This is an informational service only for members of SMl and is not tax advice. For tax advice, please contact your tax adviser.

Samaritan-

MINISTRIES

Samaritan Ministries members who are residents of the District of Columbia

Thisis a reminder regarding the District of Columbia’s law requiring residents to purchase health insurance, and
the special provision for members of sharing ministries like Samaritan Ministries. This law requires residents to
document their compliance when filing their annual District of Columbia tax return, to avoid paying a health care
shared responsibility fee. Residents of the District of Columbia must provide this documentation by completing
Schedule HSR DC Health Care Shared Responsibility, a tax form that must be enclosed with your Form D-40,
District of Columbia Resident Income Tax Return. Below, you will find detailed instructions and a sample of
completed pages 1 and 2 of Form D-40 and Schedule HSR DC Health Care Shared Responsibility.

Tax Year 2024 Instructions for Schedule HSR DC & Form D-40 for Samaritan members

At the top of Schedule HSR DC: Enter your phone number, taxpayer identification number (TIN), date of
birth, full name, and mailing address.

Part |
« Question 1: Because Samaritan Ministries is not health insurance, most Samaritan members will
answer No.
» If you answer No, proceed to Part II.
» If you answer Yes, you may stop, mark the oval on Line 3 of the D-40, and enter zero on Line 25
of the D-40.
Part Il

+ Questions 2-4: The answers you provide for questions 2-4 will determine if you need to fill out
questions 5and 6.

» If you answer Yes to any of the questions from 2-4, proceed to Part IV and follow instructions.

» If you did not answer Yes to any of questions 2-4, enter zero on Line 25 of your D-40. Then
proceed to questions 5 and 6.

+ Question 5: You will likely select No to the exemption regarding religious beliefs. That exemption is only
for those with Christian Scientist-like beliefs regarding medical care. If you select Yes and later receive
medical care, you may be fined.

+ Question 6: As a Samaritan member, you will select Yes to claim your health care sharing exemption.
Then, complete Part IV to determine the amount to enter on Line 25 of your D-40. You must also
complete Part 1.
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Part 11
« Enteryour last name and TIN at the top of the page.

« Enter full name, TIN, Exemption Type (this will be D), and the number of exempt months for each
person for whom you are claiming the exemption.

« If you have more dependents than space allows in this section, print or make a second copy of
page 2; be sure to enter your last name and primary TIN at the top, and then continue by listing your
remaining dependents. Please note: the barcode at the top of this form is unique, so you will need
to make the second copy or print from the same PDF file. Do not download a new PDF, as this will
create a different barcode.

Part IV:
« If you are only claiming the exemption for part of 2024, complete Part IV and enter the total amount on
Line 25 of your D-40.

If you have general questions regarding health care sharing ministries and taxes, please contact us at
taxquestion@samaritanministries.org. For more specific tax questions, please consult your tax adviser.



mailto:taxquestion%40samaritanministries.org?subject=
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Important: Print in CAPITAL letters using black ink.
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Personal information Fill in if: Filing an amended return. See instructions. ~ OFFICIAL USE ONLY
Your telephone number 6 o0 000 0000 Vendor ID#0000
Your taxpayer identification number (TIN) and Date of Birth (MMDDYYYY) Spouse’s/registered domestic partner’s TIN  and Date of Birth (MMDDYYYY)
01224 5678 01011700 00012 2456 01021 F00
Your first name M.l.  Last name Fill in if Deceased
JoHN O ANYONE
Spouse’s/registered domestic partner’s first name M.l.  Last name Fill in if Deceased
Juct e A ANYONE
Home address (number, street and suite/apartment number if applicable)
1234 ANY STREET
City State Zip Code +4
ANYTOWN D C On0 O OO O 0O 0O O
Email Address
Filing status
1 Fill in only one: Single, Married filing jointly, Married filing separately, Dependent claimed by someone else

Married filing separately on same return Enter combined<amounts for Lines 5-43. See instructions.

Registered domestic partners filing jointly /" filing separately on same return Enter combined amounts
for'Lines 56-43. See instructions.

. _Head of household Enter qualifying.dependent andjfor non-dependent information on Schedule S.

{  Qualifying widow(er).with dependent.child Enter qualifying dependent and/or non-dependent information on Schedule S.

