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 for Keep Child Care Affordable Tax Credit (Schedule ELC)

1. You do not claim the eligible child as a dependent on your
federal or District income tax return for that taxable year;

2. A person other than the taxpayer claimed the eligible child as
a dependent on his or her federal and District income tax returns 
for that taxable year;

3. The child of the taxpayer was eligible for and received
subsidized child care services pursuant to Chapter 4, Title 4 of 
the D.C. Code, during the taxable year;

4. A  person other than the taxpayer received a credit under DC
Code 47-1806.15 for the same taxable year for the same 
eligible child;

5. The payments for child care services for which you seek a tax
credit were paid to an entity not licensed by the District to 
operate a child development facility ������ �������� �� ��� 
������� ���������� �� �� � ������� �������� �� ������� ��������� 
��

6. The taxpayer’s District taxable income for the taxable year
exceeds the amounts for taxable year 2020:

a. Single and head of household:  $�51,900;

b.

c.

Married/Registered Domestic Partners

Filing Jointly: $�51,900;

Married/Registered Domestic Partners

Filing Separately on the same return:

$�51,900�

Married/Registered Domestic Partners

Filing Separately: $75,900

1. “Eligible child” means a dependent, claimed by a
taxpayer who has not reached the age of 4 years by September 
30th of the taxable year.

2. “Eligible child care expenses” means payments made

by a taxpayer to a licensed child development facility for child 
care services of an eligible child during the taxable year but does 
not include any payments for child care services provided after
August 31st of the taxable year of an eligible child who meets 
the age requirements for enrollment for Pre-K.

3. “Child development facility” means a center, home, or
other structure that provides care and other services, 
supervision, and guidance for children, infants, and toddlers on 
a regular basis �������� �� ������� �� � ��������� ����������� 
�������� �� ��� ������� ������ �������� �� ��� ������� ���������� 
�� �� � ������� �������� �� ������� ���������  Child development
facility does not include a public or private elementary or
secondary school engaged in legally required educational and rel�
ated functions or a pre-kindergarten education program licensed
pursuant to the Pre-K Act of 2008.

4. Taxpayer Identification Number (TIN) means a valid
federal employer identification number (FEIN) issued by the IRS; 
or a valid social security number issued by the Social Security
Administration.

d.

1. Eligible expenses are limited to the amounts paid to a
licensed child development facility for child care services 
of the eligible child�

2. Child support payments are not qualified expenses even
if intended to be used to pay for child care services�

3. Child care expenses that are paid for upfront by a
taxpayer but then reimbursed by a state social service agency are 
not eligible expenses� ��

4. Expenses do not include food, lodging, clothing or entertainment
even if provided for eligible child.

:

:  Is the eligible child a recipient of the District’s 
subsidized child care program?  If yes, your child does not 
qualify for the credit.  If no, continue to Line 1b.

:  The child must be under the age of 4 as of 9/30/20.  If  
under age 4, continue to Line 2. If age 4 or over, you� child does 
not qualify for this credit.

:  Enter your eligible child’s first and last name.

:  Enter your eligible child’s tax identification number.  
Ensure the name and tax identification number entered 
matches the eligible child’s social security card.

: Enter your eligible child’s date of birth in MMDDYYYY 
format.

:  Enter the eligible child’s relationship to you.  Example, 
son, daughter, grandchild, niece, nephew, eligible foster child.

:  Enter the name of the Child Development Facility.

a:  Enter the Child Development Facility License Number.

b:  ����� ��� ���������� ���.

:  Enter the TIN  of the Child Development Facility.

:  Enter the date range of the payments  made during the 
taxable year. This date cannot be a date after August 31st of 
the taxable year if eligible child meets age requirements for 
enrollment in Pre-K according to DC Code § 38-273.02(a).

:  Enter the total amount actually paid in 2020 but do 
not include any payments for child care services provided after
August 31, 2020 of the taxable year if your eligible child meets 
the age requirement for enrollment in Pre-K according to
DC Code § 38-273.02(a).

:  The maximum � ����� amount that can be claimed is $1,010.

