é,.ﬂ\ Covered California
ijﬂg} 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 Number: {AHBX_ CASE_ID}

Dear {FIRST_NAME} {LAST_NAME},

Form FTB 3895, California Health Insurance Marketplace Statement
Your Form FTB 3895 is at the end of this letter. You need this form to file your California income
tax return with the Franchise Tax Board (FTB).

The form shows:

e Members of your household who were enrolled in a Covered California health plan in {Tax
Year}

e How much California premium subsidy you used during the year

If you got the California premium subsidy or want to claim it now, you must:

e File a state tax return. You must file even if you don’t usually file a state tax return or
have not filed in the past.

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

Note: If you are married or have a Registered Domestic Partner, you may be required to
file your taxes as Married Filing Jointly. There are some exceptions. If you have questions
about your tax filing status, talk to your tax preparer.
B
CalNOD62C_Tax Year I3 PG_#



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

e Talk to a tax adviser

e Contact the IRS Volunteer Income Tax Assistance (VITA) or the Tax Counseling for
the Elderly (TCE) programs for free tax help. VITA helps people who make $58,000
or less per year, persons with disabilities, and limited English-speaking taxpayers.
TCE helps people 60 years of age or older. To find free help near you:

o Go online to irs.treasury.gov/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.

If you need a digital copy

Log in to your account at CoveredCA.com. On the homepage, click “View {Tax Year} California
Tax Form 3895.” To create an online account, follow the instructions at
CoveredCA.com/create-account.

Questions?
Read the Frequently Asked Questions in this letter. If you have other questions or think there
is a mistake on your form:

e Go online to CoveredCA.com/3895
e Call Covered California, Monday — Friday, 8 a.m. to 6 p.m. at
{SERVICE_CENTER_PHONE} (TTY: 1-888-889-4500)

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.

E3E
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2021 Instructions for Form FTB 3895

California Health Insurance Marketplace Statement

General Information

Minimam Essential Coverage Individual Mandate - For taxadle years

beginning on or after January 1, 2020, California law requires residents and

their dependents 1o obtain and maintain minimum essential coverage (MEC),

#iso referred to as qualtying health care coverage. Individuals who fail to

maintain qualitying health care coverage for any month during the taxable

year will be subject 10 a penalty unless thay quality for an exemption. For

more information, get the followsng health care forms, instructions, and

publications:

* Form FTB 3849, Premium Assistance Subsidy

* Form FTB 3853, Health Coverage Exemptions and Individual Shared
Responsibility Penalty

* Form FTB 38935, Calfornia Health Insurance Marketplace Statement

* Publication 35494, Pramium Assistance Subsidy (PAS)

. :mmmwmammmmmmwmmtm

® Publcation 3895C, California Instructions for Fling Federal Forms 1094-C
and 1095-C

Purpose

Form FTB 3895 is used to report certain information to the Franchise Tax
Board (FTB) about individuals who enroll in a qualitied health plan through
the Califomia Health Insurance Marketplace (Marketplace). The term
“Markatplace” reders to the Callfornia state , also known as
Covered California. Form FTB 3895, is also furnished to individuals to allow
them 10 take the premium assistance subsidy, to reconcile any advanoed
premium assistance subsickes, and to file an accurate tax return.

The Markstplace must file form FTB 3895 1o report information on al
enroliments in qualified health plans in the indhedual market through the
Marketplace. Do not file a form FTB 3895 for a catastrophic health plan
or a separate dental pokcy (called a “stand-alone dental plan” in these
Instructions).

When To File

Fie the annual report with the FTB and furnish the statements to indiduals
on or before January 31, 2022, for coverage in calendar year 2021.

How To File

Electronic fling. You must submit the infarmation to the FTB electronicaly.
For more information, get FTB Fle Exchange System — Technical
Specifications (3885).

Statements to Individuals

Furnishing required information to the individual.

