will be used. 7:” A |' _C')_l- L__l-
) Alaska ) Hawaii L) Other 48 states and DC 0 -
5 Household income as a percentage of Federal poverty line 0%

6 Isthe result on line 5 less than or equal to 400%7 See instructions if result is
less than 100%.
Yes. Continue to line 7.
¥ No. You are not eligible to receive the PTC. If you received advance payment
of PTC, skip lines 7 and § and go to line 9. If you did not receive any
advance payment of PTC, stop here.
If the percentage on line 5 is less than 100%, did the taxpayer

qualify for the PTC under the requirements in the instructions? L Yes. L No.
7 Applicable figure from the table in the instructions 0.0000
8a Annual contribution for health care - multiply line 3 by line 7 0

b Monthly contribution for health care - divide line 8a by 12 0




Case #2
18 LWL ACAR™E =S 71X Y= B2

|
5. Form 8962 Part 2, Line 9, 10 A& = M| A} 20| &A Yes / NoE 7| 2 SHC}

Part 2: Premium Tax Credit Claim and Reconciliation of Advance Payment of Premium
Tax Credit

9 Did you share a policy with another taxpayer or get married during the year and want to use the
alternative calculation? (see instructions)
L Yes. Skip to Part 4, Share Policy Allocation, or Part 5, Alternative Calculation for Year
of Marriage
_ No. Continue to line 10.
10 Do all Forms 1095-A for your tax household include coverage for January through December with

no changes in monthly amounts shown in lines 21 - 32, columns A and B?
es. Continue to line 11. Compute your annual PTC. Skip lines 12 - 23 and continue to line 24.
~ No. Continue to lines 12 - 23. Compute your monthly PTC and continue to line 24.

[TIPs]



20

Case #2

1E L ACAEE = 71X = E %R

6. From 1095-A Part Il 2| Line 33 ‘A’ 2} ‘B’ ==A}= Form 8962 Part 2, Line 10

(Annual Calculation) ‘A’ and ‘B0l 7| 2. ‘C'= AtS2 2 4o &

A0 Household Information

Fa

22 Fabrusry

23

2]

For Privacy Act and Paperwork Reduction Act K

Month

Januany

March

Annual Totals

A Monthly Premium Amouwnt

B. Monthiy Premium Amount of Second]
Lowest Cost Siver Plan (SLCSP)

325.00 300.00
325.00 300,00
325.00 300.00
325.00 300.00¢
325.00 300.00
325.00 300.00
325.00 300.00¢
325.00 300.00
325.00 300.00
325.00 300.00/
325.00 300.00
3.800.00 3.600.004

oy -
------—----_——‘

C. Monifily Advance Payment of
Premium Tax Cradt

?_D.DD.
ZD.DD.
ED.DD.
ZD.DD.
ZD.DD.
ZD.DD.
ZD.DD.
ZD.DD.
ZD.DD.
ZD.EID.
ED.DD.
ED.DD.

240.00

030 Farm 1095—&|::|1{.'

"

Annual Calculation

Annual
totals

Monthly Calculation

-

L

A Premium B Annual C Annual
amount premium contribution
Form 1095-A amount of amount
line 33A SLCSF Line 8A
Form 1095-A
line 33B
- 5
3900 3600T [ 4324
A "
A Monthly lMontth C Monthly
premium y  premium contribution
amount ¢ | amount of amount
Form 1098A SLCSP Line 8B or
lings"21 - Form 1095-A alternative
éf,column A lines 21 - marriage
32, column B contribution

