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Employment Eligibility Verification

https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx?Case VerNu...

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2016077104516 TF

Report Prepared: 03/17/2016

Company Information

Company ID: 47429

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: Abdullahi
Date of Birth: 11/19/1976
Hire Date: 03/15/2016

Document Information

First Name: Abdifatah
Social Security Number: *** ** 8904

Citizenship Status: A citizen of the United States

List B Document: Driver's license or ID card issued by a U.S. state

or outlying possession
Document Name: 1D card

Driver's License or ID Card Number:

Case Status Information

List C Document: Social Security Card

Document State: Minnesota

Document Expiration Date: 11/19/2019

Final Case Result: Employment Authorized
Case Submitted On: 03/17/2016
Closed On: 03/17/2016

Employer Case ID:
Case Submitted By: JEIC3094
Closed By: JEIC3094

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized result.

SENSITIVE BUT UNCLASSIFIED

3/17/2016 10:45 AM
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Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name }/\ ( y

Leveraging Resources in a Changing Market

> @ employer solutions staffing group.

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288 « Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application
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All offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.

Are you legally authorized to work in the United States of America?

CJYES [INO

Applicant Certification and Authorization

I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensaticn and eligibility for rehire.

I understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

I certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

If hired, | agree to abide by the policies and procedures of ESSG.
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Name (Print or type) {:‘\
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Applicant's Signature

Date

A copy or facsimile ("fax™) will be considered the same as an original signature. Email will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW 1-9 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(If applicahle)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG

Rev. 11/2013
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Employment Eligibility Verification USCIS

Form 1-9
Department of Homeland Security

OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

P> START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form

ANTI-DISCRIMINATION NOTICE: ltis illegal to discriminate against work-authorized individuals, Employers CANNOT specify which

document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer. )

Last Name (Family Name)

First Name (Given Name) Middle Initial | Other Names Used (if any)

b ol ahn Noda gl 1vaMMina

Address (Street Number and Name) Apt. Number City or Town

State Zip Code
o glhane S nprge | LT | 4779 nd] WINT | S 430 )
Date of Birth (mm/dd/yyyy) |U.S. Social Security Number | E-mail Address

Telephone Number
FIJHsE-F179Y) 320 22y 9264

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

I attgst, under penalty of perjury, that1 am (check one of the following):
citizen of the United States

1

' [_] A noncitizen national of the United States (See instructions)

D A lawful permanent resident (Alien Registration Number/USCIS Number):

] An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy) . Some aliens may write "N/A" in this field.
(See instructions)

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-64 Admission Number:
1. Alien Registration Number/USCIS Number;

3-D Barcode
OR Do Not Write in This Space
2. Form [-94 Admission Number:

If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number;

Country of Issuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)

Signature of Employee:

Date (mm/ddiyyyy):

employee.)

Preparer and/or Translator Certification (7o be completed and signed if Section 1 is prepared by a person other than the

| attest, under penalty of perjury, that | have assisted in the completion of this form and that to the best of my knowledge the
information is true and correct.

Signature of Preparer or Translator:

Date (mm/ddiyyyy):

Last Name gFamilyq\l me) First Name (Given Name)

la (J A Cx,(,z\ ]1

Address (Street Number and Name)

City or Town |

(WL/G c:,n?l_ﬁ\ Y S APL (“(/"_'S ST clnod

@ Employer Completes Next Page @

State Zip Code

MANT | S6 3D |

FormI-9 03/08/13 N




@ Employer Completes This Page @

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee’s first day of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the "Lists of Acceptable Documents” on the next page of this form. For each document you review, record the following information: document title,

issuing authority, document number, and expiration date, if any.)

i

]

Employee Last Name, First Name and Middle Initial from Section 1: Lbd/ﬂ “& l( 2, éabeJﬁ{f ‘é)\’/& J——
G 4 T o By —e
List C

§ " o I
List A OR ListB AND
Identity and Employment Authorization Identity Employment Authorization

Document Title; |Document Title: Document Title; i
IWN 2L =~ lad)

Issuing Authority: | Issuing Authority:; ) Issuing Authority,— _~ {‘l

Document Number: Doc;a;nt %253 DL{__S’ jggO;m/Documem Nvf)% C/-- ?):Q’ f%’(/

Expiration Date (if any)(mm/dd/yyyy): Expiral7 Dat? % any)%df??y): Expiration Date (if any)(mm/dd/yyyy):

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):
3-D Barcode
Do Not Write in This Space

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

Certification

I attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee, (2) the
above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