The Marketplace uses form FTB 3895 1o tumish the required statement 1o
recipients. A separate form FTB 3895 must be furnished for each polcy

and the information on the form FTB 3895 should relate only o that policy.
It two or more tax filers are enrolled in one policy, each tax filer receives a
statement reporting coverage of only the members of that tax fler's applicable
household (an applicable household may include the tax fler, the tax fler's
spouse I the tax filer is fing a joint return with their spouse, and the tax
filer's dependents). See the instructions for “Reciplent’s name™ for more
information about who is a recipient. Do not furnish a form FTB 3895 for a
catastrophic health plan or a stand-alone dental plan. See the instructions for
Part i, column (a).

On form FTB 3895 statements furnished 1o recipients, filers of form FTB 3895
may truncate the socil security number (SSN) of an individual receiving
coverage by showing only the kast four digits of the SSN and replacing the
first five digits with asterisis (%) or Xs. Truncation is not allowed on forms
filed with the FTB.

Statements must be furnished to recipients on paper by madl, unless a
recipient affirmatively consents to receive the statement in an elctronic

It madied, the statement must be sant 10 the recipient’s last known permanent
address, or if no parmanent address is known, 10 the recipient’s temporary
address.

Consent to furnish statement electronically.

The requirement to obtain atfirmative consent to furnish a statement
eectronically ensures that statements are sent electronically only to
Individuals who are able 10 access them. A recipient may provide thesr
consant on paper or lectronically, such as by email. If consent is provided
on paper, the recipient must rm the consent electronically. An electronic
statement may be furnished by email or by informing the recipient how

10 access the statement on the Marketplace website (for example, in the
recipient’s Marketplace account).

Specific Instructions

Recipient Information

name - Enter the name of the recipient of the statement. This
should be the person identified at enrollment as the tax fier (the person who
Is expactad to fde a tax return, 10 claim other applicabie housshoid members
23 dependents, and who, if qualified, would take the premium assistance
subsidy for the year of coverage for their applicadle household). If the tax
filer cannct be identified from the information provided at enroliment (for
eample, because no financial assistanc? was requested), enter the name of
the primary applicant for the coverage.
Recipient’s SSN - Enter the SSN for the recipient shown on the recipent’s
name line.
Recipient's date of birth - Enter the recipient's date of birth.
Spouse's name/SSN/date of birth — Enter information about the recipient’s
spouse, if enrolied under e same polcy. Enter this information even f the
advance subsidy payments were not made for the spouse’s coverage.
Address/City/State/ZIP code - Enter the reciplent's address.
Marketplace identifier - Enter Calfornia or abbreviation.
Marketplace-assigned policy number - Enter the number the Marketplace
assigned to the policy. Enter the full policy number.

Policy issver's name - Enter the name of the issuer of the policy.

Policy starl date — Enter the date that coverage under the policy started. If the
policy was in effect at the start of the year, enter 1/1/2021.

Policy termination date - Enter the date of termination If the policy was
terminated during the year. if the policy was in effect at the end of the year,
enter 12/31/2021.

Repayment cap may not apply - Check this box for indwviduals who indicate
a household income above 400% of the federal poverty line for the entire

year.

Part | - Covered Individuals

Enter on ine 1 through line 5 and columns (3) through (&) information for
each individual covered under the polcy, including the recipient and the
recipient’s spouse, If covered. If advance subsidy payments were not made
for any coverage under the policy and an appiicable household cannot be
Kentified, enter in Part | information for all coverad individuals. It advance
subsidy payments were made for the coverage of an apphcable household
can bz identitizd, enter in Pant | information only for covered Individuals
whom the tax fer cartified at enrollment would be a part of the tax fher's
apphcable household. information about indrvduals enrolied in the same
policy as the tax filer's appiicable household who are not members of that
applicable household, including children, must be reported on a s2parate
form FTB 3895.