:  Enter the less�r of Line 10 or Line 11 and enter here 
and on Schedule U, Part 1B, Line 2.
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Mailing address (number, street and suite/apartment number if applicable)

City State �ip Code �4

Your first name M.I. Last name

Spouse’s/registered domestic partner’s first name M.I. Last name

and Date of Birth (MMDDYYYY) Spouse’s/registered domestic partner’s TIN and Date of Birth (MMDDYYYY)Your taxpayer identification number (TIN)

Personal information 
Your daytime telephone number

PART I  Do you have qualifying health coverage?
Did you and, if applicable, all members of your health care shared responsibility family have qualifying health coverage for every 
month in 2022?1

3

PART II  Do you have an exemption?
2 Can someone else claim you as a dependent on their federal income tax return for 2022?

     Yes.  
   No.

�as your federal ad�usted gross income below the applicable filing threshold for your filing status for 2022? See instructions.

     Yes.  
     No.

�as your federal ad�usted gross income reported on your D-40, Line 4 for 2022 equal to or less than $30,169.80
     Yes.  
     No.

Do you affirm under the penalties of per�ury that you or any member of your health care shared responsibility family 
lacked qualifying health coverage in 2022 on the basis of a sincerely held religious belief during the entire taxable year?
     Yes.  You must complete Part III before completing Part IV.
     No. 

Are you claiming an exemption (other than a sincerely held religious belief) for at least one month for 2022 for yourself or any member 
of your health care shared responsibility family?
     Yes.  You must complete Part III before completing Part IV.
     No. 

4

5

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 III.   

6

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. 

 for Keep Child Care Affordable Tax Credit (Schedule ELC)

1. You do not claim the eligible child as a dependent on your
federal or District income tax return for that taxable year;

2. A person other than the taxpayer claimed the eligible child as
a dependent on his or her federal and District income tax returns 
for that taxable year;

3. The child of the taxpayer was eligible for and received
subsidized child care services pursuant to Chapter 4, Title 4 of 
the D.C. Code, during the taxable year;

4. A  person other than the taxpayer received a credit under DC
Code 47-1806.15 for the same taxable year for the same 
eligible child;

5. The payments for child care services for which you seek a tax
credit were paid to an entity not licensed by the District to 
operate a child development facility ������ �������� �� ��� 
������� ���������� �� �� � ������� �������� �� ������� ��������� 
��

6. The taxpayer’s District taxable income for the taxable year
exceeds the amounts for taxable year 201�:

a. Single and head of household:  $�50,000;

b.

c.

Married/Registered Domestic Partners

Filing Jointly: $�50,000;

Married/Registered Domestic Partners

Filing Separately on the same return:

$�50,000� 

Married/Registered Domestic Partners

Filing Separately: $75,000

1. “Eligible child” means a dependent, claimed by a
taxpayer who has not reached the age of 4 years by September 
30th of the taxable year.

2. “Eligible child care expenses” means payments made

by a taxpayer to a licensed child development facility for child 
care services of an eligible child during the taxable year but does 
not include any payments for child care services provided after
August 31st of the taxable year of an eligible child who meets 
the age requirements for enrollment for Pre-K.

3. “Child development facility” means a center, home, or
other structure that provides care and other services, 
supervision, and guidance for children, infants, and toddlers on 
a regular basis �������� �� ������� �� � ��������� ����������� 
�������� �� ��� ������� ������ �������� �� ��� ������� ���������� 
�� �� � ������� �������� �� ������� ���������  Child development
facility does not include a public or private elementary or
secondary school engaged in legally required educational and rel�
ated functions or a pre-kindergarten education program licensed
pursuant to the Pre-K Act of 2008.

4. Taxpayer Identification Number (TIN) means a valid
federal employer identification number (FEIN) issued by the IRS; 
or a valid social security number issued by the Social Security
Administration.

1. Eligible expenses are limited to the amounts paid to a
licensed child development facility for child care services 
of the eligible child�

2. Child support payments are not qualified expenses even
if intended to be used to pay for child care services�

3. Child care expenses that are paid for upfront by a
taxpayer but then reimbursed by a state social service agency are 
not eligible expenses� ��

4. Expenses do not include food, lodging, clothing or entertainment
even if provided for eligible child.

:

:  Is the eligible child a recipient of the District’s 
subsidized child care program?  If yes, your child does not 
qualify for the credit.  If no, continue to Line 1b.

