Covered California
‘m’ PO BOX 989725

COVERED West Sacramento, CA 95798-9725

COVERED

Your destination for affordable
healthcare, including Medi-Cal

{FIRST_NAME} {LAST_NAME}
{ADDRESS_LINE1}
{ADDRESS_LINE2}

{CITY}, {STATE_CD (FK)} {ZIPCODE}

Your state tax form for {Tax Year}

{CURRENT_DATE} Case: {AHBX_CASE_ID}

Dear {FIRST_NAME} {LAST_NAME},

Form FTB 3895, California Health Insurance Marketplace Statement, is on the next page of
this letter. You need this form to file your California income tax return with the Franchise Tax

Board (FTB). It will allow you to report the right amount of California premium subsidy. It will also
show proof of coverage for {Tax Year}.

IMPORTANT: You will get two
If you got California premium subsidy or want to claim tax forms this year.
it now, you must:

This letter is about your state

File a state tax return. You must file even if you
) Sae y tax form (Form FTB 3895).

don’t usually file a state tax return or have not filed

in the past. We will send you a federal tax

form (IRS Form 1095-A) in a
separate envelope before
January 31. You will need it to
file your federal taxes.

e Use your Form FTB 3895 to fill out form FTB 3849,
Premium Assistance Subsidy. Attach Form FTB
3849 to your state tax return to report the California
premium subsidy amount you got each month.

Note: If you are married or have a Registered Domestic Partner, you may be required
to file your taxes as Married Filing Jointly. Certain exceptions apply for special
circumstances. If you have questions about your tax filing status, talk to your tax
preparer.
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Need a digital copy? Log in to your CoveredCA.com account and go to “Documents and
Correspondence” or “Secure Mailbox.” Look for “{Tax Year} California Tax Form (3895) —
Original.” If you do not have an online account, call Covered California first for an access code.

Help with taxes
Covered California may be able to answer questions but cannot give tax advice. For help with
your taxes:

e Talk to your tax adviser.

e Contact Volunteer Income Tax Assistance (VITA). VITA generally serves people
who make $56,000 or less per year, persons with disabilities, the elderly and limited
English-speaking taxpayers. To find help near you:

o Go online: https://irs.treasury.qov/freetaxprep/
o Call: 1-800-906-9887

e Visit the Franchise Tax Board’s website at FTB.ca.gov. You can learn more about filing
your state tax return, the California premium subsidy and the California Individual Shared
Responsibility Penalty.

Questions? Please read our Frequently Asked Questions after your tax form. If you have a
different question or think there is a mistake on your form:

e Go online: CoveredCA.com/3895
e Call Covered California: 1-800-300-1506 (TTY: 1-888-889-4500). You can call Monday
through Friday 8 a.m. to 6 p.m.

Remember: You will get two tax forms this year. Your letters may be mailed days or weeks
apart in separate envelopes. Please wait until after January 31 to report a missing form.

Thank you,

Covered California

This notice was sent to you in compliance with Section 61005 of the Revenue and Taxation Code.
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2020 Recipient Instructions for Form FTB 3895

California Health Insurance M lace Statement

What's New

Specific Instructions

Minimum Essential Coverage Individwal Mandate — For taxable years

baginning on or after Jarwary 1, 2020, Czlifornia requires residants and their

dapandents to abtain and maintain monthly qualified health cars coverage.

Individuatz who fail to maintzin qualifying health care coverage for any

maonih during taxable year 2020, may ows 2 penaity unless they qualify for

an expmption. For more informaticn, get the following new heelth care forms

and instructions:

*  Fprm FTB 3848, Premium Assistancs Subsidy

* Form FTB 3853, Health Coverage Exsmptions and Individual Shared
Azzponsibility Penalty

* Form FTH 3895, Calffornia Haalth Insurance Marketplace Statement

* Publication 38434, Pramium Assiztanca Subsidy (PAS)

* Publication 38958, Czlifornia Instructions for Filing Federal Forms 1084-E
and 1085-8