For each kne, enter a date of birth in column (c) whenever availabie. if no
SSN is providad in column (b), a date of birth must be providad. Enter

in column (d) the date the coverage started for the individual. Enter in
column (e) the date of termination If the indivdual's was termenated
during the year If the coverage was in effect at the end of the year, enter
12/31/2021.

If there are more than 5 covered indrviduals, complete one or more additional
forms FTB 3895, Part L.

[=] % [=]
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Part Il - Coverage Information

Enter information in Part |1, ne 6 through Bne 17, for each month of
coverae. This information is determined on a monthly basis and may change
during the year If there is a chanpe in enroliment or otheér circumstances that
affect elgibdity for, or the amount of, the premium assistance subsidy. Total
the amounts on line 6 through line 17 and enter on kne 18.

lhl-l[a).inurmw enroliment premiums for the policy in

the covered indiiduals Include only the premiums allocable
mmmmnnmwummmm
aone dental plan, include the portion of the premiums for the stand-alone
dental plan that is alocable to padiatric dental coverage in the total monthly
enroliment premiums. If more than one form FTB 3895 is fled for coverage
of the recipient’s applicable household for the same months because, for
example, an applicable houszhold member enrolled in a separate policy,
Inciude the portion of the premium for padiatnic dental mnthe
amount in column (a) on only one form FTB 3895. If more than one tax fler
Is enrolled in a policy, report on each tax filer's form FTB 3895 only those
enroliment premiums allocated to that tax filer

It a policy is terminated by an issuer for nonpayment of premiums, enter -0-
for a month in which the covered Individuals have coverage but the premiums
are not fully paid (Qanerally, the first month of a graca period). Premiums and
subsidy amounts are automatically prorated basad on the number of days
covered per that month.

Columa (b). Enter the premiums for the applicable second lowest cost silver
plan (SLCSP) that was usad as a benchmark 10 compute monthly advance
subsidy payments. If advance subsidy payments were made, the applicable
SLCSP for a month is the SLCSP that applies 1o Indevdduals in Part | who were
dentiied at enroliment as members of the tax filer's appicable housahoid
(the tax filer, the tax filer's spows if the tax fiker is filing a joint retwm with
their spous2 and anvy dependents of the tax filer) and who are enrolied in the
coveraQe on the first day of the month and are not eligible for other heakh
coveraQe for that month. However, If an indnvidual enrolls in coverage and
the enrolment is éffective on the date of the individuals birth, adoption,
placement in foster care, or on the effective date of a court order, the
Individual should be considerad to have enrolied on the first day of he month
for purpases of the appicable SLCSP premium reported in column (D). If

al covered individuals enroll after the first of the month, and no indnidual's
coveraQe is effective on the date of the individual's birth, , placament
in foster care, or on the effective date of a court order, enter -0- in calumn (b)
for that month. if mare than one form FT8 3895 s fiked for coverage of a
tax filer's applicabie housshold for the same month (for example, because
members of the applcable household were spit among saveral policies),
enter the SLCSP premium that applies to all the appicable household
membars who were enrolied in any policy on the first of the month and who
were not eligible for other health mmmmmacsp
premium in column (b) on each form

mmm.nmmmpmuamwmwnuumm
covered individuals are members of the recipient’s applicable household

and are not eligible for other health coverage. (Such information may not be
provided, for examplke, bacauss no financial assistance was requestad.) If this
Is the case, and If the Marketplace has provided 2 tool for determining the
apphcable SLCSP premium for the year of coverage at !he time of filing the
tax retum, keave column (b) blank. It the Markeatplace has not provided a tool
for determining the applicable SLCSP premium, enter the premiums for the
SLCSP that would apply to all individuals dentified in Part | as covered for
the month.