:  The child must be under the age of 4 as of 9/30/1�.  If  
under age 4, continue to Line 2. If age 4 or over, you� child does 
not qualify for this credit.

:  Enter your eligible child’s first and last name.

:  Enter your eligible child’s tax identification number.  
Ensure the name and tax identification number entered 
matches the eligible child’s social security card.

: Enter your eligible child’s date of birth in MMDDYYYY 
format.

:  Enter the eligible child’s relationship to you.  Example, 
son, daughter, grandchild, niece, nephew, eligible foster child.

:  Enter the name of the Child Development Facility.

a:  Enter the address of the Child Development Facility.

:  Enter the TIN  of the Child Development Facility.

:  Enter the date range of the payments  made during the 
taxable year. This date cannot be a date after August 31st of 
the taxable year if eligible child meets age requirements for 
enrollment in Pre-K according to DC Code § 38-273.02(a).

:  Enter the total amount actually paid in 201� but do 
not include any payments for child care services provided after
August 31, 201� of the taxable year if your eligible child meets 
the age requirement for enrollment in Pre-K according to
DC Code § 38-273.02(a).

:  The maximum ������ amount that can be claimed is $1,000.

:  Enter the less�r of Line 10 or Line 11 and enter here 
and on Schedule U, Part 1B, Line 2.

d.

b:  � ���� ��� ���������� ���.

Proceed to Part IV. See instructions.

Proceed to Part IV. See instructions.

Proceed to Part IV. See instructions.

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.   If you answered No, complete Part II. 

SC�EDULE �SR  
DC �ealth Care 
Shared Responsibility 
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Enter your last name 

Enter your taxpayer identification number (TIN)

SCHED�LE HSR   PAGE 2 *220400220002*

PART III  What coverage exemptions are you claiming for members of your shared responsibility 
family and for how many months� ��� ������������ ��� ��������� �������.

�ame of Individual
Taxpayer Identification 

�umber �TI��
Exemption

Type
�umber

of Exempt 
Months 
Claimed

 7

�irst name and M.I. 

Last name

 8

�irst name and M.I. 

Last name

9

�irst name and M.I. 

Last name

10

�irst name and M.I. 

Last name

11

�irst name and M.I. 

Last name

12

�irst name and M.I. 

Last name

PART IV  Complete the applicable worksheets before completing Part IV.

14   Enter the percentage income amount �see Worksheet �-1, Line 4 or Worksheet �-2, Line 14�.......

15 Enter the larger of Line 13 or Line 14 �If Lines 13 and 14 are the same, enter that number.�.........

16 Enter the District Average �ron�e Plan Premium �see Worksheet C-1, Line 2 or Worksheet C-2, 
Line 2�.................................................................................................................................

17   Enter the smaller of Line 15 or Line 16 here and on D-40, Line 25 .............................................. 

13 $ .00

15  $ .00 

.00

.00

 13   Enter flat dollar amount �see Worksheet A-1, Line 5 or Worksheet A-2, Line 7�.............................

16  $ 

17  $ 

.0014  $ 

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

1.
1. Multiply $695 for each member in your health care shared responsibility family who was at least 18 years old

as of December 31, 2019.

2. Multiply $347.50 for each member in your health care shared responsibility family who was under the age of
18 years old as of December 31, 2019.

3. Add Lines 1 and 2.

4. Maximum flat dollar amount for 2019.

5. Enter the smaller of Lines 3 or 4 here and on Schedule HSR, Part IV, Line 13. (Proceed to Worksheet B-1)

2.

3.

Government of the
District of Columbia

2019 DC Health Care Shared Responsibility Worksheets Important: 
KEEP FOR YOUR RECORDS.  
DO NOT FILE.

A. Flat Dollar Amount Calculation

Worksheet A-1 (No exemptions claimed)

Worksheet A-1 - Complete this worksheet if you are not claiming any exemptions for any month for any member of your health care 
shared responsibility family.  (See instructions for available exemptions and who is included in your health care shared responsibility family.)