* Publication 3895, California Instructions for Filing Federal Formes 1084-C
and 1085-C

General Information

You received form FTE 3885, California Health Insurance Marketplace
Statement becauss you ar a family member enrolled in 2 qualified health

plan through tha Califomia Health Inzsurancs [Marketplaca).
The ferm “Markstplace™ refers to the California state Markstplace, Coverad
California. This form FTE 3885 provides information you need to complete
form FTB 3849, Premium Assistance Subsidy (FAS). You must complate
form FTB 3849 and file it with your tax retwm (Foom 540, Form S40MA, or
Farm 540 2EZ) if any amaunt othar than zero iz shown in Part |, column

(], of this form FTE 3895 [meaning that you recaived financial help through
advance payments of tha premium assistance subsidy (ko called advance
subsidy payments]) or if you want to taks the premium assiztance subsidy.
[f ywou recarved the pramium assistanca subsidy, you ars requirsd fo file a tax
return regardlzss of California’s income tax filing threshalds. The Marketplzcs
has alzo reporied the informatian on this form to the Franchiss Tax Board
{FTB). i you or your family members enrolled at the in mare
than one qualified heatih plan poficy, you will recsive a form FTE 3585 for
sach palicy. Check the information on this form carsfully. Please contact
your Markstplacs if you have guestions concerning its accuracy. If you or
your family members ware enrollad in 2 Marketplacs catastrophic health plan
or saparate dental policy, you ars not entifled to take & premium essistance
subsidy for this coveraga whan you fila your tzx return, even if you recaived &
form FTB 3885 for thiz coverage.

Far information about health coverage options and financizl help, go fo
coveredea. com. For information about the panalty for not having gualifying
haalth coverags, go fo ftb.ca.gowhealtimandate.

VOID box. I the “WOID" bax is checked a the top of the form, you previously
recaived a form FTE 3805 for the policy described in the racipient information
gaction. That form FTB 3805 was zant in emor. You should not hawe recsived
8 form FTB 3695 for this policy. Do not uss the information on this ar the
previously recefved form FTB 3855 to determine your premium assistancs
subsidy on form FTE 3848,

CORRECTED bex. [f the “CORRECTED™ box iz checked at the top of the

form, use the information on this form FTE 3895 to detsrmine your pramium
asgistance subsidy and reconcile any advance subsidy peyments on form FTE
3845 Do met uze the information on the ariginal form FTE 3895 you racaived
for this policy.

Recipient Information

Thiz zaction reports information about you, the insurancs company that
izzuad your policy, and the Markstplacs where you enrolled in the covarage.
Recipient’s name — You are the recipiant bacause you are the parson the
Markstplace identified at enrolment who i expectsd to file a tax return and
who, if qualified. would take the pramium assistance subsidy for the year of
COVErAge.

Recipient’s 55M - Thiz is your sociz] security number. For your profection,
thiz form may show only the last four digits. Howsver, the Marketplaca has
reportad your complsta social zacurity numbar o the FTB.

Recipient’s date of birth - Thiz iz your data of birth.

Spouze’s name/35H/date of birth — Information sbout your spouse will be
antared only if you and your spouss wera anrolisd in the same palicy.
Address/City/State/ZIP eade — Your address is entered on thesa lines.
Marketplaes idemtifier — Thiz line idantfies Californiz 2= the state whars you
enrolled for coveraga.

Marketplacs-assigned palicy number — This ling is the policy number
azzigned by the fo identify the palicy in which you anrollad. If
you ara completing Part [V of form FTB 3848, entar this number on fina 30,
31,32, or 33 column (2).

Poliey izzuer's name — Thiz iz the name of the insurancs company that
iszund your policy.

Policy starttarminafion daie - These are the staring and ending dafss of
tha policy.

Repayment cap may not apply — I this box iz checked and you received

advance paymant of the premium assistance subsidy, get form FTB 3840 for
instuctions.

Part | - Covered Individuals

Line 1 through Lina 5 — Part | report= information zbout each individual
who iz coversd under your policy. This information includss the name, zocial
sacurity number, date of birth, and the starting and ending dates of coverage
for sach coverad individual.