2 Fill in if you are: Part-year resident in.DCfrom to See instructions.
(MMDDYYYY) (MMDDYYYY)

3 Did you have qualifying health care covérage for all members of your shared responsibility family for the entire year? Yes No .
If no, or if claiming an exemption, complete Schedule HSR (see instructions).

@ Complete your federal return first — Enter your dependents’ information on DC Schedule S @

Round cents to nearest dollar. If amount is zero, leave line blank;

Income |nf0rmati0n if minus, enter amount and fill in oval.
a  Wages, salaries, unemployment compensation and/or tips, a 00
see instructions.
b Business income or loss, see instructions. Fill in if loss b 00
C Capital gain or loss. Fill in if loss € 00
d Rental real estate, royalties, partnerships, etc. Fill in if loss d 00
Computation of DC Gross and Adjusted Gross Income
Fill in if loss 4 00

4 Federal adjusted gross income. From adjusted gross income lines on federal
Forms 1040, 1040-SR, 1040-NR or 1040-NR-EZ.
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D-40 PAGE 2 o
Enter your TIN O12-24 -5@7g 2 4 0 4 0 01 2 0 0 00O

\dditi DG
5  Franchise tax deducted on federal forms, see instructions. 5 00
6 Other additions from DC Schedule |, Calculation A, Line 9. 6 00
7 Add Lines 4, 5 and 6. 10 o s 7 00
Subtractions from DC Income
8 Part year residents, enter income received during period of nonresidence, see instructions. 8 00
9 Taxable refunds, credits or offsets of state and local income tax. 9 00
10 Taxable amount of social security and tier 1 railroad retirement 10 00
11 Income reported and taxed this year on a DC franchise or fiduciary return. 11 00
12 DC and federal government survivor benefits, see instructions. 12 00
13 Unemployment Insurance Benefits, see instructions. 13 00
14 Other subtractions from DC Schedule |, Calculation B, Line 16. 14 00
15 Total subtractions from DC income, Lines 8-14. 15 00
16 DC adjusted gross income, Line 7 minus Line 15. Fill in if loss 16 00
17 Deduction type. Take the same type as you took ongour federal return. Fill‘inwhich type: Standard or Itemized
See instructions for amount to enter on Line 17.
18 DC deduction amount. 18 00
19 DC taxable income. Subtract Line 18 from Line 16. Fill in if 1085 19 00
20 Tax. If Line 19 is $100,000 or less, use tax tables to find the tax, if more, use Calculationhinstructions. 20 00
Fill in if filing separately on same return. Complete Calculation.J on Schedule S.
21 Credit for child andidependent care expenses .00X.32 21 00
From federal Form 2441; if part-year DC resident ffomLine'5, DC Form 2441
22 Non-refundable credits from DC Schedule U, Part 1ajline 7. Attach Schedule U. 22 00
23 Total non-refundable credits. Add Line 2and Lide 22. 23 00
24 Subtract Line 23 from Line 20. If less than zero, enter zero. 24 00
25 DC Health Care Shared Responsibility  see instructions. If fully covered or fully exempt, enter zero. 25 0 00
26 Total tax and DC Health Care Shared Responsibility. Add Line 24 and Line 25. 26 00
27 DC Earned Income Tax Credit * Do you choose to recieve your DC EITC refund in 12 monthly payments
instead of one total payment? If so, see instructions for eligibility.
27a Enter the number of qualified EITC children. 27b Enter earned income amount 27b 00
27¢ For filers with qualifying children. Enercaleulated D)8 o M0 iz el 206 00
27e For filers without qualifying children. See instructions for special calculations. Enter result > 27e 00
28 Property Tax Credit. From your DC Schedule H; attach a copy. 28 00

* Caution: Choosing to receive this credit in monthly payments may cause you to lose your Supplemental Nutrition

Assistance Program (SNAP) or other federal benefits (For more information about SNAP, contact the Department

of Human Services at (202) 807-0405 or dhs@dc.gov.) Taxpayers receiving DC EITC amounts of $1,200 or more

may choose to receive the DC EITC portion of their refund in 12 equal monthly payments instead of one total

payment. If you choose to receive monthly DC EITC payments, OTR will calculate the distribution of your net refund

amount for you. Your initial payment will be different from the Line 43 Net Refund amount.