/'ﬂfé‘?m ployee‘s)l)§f day of employment (mm/dd/yyyy): /{{See instructions for exemptions.)
Sign tuWWmed Representative Dafe (mm/dd/yyyy) | Title of Employer or Authorizcajfepresen:\aﬁ% —‘
(e i % D\_ﬁ//?/@/é' M "é{f/ )
l(ést Name (Family Name) el o First Name (Given Narffe} / Employer's Business or Organization Name
" ’ MPLOYER SOLUTIONS STAFFING OUP LLC

}';(“)’t[f’@ﬁ Ni // EMPLOYER SOLUTIO! FING GR LC

Employer's Business or drganizalion Address (Street Number and Name) | City or Town State Zip Code
7301 OHMS LANE  SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (if applicable) (mm/ddfyyyy):

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.
Document Title: Document Number: Expiration Date (if any)(mm/dd/yyyy):

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative: Date (mm/dd/yyyy): Print Name of Employer or Authorized Representative:

Form 1-9 03/08/13 N




Form W-4 (2016)

Purpose. Complete Form W-4 so that your employer
can withhold the correct federal income tax from your
pay. Consider completing a new Form W-4 each year

and when your personal or financial situation changes.

Exemption from withholding. If you are exempt,
complete anly lines 1, 2, 3, 4, and 7 and sign the form
to validate it. Your exemption for 2016 expires
February 15, 2017. See Pub. 505, Tax Withholding
and Estimated Tax,

Note: If another person can claim you as a dependent
on his or her tax return, you cannot claim exemption
from withholding if your income exceeds $1,050 and
includes more than $350 of unearned income (for
example, interest and dividends).

Exceptions. An employee may be able to claim
exemption from withholding even if the employee is a
dependent, if the employee:

¢ |s age 65 or older,
s |s blind, or

* Will claim adjustments ta incorne; tax credits; or
itemized deductions, on his or her tax return.

The exceptions do not apply to supplemental wages
greater than $1,000,000.

Basic instructions. If you are not exempt, complete
the Personal Allowances Worksheet below. The
waorksheets on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to income,
or two-earners/multiple jobs situations.

Complete all worksheets that apply. However, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can claim head
of household filing status on your tax return only if
you are unmarried and pay more than 50% of the
costs of keeping up a home for yourself and your
dependent(s) or other qualifying individuals. See
Pub. 501, Exemptions, Standard Deduction, and
Filing Information, for information.

Tax credits. You can take progectad tax credits into account
in figuring your allowable number of withholding allowances.
Grediits for child or dependent care expenses and the child
tax credit may be claimed using the Personal Allowances
Worksheet below. See Pub. 505 for information on
converting your other credits into withholding allowances.

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise, you
may owe aclditional tax. If you have pension or annuity
income, see Pub. 505 to find out Iif you should adjust
your withholding on Form W-4 or W-4P.

Two earners or multipie jobs, If you have a
working spause or more than one job, figure the
total number of allowances you are entitled to claim
on all jobs using warkshests from only one Form
W-4. Your withholding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for details.

Nonresident alien. If you are a nonresident alien,
see Notice 1392, Supplemental Form W-4
Instructions for Nonresident Aliens, before
completing this form.

Gheck your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total tax
for 2016, See Pub, 505, especially if your earnings
exceed $130,000 (Single) or $180,000 (Married).

Future developments. Information about any future
developments affecting Form W-4 (such as legislatior:
enacted after we release it) will be posted at www.irs.gov/wd4,

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent .
» You are single and have only one job; or

B Enter “1” if:

® You are married, have only one job, and your spouse does not work; or

A

* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
C  Enter “1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering "-0-" may help you avoid having too little tax withheld.)

D Enter number of dependents (other than your spouse or yourself) you will claim on your tax return. . . . . .
E  Enter "1” if you will file as head of household on your tax retum (see conditions under Head of household above)
F Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

.

Mmoo

(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
* If your total income will be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then less *“1” if you
have two to four eligible children or less “2" if you have five or more eligible children.
» If your total income will be between §70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligiblechild . . G
H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) » H

° If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complete all
worksheets
that apply.

and Adjustments Worksheet on page 2.

e [f you are single and have more than one job or are married and you and your spouse both work and the combined
earnings from all jobs exceed $50,000 (
to avoid having too little tax withheld.

$20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2

* [f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form W"4

Department of the Treasury
Internal Revenue Service

Separat_e here and give Form W-4 to your employer. Keep the top part for your records, --------

Employee's Withholding Allowance Certificate

P Whether you are entitled to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1545-0074

2016

4~ 1 Yourfirst name and middle initial

Pad{ Fodatn Tt

Horfie address (number and street or rural route)

Last name p 2 Your social security number

i : = 3
1 lodlakn s 22 YT ZI0Y
4 [{
8 L single [ Married [] Married, but withold at higher Single rzte.
Note: If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.