D Annual
maximum
premium
assistance

-~ 7

D Monthly
maximum
premium
assistance

E Anni
premi
tay

crec
allow

E Mont
premi
tay

crec
allow



Case #2
1E Ll ACAEE E 71X| 1

|
6.1 22 Form 8962 Line 2601 ==X} (Credit)7} QUACHH

690 L}EFECE.

7
28
29

Ol
AR

=72

., O] =X}7} Form 1040 Line

April 0 0 0 o 1] 0
May 0 0 0 0 0 0
June 0 0 ] 0 1] 0
July 0 0 0 0 0 0
e 2 ; : - g g 63 Totaltax. Add lines 56 through 62
October 0 0 o 0 1] 0
Mov 0 0 o 0 [1] V]
Dec 0 0 0 0 0 0 Payments
Total premium tax credit 3600 64  Federal income tax withheld 2622
[ 25 et promuen ax st TR Enter Federal withholding from 1099 (10998, etc) 0
65 2014 estimated tax payments and amount applied from 2013 retumn 0
Part3:  Repayment of Advance Payment of the P"’-‘I““"‘ Tax Credit If estimated tax was paid in joint names and you are now divorced,
Excess advance payment of PTC I 0 enterex-spouse’'s SSN: ~and check here
Repayment limitation - e e e e e e GG BT RO Hediee - - - - No: & 0
Excess advance payment premium tax credit repayment o b Nontaxable combat pay election I 0
87  Additional child tax credlt Schedule 8812 | 0
it Form ARRR 0]
l 69 Met :remium tax credit. Form 8962 3600
70  Amount paid with request for extension of time to file 0
71 Excess social security and tier 1 RRTA tax withheld 0
72  Credit for Federal tax on fuels. Form 4136 0
73 Credits from Form
2439 PReserved Reserved 0
|.R.C. Section 1341 credit 0
From Form 8689 0

74  Total payments.  Addlines 64, 65, 66a and 67 through 73

12581

6222



Case #3
19 YL} R EHACAEEO| Q= AL

FRRIZE 5|5 e ACAS 14 LU H3| B O8R| Qe A0

1. 1040 Line#610{| 7t A Full-year coverage Box0|| Check Markot™ 9t=ICf

Other Taxes

57 Self-employment tax . Form 4029 | Form 4381 | Exempt Notary
58  Social security \ Medicare tax from . Form 4137 L Form 8919 _ RRTA
59  Additional tax on IRAs, other qualified retirement plans, etc
60a Household employment taxes. Schedule H

b First-time homebuyer credit repayment. Form 5405
61  Health care: individual responsibility Full-year coverage
62 Taxes from Form 8959 Form 8960

2. TaxWise 1040 Wk#8 O 7t A Jan-DecO|| Check St =l Ch(TaxPayer & Dependents)

Full Mkt Exm Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

SHERYL Employee HESS S R < B - R R R R
Taxpayer is under age 18 at beginning of month
Spouse is under age 18 at beginning of month
KATIA HESS g g g ¥ ¥ 5] 4] i) =48 S48 T4}
Dependent one is under age 18 at beginning of month 4 Y & ¥ & 4 e £ L
KIAN HESS |5} = . Ld o =] L) ¥ = ¥ W
) o o o s

Dependent two is under age 18 at beginning of month o ¥ ) L

Dependent three is under age 18 at beginning of month_



Case #3

14 LY I EACAEEO| Ol

A Al E O -5
2. Wk#80|| 7IE =, +=RS52 AtS2 = A LHoHC}
Jan Feb Mar Apr May Jun
1 Total number of boxes
checked per month,
maximum of 5 3 3 5 3 3 3

10
1

12
13
14

Total number of boxes
checked per month for
individuals 18 or over 1 1 1 1 1 1
One-half the number of

boxes checked per month for

individuals under 18 1 1 1 1 1 1
Add lines 3 and 4 for

each month 2 2 2 2 2 2
Multiply line 4 by $95 for each

month, maximum of $285 180 190 190 190 190 190

Sum of the number of boxes checked on line 1 above for the year
Household income

Enter the total modified AGI for all dependents included in this return
Filing threshold

Subtract line 8 from line 7

Multiply line 9 by 1%

Is line 10 more than $2857

¥ Yes. Multiply line 10 by the number of months for which line 1 is more than zero.

No.  Amount calculated based on the flat dollar amount worksheet
Divide line 11 by 12
Multiply line 6 by $204
Smaller of line 12 or line 13

Jul

190

Aug

190

Sep

1980

Oct

190

190

AL

Dec

190

36
49257

13050
36207
362

4344
362
7344
362



"

Form 1040 Line 37(AGI)E £ 2
Filing threshold £ =2] 2CHEIAE 1 S0f
‘T'(AGI) — '8'(Tax Threshold) = Taxable Income
‘9’-Taxable Income x 1% = ‘H& AGI H

*10'0] $285 K C}

Yes 3™ '10-HIAGIH x 1270 (Full) = 543 3¢
12;711-3 5 E
13. ‘6’-jan-dec
14. 12’ 2t ‘13'0f| A

© © N o g B~ N

[
= o

IS

XEZF A AHEICEH (Max. $2852 1t

1

- L= L]

w

-~ @

10
1

12
13
14

A
olC

Total number of boxes
checked per month,

Total number of boxes
checked per month for
individuals 18 or over
One-half the number of
boxes checked per month for
individuals under 18