If advance subsidy peyments are made, the only indivduals listed on

form FTB 3885 will be thoss whom you cartified to the Markstplacs would

ba in your applicable housshold for the year of coverags (yourzaff, zpousa,
and dependentz). If you certified to the Marketplacs at enrollment that one or
mare of the individuals who enrolled in the plan are not individuals who would
b in your applicable housshold for the year of coverage, thoss individuzls
will niot be listed on your form FTE 3885, For example, if you indicated 1o the
Marietplacs at enrolimant that an individual enrolling in the policy is your
=dutt child wha will not be your depandent for the yeer of coverage, that adult
child will recaive 2 saparate form FTE 3835 and will not be listed in Part | on
your form FTB 3895,

If advance subsidy paymants zre mads and you cartify that ana ar mors
enrolled individualz are not individuals who would bs in your applicshle
housshold for the year of coverage, your form FTE 3895 will includs coverage
informetion in Part |l that i applicable salsly fo the individuals listed on your
form FTE 3835, and saparately isswsd forms FT8 3895 will include coverage
informetion, induding dallar amounts, applicabls to thase individuals notin
your zpplicable howsshold.

If advance subsidy peyments wars not made and you did nof idantify at
anrollmant the individuals who would ba in your applicsbls housshold for the
year of coverage, form FTE 3835 will list 2l anrodlad individuals in Part | on
your form FTB 3895,

If thara are more than 5 individusts covered by a poficy, you will racsive ona
or mors additional farma FTE 3885 that continue Part 1.
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Part Il - Coverage Information

Lime B through Lima 18 — Part || raports information sbout your insurance
covarage that you will nesd tv complete form FTE 3849 fo reconcils
advancs subsidy payments or to izks the premium assistance subsidy
wihian you fila your tax return. The Marketplace will report the amountz in
calumns (2], (o), and {c) o line & through Line 17 for szch month and engsr
the toizlz on lina 13. Uss this information to completa form FTB 3843, ine 11
or lines 12 through line 23

Column (a). This column i the momthly premiums fior the plan in which
you or fzmily membars were enrolled, including premiums that you paid

and premiums that were p=id through advance payments of the pramium
assistance subsidy. f you or 2 family member enrclled in 2 separsts dantsl
plan with pediztric benefis, this column indudes the portion of the dental
plan pramiums for the pedistric banafits. if your plan covered benefits that
are not essantial health bensfits, such as adult denal or vision benefits, the
amount in this column will be reducad by the premiume for the nons=zential
benefits. If the policy was terminated by your insurance company dus to
nonpayment of premiums for ans or more months, then a-0- will appear

in this column for these months regardless of whether advance subsidy
paymants wars made for thess manthz.

Calumn (b). Thiz column & the monthly premium for the second lowest cost
sitver plan (SLCEF) that the Markstplaca has determined appliss to members of
yaur fzmily anraled in £ha coverage. The applicabls SLCSP premium is uzed o
computs your monthiy advance subsidy payments and the premium assiztance
subaidy you take on your i2x retum. Sea the instrucSons for form FTE 3848,
Part I, on how fo usa the information in this column or how fo completa form
FTE 3848 if there i= mo information antered. | tha policy was terminated by your
inzurance compary dus fo nonpayment of premiums for ane or mare manths,
then 2 -0- will zppear in this column for the months, regardless of whether
ardvanca subsidy payments wers mads for these monthe.

Colwmn {e). This column iz the monthly amaunt of advanca subsidy
paymeants that were mada to your insurance company on your behal

fo pay for part of the premiums for your coverags. If this is the only

colurnn in Part |l that is filled in with an amaunt other than zsro for a

manth, it means your palicy wes terminated by your insurance compary

due to nonpaymant of premiums, and you are not entitled 1o take the
premium assistance subsidy for e month when wou fila your fx

refurn. You sl must reconcile tha entire advance subsidy paymant

that was paid on your behalf for thal month using form FTB 3849, No informaton
will bz antzred in thiz column if no advance subsidy payments were mate.

