E-Verify: Print Case Details - Preview https://e-verify.uscis.gov/web/PrintCaseDetails.aspx?Case VerNum=2.

E-Verify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018109150808AD
Report Prepared: 04/18/2018

Company Information
Company iD: 47429 Company Name: Employer Soiutions Staffing Group

Empioyee information

Last Name: Salazar Jr First Name: Adam
Date of Birth: 11/06/1978 Social Security Number: *** ** 7208
Hire Date: 04/19/2018 Citizenship Status: A citizen of the United States

Document Information

List B Document: Driver's license or ID card Issued by a U.S. state or  List C Document: Social Security Card

outlying possession
Document Name: Driver's license Document State: Minnesota
Driver's License or ID Card Number: Document Expiration Date: 11/05/2019

Case Status Information

Final Case Result: lEmployment Authorized Employer Case ID:
Case Submitted On: 04/19/2018 Case Submitted By: ZZEP3284
Ciosed On: 04/19/2018 Closed By: ZZEP3284

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

SENSITIVE BUT UNCLASSIFIED

lof1 4/19/2018, 2:08 P©



Employment Eligibility Verification USCIS

Department of Homeland Security wggﬂaggow
U.S. Citizenship and Immigration Services

Evpires 08/31/2019

PSTART HERE: Read instructions carefully befors completing this form. The instructions must be avallable, either in paper or electronioally,
during complation of this form, Employers are ilable for errors in the complstion of this form,

ANTI-DISCRIMINATION NOTICE: i is lliegal to discriminate against work-euthorized Individuals. Employers CANNOT specify which
document(s) an employee may present fo establish employment authorization and Identity. The refusal to hire or continue to employ
an Individual bacause the documentation presented has a future expiration date may also constituts illegal discrimination.

Bection 1. Employee information and Attestation (Employees must complste and sign Sestion 1 of Form 1-8 no leter

than the first day of employment, but not before accepling a job offet )

Last Name (Family Name) First Name (Given Narme) Middle Initia) | Other Last Names Used (i any)
salazar Adam d n/a

Address {Strest Number and Name) Apt. Number | Clty or Town State ZiP Code

7104 upper 17th st north n/a oakdale mn 55128

Date of Birth {mm/ddlyyyy) | U.S. Social Seourlty Number Employee's E-mail Addrass Employee's Telephone Number
11051978 1 4?75[47]194 e I 1 ] 1 j adamdsalazar1978@outlook.com 6513733684

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

1 attest, under penalty of perjury, that | am {check one of the following boxes):
(@) 1. A citizen of the United States

() 2. A noncitizen national of the United States (See instructions)

8 8. A lawful permanent resident  (Align Reglstration Number/USCIS Number):

4. An allen authorized to work  until {expiration date, if applicable, mm/ddiyyyy):
Some allens may write "N/A" In the expiration date field. (See instructions)

Aliang guthonzed to work must provide only ane of the following document numbers fo complete Form 1-9: et
An Alisn Reglsiration Number/USCIS Number OR Form -84 Admission Number OR Foraign Passport Number:

1. Allen Registration Numbe/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR

3. Foreign Passpart Numbsr:
Country of {ssuance:

e ————

Sianaturs of Employee glan falgzar « Today's Dats (mm/idysyy) Apr 19, 2018
sTLRb AT A L

Preparer and/or Translator Gertification (check one):
I'did not use & preparer or translator, Q[ A preparer(s) and/or translator(<) assisted the employes in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Seetion 1.)

J attest, under penaity of perjury, that | have assisted in the completion of Sgotion 1 of this form and that to the best of my
knowledge the information is true and correct,

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name {Family Name) First Name (Given Name)
Address (Strest Number and Name) City or Town State ZIP Code

@ Emplover Completes Next Page : @I
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Employment Eligibility Verification
Department of Homeland Security
U.8. Citizenship and Immigration Services

USCIS

Form 1-9
OMB No. 1615-0047
Explres 08312019

TBection 2. Employer or Authorized Representative Review and Verification
(Employsrs or their a’ﬁthonzed rapresentative must complete and sign Sestian 2 within 3 business days of the amployes's first day of emplayment. You
Imust physically examine ope decument from List A OR & cambinatian of ona decument frem List B and ene document frem List C a3 listed an the "Lists