It a policy s terminated by an issuer for of premiums and
advance subsidy payments are made, enter -0- for a month in which the
covered individuals have coverage but the premiums are not paid (Qenerally,
the first month of a grace period). However, if an indridual enrolied on the
first day of a month terminates before the last day of the month, the
individual should be considered to have been enroldled for the entire month for
purposes of the applicatie SLCSP premium reported in column (b).

Columa (¢). Enter the amount of advance subsidy payments for the month.
It more than one form FTB 3895 is fled for coverage of a tax fler's applicable
household for the same months, enter only the advance subsidy payment
amount aliocated to the policy reported on this form FTB 3895. If the tax
filer's applicable housahald &5 also enroliéd in a stand-alone dental plan, any
advance subsidy payments allocated 10 the stand-alone dental plan should
be added to the advance subsidy payments allocated to one of the policies
reported on a form FTB 3895,

Void Statements

It a form FTB 3895 was sent for a policy that should not be reported on a
form FTB 3895, such as a stand-alone dental plan of a catastrophic healh
plan, s2nd a duplicate of that form FTB 3895 and check the void box at the
10p of the form. Provide this information to the FTB and to the recipient of the
statement as soon as possible after discovering that the statement was sent
in error.

Correction to Information Reported

Report correctad information on the form FTB 3895 to the FTB and to the
recipient as soon as possible after that information reported s
incomrect. Check the corrected boax on the top of the form.

Page 2 FTB 3895 Instructions 2021
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Frequently Asked Questions

Q: What is the California premium subsidy?

A:

In 2020 and 2021, Covered California offered a new type of financial help. The California
premium subsidy lowered the premium (monthly cost) of a qualified health plan through
Covered California. Covered California used the information on your application to decide if
you qualified.

: How does taking the California premium subsidy in advance (during the year) impact

my taxes?

: When you file state taxes at the end of the year, the Franchise Tax Board uses the actual

income and family size you report on your state tax return to decide the amount of your
subsidy. 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 avoid having to pay back California premium subsidy next year, report any changes to
Covered California right away. Report changes in income; family size; and eligibility for other
health coverage such as Medicare, Medi-Cal, or employer coverage.

Q: Why am | getting Form FTB 3895?

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

: Why did | get more than one Form FTB 38957

: This could happen if members of your household were enrolled in different health plans. Or,

someone changed health plans or benefit levels during the year, such as changing from a
Silver to a Gold plan.

Q: How do | 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 Form FTB 3849 with your state tax return. You can get a blank copy on the
Franchise Tax Board’s website at ftb.ca.gov/forms/index.html. Your tax preparer or online tax
service should also have the form.

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

A: If you did not pay your premium (monthly cost) and your health plan ended, then a zero (0)

will appear for each month you did not pay. This will happen even if you got the California
premium subsidy (Part lll — Column C) during those months.


http://ftb.ca.gov/forms/index.html

Q: Why does my Form FTB 3895 say | did not get any California premium subsidy during
the year? Part lll - Column C is blank or has all zeroes.

A: This could happen because you did not ask for help paying for your health insurance.
Or, you did not qualify when you applied. For example, your income did not meet the
program rules or you were eligible for other health insurance.

Q: How can | correct a mistake on my Form FTB 38957
A: If you find a mistake on your Form FTB 3895, you can call Covered California. Or you

can file a dispute online at CoveredCA.com/3895. Click “Errors on your forms?” Then
fill out the Request to Correct or Dispute Tax Forms.

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

A: Starting in tax year 2020, both state and federal financial help are available through Covered
California. These are reported on two different tax forms:

e Use Form FTB 3895 to report state financial help you got and show proof of coverage
when you file California state taxes
e Use IRS Form 1095-A to report federal financial help you got when you file federal taxes

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

A: You might get IRS Form 1095-B or 1095-C if someone in your household had health
insurance other than through Covered California. For example:

¢ IRS Form 1095-B shows if someone had insurance through Medi-Cal, Medicare,
Veteran’s Administration, a small employer, or other health insurance not purchased
through Covered California

e IRS Form 1095-C shows if someone had insurance through a large employer with 50 or
more full-time equivalent employees

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 dhcs.ca.gov/1095. Or call 1-844-253-0883.