’//é é.L‘L@ J v /[ }\, // g 6 g O ) check here, You must call 1-800-772-1213 for a replacement card. P [_|
Total number of allowances you are claiming {from line H above or from the applicable workshest on page 2) 5 £ j
6  Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . . . . . 6 |$ i
7 | claim exemption from withholding for 2016, and 1 certify that | meet both of the following conditions for exemption. |
e Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
e This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
If you meet both conditions, write “Exempt”here. . . . . . . . . . . e [7]
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s signature { l, Aﬁ_/____r.‘/\ — 3
(This form is not valid unless you sign it.) & U/ ) Date » N - ! g — 1
9 Office code {optional) | 10 Employer identification number (EIN}

8 Employer's name and addrass (Employer: Complete lines 8 and 10 only if sending to the IRS.)

P City or town, state, and ZIP code 4 If your last name differs from that shown on your social security card,
5

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2016)




EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Employee Name: Lﬁ._f L’) c\] f) iCc:u-&‘—aL/\ \ \P&a 14 | (‘;\f\\( Fas. r(,/\ 1

— AY

)
Address: _\\ J \ / £ QFL[/\ A AP (JT
= 1) L T
Home Phone: ’/5 Lﬁ:‘ ' 7 \3[ O?O (]

nta

Contact #1
Name: Sﬁb\\aﬁv\’\ 1) S Laén,

Relationship:

Home Phone: g’, < K{G? 3@7 ’)

Cell Phone: 7.0 %4 L’/Oci e % O

Work Phone:

Contact #2

Name: \A L] IQ_LJQ{ b\'(‘( C\é\ ;

Relationship:

Home Phone:
Cell Phone: 62 T L/ €] CéJ 4

Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event

of an emergency:

This information will remain confidential and will only be used in the case of an emergency.




DISCLOSURE AND AUTHORIZATION [IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Employer Solutions Staffing Group LLC (ESSG) may obtain information about you for employment purposes from a third party consumer reporting
agency. Thus, you may be the subject of a “consumer report” and/or an “investigative consumer report” that may include information about your
character, general reputation, personal characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
neighbors, friends, or associates. These reports may contain information regarding your credit history, criminal history, social security number
validation, motor vehicle records (“driving records”), verification of your education or employment history, or other background checks. Credit
history will only be requested where such information is substantially related to the duties and responsibilities of the position for which you are
applying. You have the right, upon written request made within a reasonable time, to request whether a consumer report has been requested and
compiled about you, and disclosure of the nature and scope of any investigative consumer report and to request a copy of your report. Please be
advised that the nature and scope of the most common form of investigative consumer report obtained with regard to applicants for employment
is an investigation into your education and/or employment history conducted by Orange Tree Employment Screening, 7275 Ohms Lane,
Minneapolis, MN 55439. Tel.: 800-886-4777 or 952-941-9040. Fax: 800-886-0774 or 952-941-9041. ORANGE TREE EMPLOYMENT SCREENING's
website is at www.orangetreescreening.com, or another outside organization. The scope of this notice and authorization is all-encompassing,
however, allowing ESSG to obtain from any outside organization all manner of consumer reports and investigative consumer reports now and
throughout the course of your employment to the extent permitted by law. As a result, you should carefully consider whether to exercise your
right to request disclosure of the nature and scope of any investigative consumer report.

New York and Maine applicants or employees only: You have the right to inspect and receive a copy of any investigative consumer report requested by ESSG by
contacting the consumer reporting agency identified above directly. You may also contact ESSG to request the name, address and telephone number of the
nearest unit of the consumer reporting agency designated te handle inquiries, which ESSG shall provide within 5 days.

New York applicants or employees only: Upon request, you will be informed whether or not a consumer report was requested by ESSG, and if such report was
requested, informed of the name and address of the consumer reporting agency that furnished the report. By signing below, you also acknowledge receipt of
Article 23-A of the New York Correction Law.

Oregon applicants or employees only: Information describing your rights under federal and Oregon law regarding consumer identity theft protection, the storage
and disposal of your credit information, and remedies available should you suspect or find that ESSG has not maintained secured records is available to you upon
request.

Washington State applicants or employees only: You also have the right to request from the consumer reporting agency a written summary of your rights and
remedies under the Washington Fair Credit Reporting Act.