of Aggeptable Documents. ') > . A 3 i
TLast Name\(Femily Name) Fup:xafw Name) 1. | Chizenghip/immigration Stalus
1
Empioyse info frot;-::nﬂon E=v l ! Yl N e { % : L.,z{f"‘
A 0 ListB
dantity and Employment Authorization Identity Employment Authorization
Documant Title Docum‘EDﬂq‘ v ont Tifle -
e NvecsS Litende Q%owi’ Seopxvituland
ing Autho Issuag, Authorlty . 5 Autho . b
EAPNe o MV TS50 Seeocida Ad
Dooument Number Do t Number : o g wﬁcﬁr_:ialt’ N&r_?barvq - ‘9_ 0 8’
Explration Date (if any)(mm/ddyyyy) Explration Date {if any){m.m/dd/yym Explration lDa'm {iFany)(mm/ddtyyyy)
| [—0S - 2014 NI
Dogumant Title 7
Tseuiing Authorlty Additional Information - 5o Nor it T ncce
Document Number
Expiration Date (if any}(mm/ddiyyyy}
Document Title
Issuing Autharity
Document Number
Explration Date (if any)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document{s) presentsd by the sbove-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.
The empl 's. firat day of employment (mm/dd/yyyy):
T

@L{ l I 4 Z&Q[ & {See Insfructions for exemptions)

7 —

Today‘) Date fnm/dd/yyyy)

bullaldoell

:m?zgmgloyar or Authorized Representative
gir U i{ &
)

Represeniative
O~

gz!ta\n‘\e Employer or Authorized Repressntative
LA heAanA

Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's ass or Organization Address {Straet Number and ﬂame)
7480 FLYING CLOUD DRIVE SUITE 200

City or Town

EDEN PRAIRIE ‘

State ZIP Code
MN 55344

[Séction 3. Reverification and Rehires (Te be completed and signed by smplayer or authonzed representative )

A; New Narme (F adplicable) =T : _ |6, Bate of Rehiré [ifapafcable)
Last Nama (Famlly Nams) First Name {Given Name) Middle Initial | Date (mm/iddiyyyy)

[EC T[T 6/piByas’S pravibua grent of BMPIGYMENt aUthofiZaTion. as Bxpired, provide T Infe
gontipying employmerit authordzation In the spage provided baiow,

on for Ui GBLUPTBAT or rECeIpt ot estabishes

Document Title Document Number

Explration Date (7 any) (mm/ddyyy)

1attest, 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 genulne and to relats to the individual.

Signature of Employer or Authorized Representative | Today's Date {mm/dd/yyyy)

Name of Employer ar Authorized Representiative

Fom -9 071717 N

Page 2 of 3



www.esgstaffingsolutions.com

aradlove solutions stafing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _Salazar

Street Addrass

7104 upper 17th st north

First Name _Adam

PO Box 46270
Minneapolis, MN 55344-9956
Tel: 952.835.1288

City/State/Zip oakdale, mn 55128

Phone Number

6513733684

Emall Address

Staffing Agency/Recruitment Partner

cmg

Middle Initial 4

Apt/Ste

Soclal Security Last Four JO0(-XX~
adamdsalazar1978@outlogi.com

Are you legally authorized to work In the United Statss of America? @JYES (CINO
Appiicant Certification and Authorization

| 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, responsibiliies, performance, compensetion and eligibility for rehire.

1 understand that a camprehensive background check may be conducted o detenmine my eligibiiity for hire by certain cllents of ESSG.
This may Include but Is not fimited to, inveatigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by cllents, government regulations or by ESSG policies.

| release ESSG and ather persons or entities from any claims that might be based on ESSG@'s decision to conduot a background chsck,
| cortify that all statements made in my application are true and accurate and that | have not omiited any materiai 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 | bagin emplayment, will result in my termination.

I hired, | agree to abide by the poilcies and procedures of ESBG.

adam salazar

wam salae [Ape 23, 2015

Apr 19, 2018

Neme (Print or type)

A copy or facsimile (“fax”) will be considered the same as an original signature. Emalil will ONLY be used for employment correspondence

Applicant's Signature

Data

For ESSG Office Use Only
DOH NHW 2] 8850 w4
Emergancy ContactInfo | Background Release Form Background Resuits Unemployment Lettar ESC Appiication
{if applicabia)
For ESSG Client Use
DOH ROP Work Site Loc. WC Coda

ESSG - CMG-NSTW4

Rev. 0412017



Form W-4 (2018)

Future developments, For the latest
Information about any future developments
related to Form W-4, such as legisiation
enacted after it was published, go to
www.irs.gov/FarmWwa4.

Purpose, Complete Form W-4 so that your
smployer can withhold the corract fadaral
Incoma tax from your pay. Consider
completing a new Form W-4 each yaar and
whsn your personal or financlal situation
changes.

Exemption from withholding. You may
claim exemption from withholding for 2018
if bath of the following apply.

» For 2017 you had a right 1o a refund of all
federal income tax withheld because you
had no tax liabifity, and

* Far 2018 you expect a refund of all
faderal Income tax withheld because you
expect to have no tax llablity.