Page 2 FTE 3835 Recipient Instructions (Mew 20:20)
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Frequently Asked Questions

Q: What is the California premium subsidy?

A: Beginning in 2020, Covered California offered a new type of financial help. The California
premium subsidy lowers the premium (monthly cost) of a qualified health plan through
Covered California. Covered California uses the information on your application to decide if
you qualify.

Q: How does taking the California premium subsidy in advance (during the year) impact
my taxes?

A: When you file state taxes at the end of the year, the Franchise Tax Board uses the final
income and family size that you report on your state tax return to determine the amount of
subsidy you were entitled to for the tax year. Based on your specific situation, you may have
to pay back some or all of the subsidy you got during the year. Or you may qualify for
more subsidy and get the rest as a refund. If you owe other state taxes, your unused subsidy
may lower the amount you owe.

To help avoid having to pay back California premium subsidy next year, report any changes
in income, family size, or eligibility for other health coverage, such as Medicare, Medi-Cal, or
employer coverage to Covered California right away.

Q: Why am | getting Form FTB 38957

A: We send Form FTB 3895 to everyone who got health insurance through Covered California
in {Tax Year}. You need this form to file your state taxes. We also send Form FTB 3895 to
the Franchise Tax Board. It shows:

e Who was enrolled and how many months they had health insurance
e How much was paid in monthly premiums
e How much California premium subsidy was paid to the health insurance company

Q: Why did | get more than one Form FTB 38957

A: This could happen if members of your household were enrolled in different health plans. This
could also happen if someone changed health plans or benefit levels during the year, such
as changing from a Silver to a Gold plan.

Q: How do |l use Form FTB 3895 to file my state taxes?

A: Use your Form FTB 3895 to fill out Form FTB 3849, Premium Assistance Subsidy. You
must file this with your state tax return. You can get a blank copy on the Franchise Tax
Board’s website at www.ftb.ca.gov/forms/index.html. Your tax preparer or online tax service
should also have the form.

Q: Why is there a -0- in Part lll = Column A on my Form FTB 38957
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Q:

A:

If you did not pay your premium (monthly cost) and your health plan ended, then a -0- will
appear for each month you did not pay. This will happen even if you got the California
premium subsidy (Part 1ll — Column C) during those months.

My Form FTB 3895 says | did not get any California premium subsidy during the year.
Part Ill = Column C is blank or has all zeroes. Why?

This could happen if you did not apply for financial help or you did not qualify for the
premium subsidy when you first applied. For example, your income did not meet the
program rules, or you were eligible for other health insurance.

: Why do | need two different tax forms (Form FTB 3895 & IRS Form 1095-A) this year?

. Starting in tax year 2020, both state and federal financial help are available through Covered

California. These are reported on two different tax forms. Use Form FTB 3895 to report any
state financial help you got and show proof of coverage when you file California state taxes.
Use IRS Form 1095-A to report any federal financial help you got when you file federal taxes.

: Will | get atax form for a family member who had other health insurance?

You may get IRS Form 1095-B or 1095-C if someone in your household had health
insurance outside of Covered California. You can use these forms as proof of health
insurance when you file your state taxes.

Note: The Department of Health Care Services (DHCS) will send IRS Form 1095-B to
everyone who had Medi-Cal in {Tax Year}. You will get more than one form if some people in
your family had Medi-Cal and others had Covered California. If you have questions, visit the
DHCS website at http://dhcs.ca.gov/1095. Or call 1-844-253-0883.
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Section 1557 of the Patient Protection and Affordable Care Act (ACA)

Covered California complies with applicable federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, sex, gender identity
or sexual orientation. Covered California does not exclude people or treat them differently
because of race, color, national origin, age, disability, sex, gender identity or sexual
orientation.

Covered California provides free aids and services to people with disabilities to communicate
effectively with us, such as qualified sign language interpreters and written information in
other formats (large print, audio, accessible electronic formats and other formats). Covered
California also provides free language services to people whose primary language is not
English, such as qualified interpreters and information written in other languages.