4.

5.

$2,085.00

Worksheet A-2 (Exemptions claimed for at least one month for at least one member in your health care shared responsibility family)

Worksheet A-2 - Complete the monthly columns by placing an "X" in each month to represent any member of your health care 
shared responsibility family that did not have minimum essential coverage or a coverage exemption.   Only complete this 
worksheet if you are claiming an exemption for any month for any member in your health care shared responsibility family.   
(See instructions for available exemptions and who is included in your health care shared responsibility family.)

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

2. Total number of X's in a month for members age 18
or older as of December 31, 2019.

3. One-half the number of X's in a month for members
under the age of 18 years old as of December 31, 2019.

4. Add Lines 2 and 3 for each month.

5. Multiply Line 4 by $695 for each month.  If $2085 or
more, enter $2085.

6. Total the amounts for each month on Line 5.

7. Divide Line 6 by 12.0. This is your flat dollar amount.
Enter this amount on Schedule HSR, Part IV, Line 13.
(Proceed to Worksheet B-1)

$

$

           .00

           .00

           .00

           .00

           .00

           .00

           .00

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

1a. Total number of X's in a month.  If 5 or more, enter 5. 

1b. Add the total number reported in Line 1a here
and on Worksheet C-2, Line 1.

l

ll 57575557

l

ll

Enter your last name

Enter your taxpayer identification number (TIN)

SCHED�LE HSR   PAGE 2 *190400220000*

PART III  What coverage exemptions are you claiming for members of your shared responsibility 
family and for how many months� ��� ������������ ��� ��������� �������.

�ame of Individual
Taxpayer Identification 

�umber �TI��
Exemption

Type
�umber

of Exempt 
Months 
Claimed

 7

�irst name and M.I.

Last name

 8

�irst name and M.I.

Last name

9

�irst name and M.I.

Last name

10

�irst name and M.I.

Last name

11

�irst name and M.I.

Last name

12

�irst name and M.I.

Last name

PART IV  Complete the applicable worksheets before completing Part IV.

14   Enter the percentage income amount �see Worksheet �-1, Line 4 or Worksheet �-2, Line 14�.......

15 Enter the larger of Line 13 or Line 14 �If Lines 13 and 14 are the same, enter that number.�.........

16 Enter the District Average �ron�e Plan Premium �see Worksheet C-1, Line 2 or Worksheet C-2, 
Line 2�.................................................................................................................................

17   Enter the smaller of Line 15 or Line 16 here and on D-40, Line 28.............................................. 

13 $ .00

15  $ .00

.00

.00

13   Enter flat dollar amount �see Worksheet A-1, Line 5 or Worksheet A-2, Line 7�.............................

16  $ 

17  $ 

.0014  $ 

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

1.
1. Multiply $695 for each member in your health care shared responsibility family who was at least 18 years old

as of December 31, 2020.

2. Multiply $347.50 for each member in your health care shared responsibility family who was under the age of
18 years old as of December 31, 2020.

3. Add Lines 1 and 2.

4. Maximum flat dollar amount for 2020.

5. Enter the smaller of Lines 3 or 4 here and on Schedule HSR, Part IV, Line 13. (Proceed to Worksheet B-1)

2.

3.

Government of the
District of Columbia

2020 DC Health Care Shared Responsibility Worksheets Important: 
KEEP FOR YOUR RECORDS.  
DO NOT FILE.

A. Flat Dollar Amount Calculation

Worksheet A-1 (No exemptions claimed)

Worksheet A-1 - Complete this worksheet if you are not claiming any exemptions for any month for any member of your health care 
shared responsibility family.  (See instructions for available exemptions and who is included in your health care shared responsibility family.)

4.

5.

$2,085.00

Worksheet A-2 (Exemptions claimed for at least one month for at least one member in your health care shared responsibility family)

Worksheet A-2 - Complete the monthly columns by placing an "X" in each month to represent any member of your health care 
shared responsibility family that did not have minimum essential coverage or a coverage exemption.   Only complete this 
worksheet if you are claiming an exemption for any month for any member in your health care shared responsibility family or 
if you or a member of your family had only partial year minimum essential coverage, even if no other exemption is claimed. 