Section 1557 of the Patient Protection and Affordable Care Act (ACA)

E¥E
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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 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: 916-228-8764
Fax: 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
Washington, DC 20201

Phone: 1-800-368-1019 or TTY: 1-800-537-7697
Online: Office for Civil Rights Complaint Portal at

https://ocrportal.nhs.gov/ocr/portal/lobby.jsf. Complaint forms are available on
the U.S. Department of Health and Human Services Office for Civil Rights

website.
E3E
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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: iPuede 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)

3L/ MR EUE - (TREREEEES 7 TeLIEHS
1-800-300-1533 K EHEHER TR Es U T EER
A FRERRIE S - B TTY - {EE
1-888-889-4500, T4 n] LIAFE B EE E g =t -
[Chinese)
Tiéng Viét QUAN TRONG: Quy vi cd thé doc dugc birc thu nay
khdng? Quy vi cd the goi dién dén s8 1-800-652-9528 va yéu cau
duoc dich bic thu nay sang ngdn ngilt cla quy vi hodc chuysn
sang dinh dang khac nhir ban in khé 16n. Nguwdi ding TTY, hiy
goi 50 1-888-889-4500 quy vi cling cd the yéu cdu dinh dang
thay thé khac cho bic thy nay. (Vietnamese)
Bt SH: 0| BIZ 3HE == U =LI7TH 1-800-738-9116
o2 WSO B0l A0 2 WA AHLL 2 @K L2
CIE EA2E SESHUA| 2 TTY 1-888-889-4500 O M &= 0]
HIQIOQE Z0E QFE =L 9 &L|CH (Korean)
Tagalog MAHALAGA: Maaari ba ninyong basahin ang 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. (Tagalog)
o Ty Sy T dlaall 1o 56) 8 Sli€as Ja rale dus all
FERTORN B 4 B ) PR PR EY (1Y . 5 1-800-826-6317
1-B88-889-4500 — LL=31 ,a'_'f._u.l'n,,u_._-.ﬂ e _,,_uS._L_-._-.tLgP'-
{Arabic] . dafian o daw oy e sl bas L ,__-.1 L.:..'ﬂ PRI

huyepkh WMGAOC ED Fmp 1.11.1.11111 n bEp Ywpnuy wa
mumlmljp: Fmp jupng Ep qubgubuphy

1-80-996-1009 b lohnphk], ap wm nlulp papgiuinh
dbp Equny lpud 2kq i Ukl wyy dbvwywth,
ophituly pnonpuwnme: TTY-h hubop qubgubupkp
1-888-889-4500, npunkn lwpnn p bwb
mpinnpabpughh Ao pbgpb wpo ueloalp
(Armenian)

ﬁ1m<{2i i-&'E"IE iﬁ'imﬁﬂ'ﬁf‘—ui—ﬂ&“ﬁ‘lr‘ﬂjaﬁi
muiﬁigig? 1ﬂj‘1H‘EF‘fH’1i‘jEiﬁ:pi§Hﬂ'iﬂjE
1-800-906-8528 EhimmﬁJTth‘—.iLUDaEﬁi
FT‘IF-.i‘laLu—dil‘u"lF%HF“—u i;]_ﬁ‘l E]?hﬂuh:lit’&l:ﬁig]ﬁﬁﬂﬁ‘l
HFFJFE"IHT“EH a_-.Lmum '-"ihji;]i:iHﬂL:uE 1-888-880_4500
iﬁmtm’\ﬁhﬁﬁi—ﬂﬁiﬁjﬁ;maﬁi FﬁELHhSithﬁiﬂ]H
chesuiEn {Khmer)