If you need these services, contact the Civil Rights Coordinator at 1-916-228-8764 or by email
at CivilRights@covered.ca.gov.

If you believe that Covered California has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, sex, gender identity or
sexual orientation, you can file a grievance with the Civil Rights Coordinator.

You can file a grievance in the following ways:
Mail: Civil Rights Coordinator

P.O. Box 989725
West Sacramento, CA 95798-9725

Phone: 1-916-228-8764
Fax: 1-916-228-8909
Email: CivilRights@covered.ca.gov

You can also file a civil rights complaint with the Office for Civil Rights at the U.S. Department
of Health and Human Services.

Mail: U.S. Department of Health and Human Services
200 Independence Ave. SW, Room 509F, HHH Building
W ashington, DC 20201

Phone: 1-800-368-1019 or TTY: 1-800-537-7697
Online: Office for Civil Rights Complaint Portal at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available on

the U.S. Department of Health and Human Services Office for Civil Rights
website.
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Getting Help in a Language Other than English

IMPORTANT: Can you read this letter? You can call
1-800-300-1506 and ask for this letter translated to your
language or in another format such as large print. For TTY
call 1-888-889-4500 where you can also request this letter
in alternate format.
Espaiiol IMPORTANTE: ;Puede leer esta carta? Usted
puede llamar al 1-800-300-0213 y pedir esta carta
traducida en su idioma o en otro formato, como en letras
grandes. Para TTY, llame al 1-888-889-4500, donde
también puede pedir esta carta en algun formato diferente.
(Spanish)
FhO/SHE T BT  EREAS PRI 0 2 T LABCR
1-800-300-1533, %4 1&1. IR R BB BUE R
HAtkgzC (40 » KFERRA ) B(E 0 « 019 TTY AR aE
BN A - 1HECE 1-888-889-4500-
(Chinese)
Tiéng Viét QUAN TRONG: Quy vj c6 thé doc dugc buc thu
nay khdng? Quy vi c6 thé goi dién dén s6 1-800-652-9528
va yéu cau dugc dich buc thu nay sang ngén ngir ctia quy vi
hoac chuyén sang dinh dang khac nhu ban in khé 16n.
Ngudi dung TTY, hay goi s6 1-888-889-4500 quy vi cing
¢6 thé yéu cau dinh dang thay thé khac cho buc thu nay.
(Vietnamese)
gheto] T Quo] WA= ¢l 7 91k 27 1-800-738-9116
o Agtst A Wk o ‘il/lur"' e T Elow
5o gl TA) = © %334 2. TTY 1-888-889-4500 ol
Mol fA 9 vpE TS QAT = AFH L
(Korean)
Tagalog MAHALAGA: Makakabasa ka ba sa sulat na ito?
Maaari kang tumawag sa 1-800-983-8816 at humiling na
isalin ang sulat na ito sa iyong wika o sa iba pang format
katulad ng malalaking titik. Para sa TTY, tumawag sa
1-888-889-4500 kung saan maaari kang humiling ng
alternatibong format ng sulat na ito.