This is an informational service only for members of SMl and is not tax advice. For tax advice, please contact your tax adviser.

s Commertorve PPV SCHEDULE HSR ®
DC Health Care
2 4 0 4 0 0 2 1 0O 0 0 O

Shared Responsibility

Important: Print in CAPITAL letters using black ink. File with your D-40. OFFICIAL USE ONLY Vendor ID#0000
Personal information o000 0 0 0 000 O
Your daytime telephone number
Your taxpayer identification number (TIN) and Date of Birth (MMDDYYYY) Spouse’s/registered domestic partner’s TIN  and Date of Birth (MMDDYYYY)
0123245060 #2 01011 &0 0 001 223456 F 010218 00
Your first name M.I. Last name
JOHN O ANYONE
Spouse’s/registered domestic partner’s first name M.l.  Last name
JutL 1 e A ANYONE

Mailing address (number, street and suite/apartment number if applicable)

1224 ANY S TREET

City State Zip Code +4
ANY T O WN D C © 00 0 0 0, 0. .00

PART | Do you have qualifying healthicoverage?
Did you and, if applicable, all members'of your health care shared responsibility family have qualifying health coverage for every
1 month in 20247

Yes. STOP. You do not owe a health'care shared responsibility payment and do not need to.complete a Schedule HSR. (Enter zero
on Line 25 of your D-40)

@ No. Ifyou answered "No"complete Part Il

PART lI" Do you have an exemption?

2 Can.someone. else claim you as a dependent on their federal income tax return for 20247
Yes. Proceed 'to Part IV. See instrictions.
No.
3 Was your federal adjusted gross income below the applicable filing threshold for your filing status for 20247 See instructions.
Yes. Proceed to Part IV. See instructions:.
No.
4

Was your federal adjusted gross income reported on your D-40, Line 4 for 2024 equal to or less than $33,433.20?
Yes. Proceed to Part IV. See instructions.
No.

If you answered Yes to any of questions 2 - 4, enter zero on Line 25 of your D-40. If not, continue by answering questions 5 - 6.

5 Do you affirm under the penalties of perjury that you or any member of your health care shared responsibility family
lacked qualifying health coverage in 2024 on the basis of a sincerely held religious belief during the entire taxable year?
Yes. You must complete Part Ill before completing Part IV.

@ No.

6 Are you claiming an exemption (other than a sincerely held religious belief) for at least one month for 2024 for yourself or any member
of your health care shared responsibility family?
@ Yes. You must complete Part Il before completing Part IV.
No.

After answering questions 5 - 6, complete Part IV to determine the amount to enter on Line 25 of your D-40. If you answered yes to
question 5 or 6, you must also complete Part Ill.

. Revised 09/2024
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SCHEDULE HSR PAGE 2

Enter your last name

Enter your taxpayer identification number (TIN)

ANYONE

012-24-5678

PART IIl What coverage exemptions are you claiming for members of your shared responsibility

family and for how many months? See instructions for exemption type(s).

Taxpayer Identification Exemption] Number
Name of Individual Number (TIN) Type |of Exempt
Months
Claimed
First name and M.1.
J OHN 01 2 245 6UAELR D 12
7 Last name
ANY ONE
First name and M.I.
JucL e Op0 L N2 45 & F D |12
8 Last name
AN Y ONE
First name and M.1.
JUN | OR 00 0 122 % 5 & D 12

Last name

ANY ONE

10

First name and M.1.

Last name

11

First name and.M.1.

Last name

12

First name and M.1.

Last name

PART IV Complete the applicable worksheets before completing Part IV.

13 Enter flat dollar amount (see Worksheet A-1, Line 5 or Worksheet A-2, Line 7).....ccceeeevvviiiiineeennns 13
14 Enter the percentage income amount (see Worksheet B-1, Line 4 or Worksheet B-2, Line 14)....... 14
15 Enter the larger of Line 13 or Line 14 (If Lines 13 and 14 are the same, enter that number.)......... 15
16 Enter the District Average Bronze Plan Premium (see Worksheet C-1, Line 2 or Worksheet C-2,

[N R PP PPROS 16
17 Enter the smaller of Line 15 or Line 16 here and on D-40, Line 25 .....ccooviiiiiiiiiiiiiieeeeeee e, 17

Round cents to nearest dol/ar.

00
00
00

00
00






