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Important 2015 Tax Information

Check your mailbox in  
March for your Form 1095-B: 
Health Coverage!



Thank you for choosing Health Net in 2015! 
Health Net will mail your Form 1095-B: Health 
Coverage – by the end of March. 

Form 1095-B shows your 2015 health coverage 
This form is a record that you and any covered 
dependents had health coverage during 2015, 
which is now required by the Affordable Care Act. 

Save the Form 1095-B for your reference.  
You may file your taxes without this form.  
Health Net sends the information on your  
Form 1095-B to the Internal Revenue Service. 

Ask your tax professional any questions  
about tax implications or filing.

Questions?   
• See the Q&A at:  

www.healthnet.com/form1095-B 
• Give us a call at 1-800-522-0088 (TTY: 711). 
• If you enrolled through Covered California 

for Small Business, please call 1-888-926-5133.

We are your Health Net.TM

Health Net HMO and HSP health plans are offered by Health Net of California, Inc. Health Net PPO and EPO insurance plans are underwritten by 
Health Net Life Insurance Company. Health Net of California, Inc. and Health Net Life Insurance Company are subsidiaries of Health Net, Inc.  
Health Net is a registered service mark of Health Net, Inc. Covered California is a registered trademark of the State of California. All rights reserved.
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Tax time tip from Health Net of California, Inc.  
and Health Net Life Insurance Company (Health Net)

Form 1095-B

2015

Department of the Treasury  Internal Revenue Service
Health Coverage

 Information about Form 1095-B and its separate instructions is at www.irs.gov/form1095b.

OMB No. 1545-2252

560115VOID

CORRECTED

Part I   Responsible Individual1    Name of responsible individual

2   Social security number (SSN) 3   Date of birth (If SSN is not available)

4   Street address (including apartment no.)
5    City or town

6    State or province
7    Country and ZIP or foreign postal code9    Small Business Health Options Program (SHOP) Marketplace identifier, if applicable

Part II   Employer Sponsored Coverage (see instructions)
10    Employer name

11    Employer identification number (EIN)

12   Street address (including room or suite no.)
13    City or town

14    State or province
15    Country and ZIP or foreign postal code

Part III   Issuer or Other Coverage Provider (see instructions)
16    Name

17    Employer identification number (EIN) 18    Contact telephone number

19   Street address (including room or suite no.)
20    City or town

21    State or province
22    Country and ZIP or foreign postal code

Part IV   Covered Individuals (Enter the information for each covered individual(s).)
(a) Name of covered individual(s)

(b) SSN (c) DOB (If SSN is not 
available)

(d) Covered 
all 12 months (e) Months of coverage
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For Privacy Act and Paperwork Reduction Act Notice, see separate instructions.

Cat. No. 60704B

Form 1095-B (2015)

8   Enter letter identifying Origin of the Policy (see instructions for codes): . . . . . .

Your Form 1095-B  
and 2015 health coverage