Add lines 3 and 4 for

Multiply line 4 by $95 for each
month, maximum of $285

Subtract line 8 from line 7

Multiply line 9 by 1%

Is line 10 more than $2857

Multiply line 10 by the number of months for which ling 1 is more than zero.
Amount calculated based on the flat dollar amount worksheet

Divide line 11 by 12

Multiply line & by $204

Smaller of line 12 or line 13

y

2

180

Sum of the number of boxes checked on line 1 above for the year

Enter the total modified AGI for all dependents included in this return



Case #3
19 YL} R EHACAEEO| Q= AL

|
3. WK#8 Shared Responsibility Payment Worksheet 0| M Line No#142| £} 0|

1040 Line# 61 (Health Care: Individual responsibility) Ol At&2 2 LIEFFCE,

BHH A e 9 Subtract line & from line? 207 |
( = -” |:|) 10 Multiply line 9 by 1% a8z

11 |5 line 10 more than $2857
* Yes. Multiply line 10 by the number of months for which line 1 is more than zero.

Mo.  Amount calculated based on the flat dollar amount worksheet 4344
12 Divide line 11 by 12 382
13 Multiply line & by 3204 pid
14 Smaller of line 12 or line 13
]
Other Taxes 1
57 Self-employment tax L Form 4029 | Form 4361 | Exempt Notary IE
58 Social security \ Medicare tax from L Form4137 L Form 8919 L RRTA b
59 Additional tax on IRAs, other qualified retirement plans, etc b
60a Household employment taxes. Schedule H b
b First-time homebuyer credit repayment. Form 5405 .
61 Health care: individual responsibility Full-year coverage: B 362
62 Taxes from Form 8959 Form 8960
uT: 0 MSA: 0 72M5: 0 |
EPP: 0 453A (C): 0 S72P: 0 |
ADT: 0 4255: 0 8828: 0 1
IECR: 0 8834: 0 8866: 0 I
MEDMSA: 0 8697: 0 8611: 0 :
ECCFR: 0 HSA: 0 NQDC: 0 I
453 (1) 3: 0 1260 (B): 0 FITPP: 0 1
HDHP: 0 AMVCR: 0 Cobra: 0 1
8936: 0 1
Form 8693 attached for Form 8611. Enter date approved: v
Write-in: 0 o
63 Total tax. Add lines 56 through 62 362_




Case#1-1
q BHao| 1 LU 71X QAL

2{Lt 2=210] FPL 100-400%(ACA SHEHXH

|
1. Ch3Q| =¢0| 2 & oHESHH
1. ACA(CoveredCA)= 7tX| 11 QICt
2. AZISFHE™H WX = HAMAO[C

3. Of=AlIHX} S AICE

=T MIXHZt Premium Tax Credit CH 28 XFO|TH, Form 89625 2t/ 2t 5 OF ot

CESE Form 1040 Line 610 Full®| Check mark S{ OFSHC}



Case#1-1

2L}

Us 8962 Fremium Tax Credit 2014

Name: SHERYL HESS SSN:  051-09-6062

Check here if applying for relief (see instructions)

Part1: Annual and Monthly Contribution Amount

1 Family size 3

2a Medified AGI 51204
b Enter total of your dependents’ modified AGI 0

3 Household income 51204

4  Federal poverty line - check the appropriate box for the state you resided in. If
you moved during 2014 and you lived in Alaska and / or Hawaii, or if filing jointly
and you and your spouse lived in different states, check all of the boxes that apply.
The table that results in the highest income will be used.
Alaska Hawaii Other 48 states and DC 0
5 Househn!d |ncome asa percenlage of Federal poverty line 0 %
6 Is the result on line 5 less than or equal to 400%7? See instructions if result is
less than 100%.
Yes. Continue to line 7.
# Mo.  You are not eligible to receive the PTC. If you received advance payment
of PTC, skip lines 7 and 8 and g0 to line 9. If you did not receive any

T Appllcable rgure from the table |n the lnstructlnns 0.0000

8a Annual contribution for health care - multiply line 3 by line 7
b Monthly contribution for health care - divide line 8a by 12

Part2: Premium Tax Credit Claim and Reconciliation of Advance Payment of Premium

10

Tax Credit

Did you share a policy with another taxpayer or get married during the year and want to use the
alternative calculation? (see instructions)
_ Yes.  Skip to Part 4, Share Policy Allocation, or Part 5, Alternative Calculation for Year
of Marriage

No. Continue to line 10.
Do all Forms 1095-A for your tax househeld include coverage for January through December with
no changes in monthly amounts shown in lines 21 - 32, columns A and B?