ACKNOWLEDGMENTAND AUTHORIZATION

| acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both of these documents. | hereby authorize the obtaining of “consumer reports”
and/or "investigative consumer reports” by ESSG at any time after receipt of this authorization and throughout my employment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution, school or
university (public or private), information service bureau, company, or insurance company to furnish any and all background information requested
by Orange Tree Employment Screening, 7275 Ohms Lane, Minneapolis, MN 55439. Tel.: 800-886-4777 or 952-941-9040. ORANGE TREE
EMPLOYMENT SCREENING’s website is at: www.orangetreescreening.com, another outside organization acting on behalf of the company, and/or
the company itself. | agree that a facsimile (“fax”), electronic or photographic copy of this Authorization shall be as valid as the original.

New York applicants or employees only: By signing below, you also acknowledge receipt of Article 23-A of the New York Correction Law.

Minnesota and Oklahoma applicants or employees only: Please check this box if you would like to receive a copy of a consumer report if one is obtained by ESSG.

|:| (Must include email address: %ﬁfiﬂ’j'.c" 1{ A 1;:\. Lb c'l U\J\\(&L\ ; ! \ @ C?)W1O\/\ I - LoV

Signature: Date:
BACKGROUND INFORMATION

%Last Name: ﬂ_.(nr( \I'\J\:{ GQ_&/\I !“ First: llp\ao’ 1 :}"Ci}s“-@{/\ Middle: ! Q!Q ‘-,ZGX L{Q \ !‘A/\

Other Names/Alias:
Social Security #*: Qq C LT TG ﬁ(./ Date of Birth (mm/dd/yyyy)*:
I of T et 7.7

Driver’s License #: [57 ';)_ Z 700 S’ S O 7 Q / / State of Driver’s License:
PresentAddress:/[?j//'Z; f/{f/’; £Ye S B-pPiN l—;f (S Telephone # (Primary): _"8 20 7 2 (-L/ <—’~;f ?/ 6 :)7

City/State/zZip:__ 7 (7 luo Ql MNT 4 cd ol

*This information will be used for background screening purposes only and will not be used as hiring criteria.




Lot CheeA
. } .
o employer solutions staffing group.
. Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by Payroll Debit Card.
SECTION 1 BASIC INFORMATION

\Effective Dat,_

SN# (last 4 digit
(las gl s)

10

J (N LEAAA
SECTION 2 PAYROLL ELEC‘TION
D Direct Deposit (Please complete Sections 3 and 5 below)
I:l Payroll Debit Card (Please complete Sections 4 and 5 below)
SECTION 3 DIRECT DEPOSIT
’ [ Update Bank Account
Bank Name:

I understand and acknowledge that if I do not provide a

voided check with this direct deposit form, 1 am

responsible for any delays in payroll or extra costs

Routing# incurred if the account number that I provide is incorrect.

Account# .
Initial Date

Account Type: O Checking [] Savings [ Other

»  To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
= Ifyou change banks. do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SECTION 4 PAYROLL DEBIT CARD (GLOBAL CASH CARD)

Federal law requires all financial institutions to obtain. verify. and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution 1o identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)

First Name M.L Last Name Date of Birth
Street Address (PO BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
GET TEXT ALERTS, when yvour paycheck is deposited on your card! [JYes, sign me up, for text alerts
All we need to know your cell phone service provider and mobile number above! My mobile service provider is:

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181
I'have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
[ am agreeing to the program terms. conditions, and disclosures that are included or made available to me from time to time from the financial institution, 1
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
coudiu'?m: and disclosures.

Employee’s Signature: H}&[ || f ———F- Date: 3 s §f2@1 é
SECTION 5 AUTHORIZATION

Tauthorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate. if necessary, debit entries and adjustmentsfor any credit entries

made in error to my account(s). * E-mail is required for pay stub information.

“E-mail: T ‘k@{l/l(ﬂma@,u [z Vi H @O\/lﬂ/ﬂﬂuﬂ MTWl

this information will only be used to @nd your paystubs elecfronically

Employee's Signature: Date:




VSI

219301-EMP EuinE

LOCATION

/ / K
RehireDate ___ " '

ENROLLMENT FORM - PLAN 2

REQUIRED EMPLOYEE INFORMATION
PRINT USING BLACK or BLUE INK
(Must Be Filled Out)

Social Security Number

LU T 23500
Date of Birth _// 1 JC] !/ _LC_;_?:Q sex MJ[F]
Name (A |, s LM&LL\ 4 ﬂp(ﬂﬁ\(e\y'((\.l/\\

Street Address

City Q///’ 1A (J State MD’_,)/le S_‘é_s_ﬂ_“_
Home Phone g_'Z,.D_ _2_2.&.)_ g Li}_ -

Do you or any dependents have Medicare?