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

2. Total number of X's in a month for members age 18
or older as of December 31, 2020.

3. One-half the number of X's in a month for members
under the age of 18 years old as of December 31, 2020.

4. Add Lines 2 and 3 for each month.

5. Multiply Line 4 by $695 for each month.  If $2085 or
more, enter $2085.

6. Total the amounts for each month on Line 5.

7. Divide Line 6 by 12.0. This is your flat dollar amount.
Enter this amount on Schedule HSR, Part IV, Line 13.
(Proceed to Worksheet B-1)

$

$

           .00

           .00

           .00

           .00

           .00

           .00

           .00

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

1a. Total number of X's in a month.  If 5 or more, enter 5. 

1b. Add the total number reported in Line 1a here
and on Worksheet C-2, Line 1.

l

ll ��57

l

ll

Enter your last name

Enter your taxpayer identification number (TIN)

SCHED�LE HSR   PAGE 2 *200400220000*

PART III  What coverage exemptions are you claiming for members of your shared responsibility 
family and for how many months� ��� ������������ ��� ��������� �������.

�ame of Individual
Taxpayer Identification 

�umber �TI��
Exemption

Type
�umber

of Exempt 
Months 
Claimed

 7

�irst name and M.I. 

Last name

 8

�irst name and M.I. 

Last name

9

�irst name and M.I. 

Last name

10

�irst name and M.I. 

Last name

11

�irst name and M.I. 

Last name

12

�irst name and M.I. 

Last name

PART IV  Complete the applicable worksheets before completing Part IV.

14   Enter the percentage income amount �see Worksheet �-1, Line 4 or Worksheet �-2, Line 14�.......

15 Enter the larger of Line 13 or Line 14 �If Lines 13 and 14 are the same, enter that number.�.........

16 Enter the District Average �ron�e Plan Premium �see Worksheet C-1, Line 2 or Worksheet C-2, 
Line 2�.................................................................................................................................

17   Enter the smaller of Line 15 or Line 16 here and on D-40, Line 24 .............................................. 

13 $ .00

15  $ .00

.00

.00

13   Enter flat dollar amount �see Worksheet A-1, Line 5 or Worksheet A-2, Line 7�.............................

16  $ 

17  $ 

.0014  $ 

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

1.
1. Multiply $695 for each member in your health care shared responsibility family who was at least 18 years old

as of December 31, 2019.

2. Multiply $347.50 for each member in your health care shared responsibility family who was under the age of
18 years old as of December 31, 2019.

3. Add Lines 1 and 2.

4. Maximum flat dollar amount for 2019.

5. Enter the smaller of Lines 3 or 4 here and on Schedule HSR, Part IV, Line 13. (Proceed to Worksheet B-1)

2.

3.

Government of the
District of Columbia

2019 DC Health Care Shared Responsibility Worksheets Important: 
KEEP FOR YOUR RECORDS.  
DO NOT FILE.

A. Flat Dollar Amount Calculation

Worksheet A-1 (No exemptions claimed)

Worksheet A-1 - Complete this worksheet if you are not claiming any exemptions for any month for any member of your health care 
shared responsibility family.  (See instructions for available exemptions and who is included in your health care shared responsibility family.)

4.

5.

$2,085.00

Worksheet A-2 (Exemptions claimed for at least one month for at least one member in your health care shared responsibility family)

Worksheet A-2 - Complete the monthly columns by placing an "X" in each month to represent any member of your health care 
shared responsibility family that did not have minimum essential coverage or a coverage exemption.   Only complete this 
worksheet if you are claiming an exemption for any month for any member in your health care shared responsibility family.   
(See instructions for available exemptions and who is included in your health care shared responsibility family.)

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

2. Total number of X's in a month for members age 18
or older as of December 31, 2019.

3. One-half the number of X's in a month for members
under the age of 18 years old as of December 31, 2019.

4. Add Lines 2 and 3 for each month.

5. Multiply Line 4 by $695 for each month.  If $2085 or
more, enter $2085.

6. Total the amounts for each month on Line 5.

7. Divide Line 6 by 12.0. This is your flat dollar amount.
Enter this amount on Schedule HSR, Part IV, Line 13.
(Proceed to Worksheet B-1)

$

$

           .00

           .00

           .00

           .00

           .00

           .00

           .00

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

1a. Total number of X's in a month.  If 5 or more, enter 5. 