Yes. Continue to line 11. Compute your annual PTC. Skip lines 12 - 23 and continue to line 24.
" No. Continue to lines 12 - 23. Compute your monthly PTC and continue to line 24.

Annual Calculation

A Premium B Annual C  Annual D Annual E Annual F Annual
amount premium contribution maximum premium advance
Form 1095-A | amount of amount premium tax payment of
line 33A SLCSP Line 8A assistance credit PTC
Form 1085-A allowed Form 1085-A
line 338 line 33C

HAHO0| 13 LYY 7HX| 0 LU }ALCH
2=210| FPL 100-400%(ACA sl 2X})

totals 0 0
Monthly Calculation
A Monthly B Monthly
premium premium
amount amount of
Form 1095-A | SLCSP
lines 21 -  Form 1095-A
32, columnA | lines21-
32, column B
12 January 0 0
13 February 0 0
14 March 0 0
15 April 0 0
16  May 0 0
17 June 0 0
18 July 0 0
19 August 0 0
20 Sept 0 0
21 October 0 0
22 Nov 0 0
23 Dec 0 0
24 Total premium tax credit
25 Advance payment of PTC
26 Net premium tax credit
Part 3:

27  Excess advance payment of PTC

28

29  Excess advance payment premium tax credit repayment

Repayment limitation

C Monthly
contribution

amount
Line 8B or
alternative
marriage
contribution

clolololocloloolecla aole

D Monthly
maximum
premium

assistance

Repayment of Advance Payment of the Premium Tax Credit

clolololoclolaolclo ola

E Monthly
premium
tax
credit
allowed

o olo oo oloo oo oo

F Monthly
advance
payment of
PTC
Form 1095-A
lines 21 -
32, column C

olololololololololololo

o



Case#l-1
HA0| 19 L 7FX| 0 UL}
q d2{Lt = 0] FPL 100-400%(ACA Sl =X

Taxpayer is not eligible for the Premium Tax Credit. Indicate on the tax return
that taxpayer had insurance all year (F1040, line 61). Complete the tax return
following normal procedures.

(If advance credit payments were made for the taxpayer or a member of
the taxpayer’s family, use Form 8962 and instructions to reconcile.)



Case#?2
HIo| 18 LW = BF

1. 1040 Wk#8 Shared Responsibility PaymentE O| &3l Al Form 8965
25, AL 250] Form 1040 Line 610f| LIEFLFCE,

ovE N 1845078

o 8969 Health Coverage Exemptions 2014
it - Attach to Form 1040, Form 10404, or Form 10402

tee Revere Serice ¥ Information about e 75

T Ve st vy e

Complete this form if you have a Marketplace-granted coverage exemption or you are claiming a coverage exemption
on your return.

d Coverage for Tfyou and/or a member of your tax household
have an exem Eranled by the Marketplace, complete Part |
o <
Name of ndvidust ssn Exemption Certiicate Nurmber

1

2

3

4

s

s
IO Coverage fons for Your Claimed on Your Return:

7a Are you claiming an exemption becausa your household income is below the fiing threshold?. . . . . . [] Yes []No

Are you claiming a hardship axemption becauss your gross income is below the filng threshold? .. Yes [ No

ey Coverage Exomptions for Individuals Claimed on Your Return: If you and/or a menber of your tax

household are claiming an exemption on your return, complete Part Il

a b e | t|g|n|i|i|k|1|m|n
5 Exemption | Ful
Name of Individusl ssn - it | asn | eb [ war | nor | may |sune | auy | Avg |sept | oet

o
Now | Dec

13
For Privacy Act and Paperwork Reduction Act Notice, see your tax retum instructions. Cat. e 377BTG. Form 8965 (2012)




Case#3
q HHO| IUSH HEHOR Y= HL

1. M A7t Premium Tax Credit(PTC) CHAAFO|H, Form 8962 €& A5
PTCE #4510, 0T Advance Credit paymentS & A5t}

2. Y MIXt7} Shared Responsibility Payment S H2tsHA 243, Form
896501 2| A 7| +tetLy.
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