[J Yes [INo If Yes:
Medicare Health Insurance Claim Number (HI

Medicare Effective Date

Names of Covered Person

Name
Social Security Number ___ -~ _
DateofBith ____ '/ g,

Relationship: [ Spouse [J Child [ Domestic Partner

ESC UNAV P2 v15.1

SELECT COVERAGE LEVEL

You MUST select a coverage level before adding any benefits. Your
coverage level will be identical for each benefit.

l:l Employee Only |:l Employee + Family
l:] Employee + 1 NO to all indemnity benefits.

FIXED INDEMNITY MEDICAL ( }

L__l vYES $20.91 Employee Only
. $42.44 Employee + 1
|7 NO  $56.67 Employee + Family

This coverage is not available to residents of New
Hampshire, Hawaii, or Puerto Rico.
DENTAL

]:I vES $6.17 Employee Only
$12.34 Employee + 1
B vo

$20.36 Employee + Family
TERM LIFE

|:| YES
[X] no

SHORT-TERM DISABILITY i:\
[ ] vEs C
B/_J NO
Short-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island.

$0.60 Employee Only V

$0.90 Employee + 1
$1.80 Employee + Family

$4.20 Employee Only

Name
Social Security Number ___
DateofBirth ____/__ /g

Relationship: []1Spouse [1Child [ Domestic Partner

Name

Social Security Number

DateofBirth ____/__ /g

(1 Child [ Domestic Partner

Relationship: [ Spouse

BENEFICIARY INFORMATION

For Term Life / Accidental Death & Dismemberment. please write
in your beneficiary information.

NAME OF BENEFICIARY

RELATIONSHIP

Accidental Death & Dismemberment is part of the Term Life Benefit.

P> Signature

I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and I
understand that making no benefit sclcctlon is a declination of coverage.

pae & 1SV 7 01 L

(Ladn
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Benefit Plan Administrators, Inc,

For Status Change Please Check: You MUST provide a supporting Document

New Employee Change of Status Birth/ Spouse Loss of Coverage Plan
Rehire Rehire Date Adoption Change
Marriage Cancel Employee/Dependents
Benefits Enroliment Form Divorce Date of Status Change:
Employee Information
‘:_\_ Name (Last, First, M) Date of Birth Social Security Number
i
Lol 4t podo G-1924| FIYTTE GOl
plodlob el dipodkalh | {1 -19-19 £ Ly 901
Address City State Zip Code
(D G e S 4oy | <7Cle] | w7 b zal
v L S ? = =~ T
Gender Marital Status Phone Number: Date of Hire
& I Married Single
emale . P f z n = Y 8
ot | 320 270 QFET [Z-1S00/
Please Select Coverage Elected: Enhanced MEC Plan Email Address:
Coverage Level :
Single - $24.00/Week Employee+Spouse - $38.00/Week Employee+Child(ren) - $36.00/Week Family - $63.00/Week

I Dependent Information

Dependent 5 i
Sex Birth Date Coverage Elected Add (Enroll)_Change, or
Terminate
Last Name First Name M.1. Male i Add Change
Social Security # Female Medical Waive Terminate
Dependent e : S i R :
Sex Birth Date Coverage Elected Add (Enroil)_Change, or
Terminate
Lasf Name . First Name M.L. Male Medical Add Change
Social Security # Female Waive Terminate
Dependent i - S
Sex Birth Date Coverage Elected Add (Enrol I).Change, ar
Terminate
Last Name First Name M.L Male Medical Add Change
Social Security # Female Waive Terminate
Othe overage 0 atio a » edicare edicaid
NAME OF PERSON COVERED (LAST, FIRST, MI):
EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgement and Authorization - | hereby apply for the group benefit(s) as indicated. | acknowledge that all entries are true and complete and that
any misstatements or failure to report information may be used as the basis for cancellation of coverage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

EMPLOYEES DECLINING Declining due to other coverage.

| understand that | and/or my dependents, if any, waive any coverage and desire to participate in the plan at a later date. If'we may be considered a late enrollee and
must meet the requirements defined in the Certificate of Coverage for the company’s medical or dental plans. If | decline enroliment for myself or my dependents
(including my spouse) because of other coverage, | may, in future be able to enroll myself or my dependents in this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signatumb&/“vu/—‘/\ Date /% A= \ %ﬂ'ﬂ fLU \ '17

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com