1b. Add the total number reported in Line 1a here
and on Worksheet C-2, Line 1.

l

ll 57575557

l

ll

Enter your last name

Enter your taxpayer identification number (TIN)

SCHED�LE HSR   PAGE 2 *190400220000*

PART III  What coverage exemptions are you claiming for members of your shared responsibility 
family and for how many months� ��� ������������ ��� ��������� �������.

�ame of Individual
Taxpayer Identification 

�umber �TI��
Exemption

Type
�umber

of Exempt 
Months 
Claimed

 7

�irst name and M.I.

Last name

 8

�irst name and M.I.

Last name

9

�irst name and M.I.

Last name

10

�irst name and M.I.

Last name

11

�irst name and M.I.

Last name

12

�irst name and M.I.

Last name

PART IV  Complete the applicable worksheets before completing Part IV.

14   Enter the percentage income amount �see Worksheet �-1, Line 4 or Worksheet �-2, Line 14�.......

15 Enter the larger of Line 13 or Line 14 �If Lines 13 and 14 are the same, enter that number.�.........

16 Enter the District Average �ron�e Plan Premium �see Worksheet C-1, Line 2 or Worksheet C-2, 
Line 2�.................................................................................................................................

17   Enter the smaller of Line 15 or Line 16 here and on D-40, Line 28.............................................. 

13 $ .00

15  $ .00

.00

.00

13   Enter flat dollar amount �see Worksheet A-1, Line 5 or Worksheet A-2, Line 7�.............................

16  $ 

17  $ 

.0014  $ 

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

1.
1. Multiply $695 for each member in your health care shared responsibility family who was at least 18 years old

as of December 31, 2021.

2. Multiply $347.50 for each member in your health care shared responsibility family who was under the age of
18 years old as of December 31, 2021.

3. Add Lines 1 and 2.

4. Maximum flat dollar amount for 2021.

5. Enter the smaller of Lines 3 or 4 here and on Schedule HSR, Part IV, Line 13. (Proceed to Worksheet B-1)

2.

3.

Government of the
District of Columbia

2021 DC Health Care Shared Responsibility Worksheets Important: 
KEEP FOR YOUR RECORDS.  
DO NOT FILE.

A. Flat Dollar Amount Calculation

Worksheet A-1 (No exemptions claimed)

Worksheet A-1 - Complete this worksheet if you are not claiming any exemptions for any month for any member of your health care 
shared responsibility family.  (See instructions for available exemptions and who is included in your health care shared responsibility family.)

4.

5.

$2,085.00

Worksheet A-2 (Exemptions claimed for at least one month for at least one member in your health care shared responsibility family)

Worksheet A-2 - Complete the monthly columns by placing an "X" in each month to represent any member of your health care shared 
responsibility family that did not have minimum essential coverage or a coverage exemption. If you are claiming an exemption for the 
entire year for yourself and every member of your shared responsibility family, you do not complete this section. Only complete this 
worksheet if you are claiming an exemption for any month for any member in your health care shared responsibility family or if you or a 
member of your family had only partial year minimum essential coverage, even if no other exemption is claimed. 

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

2. Total number of X's in a month for members age 18
or older as of December 31, 2021.

3. One-half the number of X's in a month for members
under the age of 18 years old as of December 31, 2021.

4. Add Lines 2 and 3 for each month.

5. Multiply Line 4 by $695 for each month.  If $2085 or
more, enter $2085.

6. Total the amounts for each month on Line 5.

7. Divide Line 6 by 12.0. This is your flat dollar amount.
Enter this amount on Schedule HSR, Part IV, Line 13.
(Proceed to Worksheet B-1)

$

$

           .00

           .00

           .00

           .00

           .00

           .00

           .00

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

1a. Total number of X's in a month.  If 5 or more, enter 5. 

1b. Add the total number reported in Line 1a here
and on Worksheet C-2, Line 1.

l

ll
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