EE

1
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Pyccumid BAXMHAA MHOOPMALIMA: Bbl MmoMeTE NPOYKTETE STO
NUCbM0? Bl MOMETE NOIBOHWTE NO TenedoHy 1-800-778-7695 1
3ANPOCUTE NOAYYEHHWE ITOTD NMCLM3E, NepeBeaeHHoro Ha Baw
POAHOA A3LIK, MW DACNEYATAHHOND KDYHBIM WpKdTom. Mvua
€O CHHMEHHBIM CAYNOM MOTYT NO3BOHWTL NO TENEHOHY
1-888-889-4500, yTobW 3aNPOCHTE 3T NMCHMO B MHOM GopmaTe.
(Russian)
B PRATEV: gl SV FERY BEP LICT T P PR R FPY Iy
34 4als ol 48 € L5 5o 80 L 1-800-921-8879
(PR RPN FORE PR P STRCIP P RY PRY. 3 PR ) PR
3 5B i 1 888 8894500 = e LTTY (ol 253 Jls )l
s ol 48 i€ Cud A o il 6 e i o ladd et (3 5k
(Farsi) 253 J Jl LaZ4a (g 8n Cua
Hmoob TSEEM CEEB: Koj nyeem puas tau tsab ntawwv no? Koj hu
tau rau 1-800-771-2156 thiab nug kom daim ntawv txais ua yog
ko] cov lus los sis yog hwm hom xws lis luam tus ntawv loj. Hu tau
TTY ntawm 1-800-889-4500 va koj thov hloov tau lwm hom.
(Hmong)

AU T 1Y T2 T U3 Hhd & ¢ g0 Td S AT 9790 7 Harg
F g = e F T T s vy & v FA & o
1-800-300-1506 T el FTch AT L HHhd & | TTY & 5
1-888-880_4500 T Hid FF ¢l 47 50 Ta &1 fFdt sy wen &
W A H A F S &1 (Hindi)

BE: COXBERC CEMNTEFEI L ?RLEDES
ICEREZhEXE. FREREAXFLLROERAD
}II’E- CHREOEE. 1-800-300-1506 FTHEEF &
. TTIY MBS, 1-888-889-4500 [ZEEEL V= IHHIE
. %mf&mﬁ&ﬂmkl& JOITA+TE5LLTEE
T, {Japanese)
HIdS2Ude: =t A for U39 § vz Aee 92 IA
1-800-300-1506 '3 9% 97d Helw d »i= (20 U3g § wmiel
T feg 7 97 dd Agu f=9, F= A <8 ulde =5 ds
Aa< 41 Siet=ie B 1-888-889-4500 2 'S oo fAg 7
FH fom 139 = feasu= qu f=u Aoy B4t dadt St =g
A=< dI (Punjabi) .
dreny: Anasna waRisatuil ldno s
AmAsnAARa lANUDT 1-800-300-1506
weveTWuwasanansatuRiiunmivasmm
wianowAnusUassusuuEid nes iusluuudu
whwednesouwiang Swmsusuu TTY
AmaIsnAARa lANUaT 1-888-889-4500
dinmannTnveaminvaiuil msuuuudu q 16 (Thai)
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	Dear {FIRST_NAME} {LAST_NAME},
	If you got the California premium subsidy or want to claim it now, you must:
	Covered California may be able to answer questions but cannot give tax advice. For help with your taxes:
	If you need a digital copy
	Log in to your account at CoveredCA.com. On the homepage, click “View {Tax Year} California Tax Form 3895.” To create an online account, follow the instructions at
	CoveredCA.com/create-account.
	Questions?
	Read the Frequently Asked Questions in this letter. If you have other questions or think there is a mistake on your form:
	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.
	Q:  What is the California premium subsidy?
	Q: Why am I getting Form FTB 3895?
	Q: How do I use Form FTB 3895 to file my state taxes?
	Q: Why is there a zero (0) in Part III – Column A on my Form FTB 3895?