2 JLas¥l eliSig Sulasdl lia 36,3 liSs o Spla du =)
S5 dwa o dlia J) G e lhasd! 1ia Libs 1-800-826-6317
Lo wss &> 1-888-889-4500 _ Lol oSdls pall S S aso
(Arabic) .diliss dsoay Olhsdl lia _._u_‘., ol
Guikpbu YUrEYLNC E: Fnp Jupn™n bp Guipnwy
wyu bwdwyp: Fnp Ywpnn bp quiugqwiwptg
1-800-996-1009 L fuunpk|, np wju bwdwlp
pwpqdwidh &6 |Gqyny Yud 2tq wipdh dGy wy
duwywithny, ophtwly” funanpwinwn: TTY-h Awdwp
quugquwhwnbp 1-888-889-4500, nnunkin Ywpnn bp
uwl wypuunpwupwihu duwywhny futnpb| wju
uwdwlp: (Armenian)
menigi fig1S: HiNAYAMGHSGEais:msiniyis?
IAHAMGSIRIQYAINUE 1-800-906-8528
SR A 6jIAUATUAERIS MM ANIURIINNAYA
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UM S{BAYWIRIHIS) A SMHERINYEETY A0 TTY
SiIRiUAIUE 1-888-889-4500
fiuinagAAMeia A Eais: mspRiRis)a
msEhibiv (Khmer)
Pyccknin BAXKHAA UHOOPMALIUA: Bbl moxeTe
npPoYMTaTh 3T0 NUCbMO? Bbl MOXKETE NO3BOHUTL NO
TenedoHy 1-800-778-7695 v 3anpocuTb NONyYEHUE ITOTO
n1cbmMa, nepeseaeHHoro Ha Balw poaHow A3bIK, Unu
pacneyaTaHHoro KpynHbIM WpUGTOM. JIuLa o CHUKEHHbIM
CNYXOM MOTYT NO3BOHUTL Mo TenedpoHy 1-888-889-4500,
4T06bI 3aNPOCUTL 3TO NUCbMO B MHOM popmarte, (Russian)
ool b 45155 o Tuilatn |y 4ab Gal w55 oo LT Jpge wsld
lod 3l @ el 3ol &S uuS LolEs 3 03,5 Lulé 1-800-921-8879
Sy 035 Jluyl Ll dy Cudiyd Bg o Aile 5,505 Canyd 4o b 35 dan )5
oslos lon Gosb 3l 5 1,80 Lelz 1-888-889-4500 o,L.5 L TTY
Jhosl b 3 5,503 Can 3 s 4ol (ol &5 S Suwlss 3 W3 (o (wigeen
(Farsi) .25
Hmoob TSEEM CEEB: Koj nyeem puas tau tsab ntawv no?
Koj hu tau rau 1-800-771-2156 nug daim ntawv txais ua
yog koj cov lus los yog lwm hom xws lis tus ntawv loj. Hu
tau TTY ntawm 1-800-889-4500 ua koj thov hloov tau lwm
hom. (Hmong)
AEEYUl: &1 1Y U A UE T 8¢ 36 Tdl Bl 370 A 7
FATG FA & forg a1 a1 fife &t avg ot e Wy # v e
% f&17 1-800-300-1506 TR Fiel Feah 9 F dahd ¢ | TTY &
e 1-888-889-4500 X &t i STal 2119 26 Ud &l frdt 31
Y H YIS A 1 S0 FE g ¢ | (Hindi)
BE COXBERGTEHNTELTH ? FLDEEICHR
TNEXE, FRBAELEXFEEFNDERADOXEEZ CHE
DIFE. 1-800-300-1506 £ THEFES LT L. TTY DiF
1-888-889-4500 [ HBEL /2 EIFNIE, ZDhDR
DNEEVIJIAMTRTELTEET, (Japanese)
Hd3eYas: of 36 fon U39 & ua rae 3 3
1-800-300-1506 '3 % dd Ao J w3 fer U3g & mmyet
g feg ' fat I Aoy feg, i fa 23 ufde B¢t U waR 31
et et 1-888-889-4500 '3 a5 a3 fia fa 36T fem Usa
2 feamya gu feg rgy B¢t 853t & a9 AaR J1 (Punjabi)
ddey: aauasnIasuaasnsasuiléniols? Mamidoasds
AN snGasolaiues 1-800-300-1506
wwmn ITN(?]HU?HJL\HVI‘N1%311‘153)111]‘U€)\‘)ﬂ§u
uonmnuqmmm ansndesveliulanaviansaduitiilum uwm
audins maldudowdsuudassduvudasneslind wduvudu
VW aNHIN ;Jmwajw%aﬁﬂﬁsﬁmmﬂmm'\{u dwdvazvy TTY
aadasaaassldiwes 1-888-889-4500
d9naraInIaveaaviIneaY i luzduudn 9
léenuviaaciosns (Thai)