If you're axempt, complets only lines 1, 2,
8, 4, and 7 and sign the form 1o validate it
Your exemption for 2018 expires February
15, 2018, See Pub, 505, Tax Withholding
and Estimated Tax, to learn maore about
whether you qualify for exemption from
withholding,

General Instructions

if you aren’t exampt, follow the rest of
these Instructions to determine the number
of withholding aliowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld. For regular
wages, withholding must be based on
allowances you claimed and may notbe a
{lat amount or percentage of wages,

‘You can also use the calculator at
www.irs.gov/W4Anp to dstermine your
tax withholding more accurately. Consider

Farm W"'4

Department af the Treasury
imemal Revenua Sarvce

using this caloulator if you have a more
complicated tax situation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage income
outside of your job. After your Form W-4
takes sffect, you can also use this
caloulator to sse how the amount of tax
yotr're having withheld compares to your
projected total tax for 2018, if you use the
calculator, you don't nead to complete any
of the workshests for Form W4,

Note that if you have too much tax
withheld, you will recelve a rsfund when you
file your tax retum. if you have too little tax
withheld, you wiil ows tax when you fils your
tax return, and you might owe a penalty.
Fllers with multiple jobs or working
spouses. If you have more than one job at
a tims, or if you're married and your
spouse Is also working, read all of the
instructions Including the instructions for
the Two-Earners/Muitiple Jobs Worksheat
before beginning,

Nanwage incoma. If you have a large
amount of nonwage income, such as
Interest or dividends, consider making
estimatad tax payments using Form 1040~
ES, Estimated Tax for Individuals.
Otherwise, you might owa additional tax.
Or, you can use the Deductions,
Adjustments, and Other Income Worksheast
on page 3 or the caleulator at www./rs.gov/
W4App to make sure you have enough tax
withheld from your paycheck. if you have
pension or annuity income, see Pub. 605 or
use the caloulator at www.irs.gov/W4App
1o find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident slien. If you're a nonresident
allen, see Notice 1382, Supplemental Form
‘W-4 Instructions for Nonresident Aliens,
before completing this form.

Separate hare and give Form W-4 to your employer. Keep the workshaeet(s) for your records.
Employee’s Withholding Allowance Certificate

» Whether you're entitied to cialm a certain number of allowances or exemption from withhoiding is
subject to revisw by the IRS. Your employer may he required to send a copy of this form to the IRS,

Specific Instructions

Personal Allowances Worksheet
Complets this worksheet on page 3 first to
determine the number of withtholding
allowances to claim.

Line C. Head of househald please note:
Generally, you can clatm head of
houssehoid filing status on your tax return
only if you're unmarried and pay more than
50% of the costs of keeping up a home far
yourself and a qualifying Individual, See
Pub. §01 for more information about fiilng
status.

Line E, Child tax oredit. When you fiie
your tax return, you might be aligible to
cialm a credh for each of your qualifying
children. To qualify, the chlid must be
under age 17 as of Degember 31 and must
be your dependent who lives with you for
mare than half the year. To learm more
about this oredit, see Pub. 872, Chiid Tax
Cradit. To reducs the tax withheld from
your pay by taking this credit into account,
follow the instructions on line E of the
workshest. On the worksheet you will be
asked about your total Income, For this
purposs, total income includes all of your
wages and other Income, Including income
eamed by a spouss, during the vear.

Line F. Cradit for other dependents.
When you fila your tax ratum, you might be
gligible to claim a credit for each of your
dependents that don't qualify for the child
tax credit, suoh as any dependent children
age 17 and alder. To learn more about this
oredit, see Pub, 505, Ta reduce the tax
withheld from your pay by taking this cradit
into acoount, follow the Instructions on line
F of the warkshest. On the worksheet, you
will be asked about your total income. For
this purpose, total incomne inoludes all of

OMB No. 1545-0074

2018

1 Your first name and middle nftial
Adam adam

! Last name
salazar

2 Your sootal securily number
477947208

Home address (number and street or rural route) 3 @ Single O Married @ Married, but withhoid at higher Singie rate.
7104 upper 17th st north Nole; if mamied tiling separately, check “Married, but withhold at higher Single rate.”
City or town, state, and ZIP code | 4 1 your last name ditfers from that shown on your sociat seourity card,
oakdale, mn 55128

check hers. You must vall 800-772-1213 fora replacemeut card, P m

8§ Total number of aliowanoes you'ra claiming {from the applicable workshest on the following pages)

8 Additional amount, if any, you want withheld from each paychack

7 | claim examption from withholding for 20118, and | certify that | meat both of the fol'owlng concf tlons for examption. |

is]1

|8$

« Last year | had a right to a ratund of all federal Income tax withheld because | had no tax flabllity, and

* This year | expect a refund of all federal income tax withheld because | expect to have no tax Jab[l!_l} [
7

L

i you mest both conditions, write “Exempt" here . . . . > |
Under penattias of perjury, | declare that | have examined this certificate and to the best nf my knowledga and bellef, it s true, correct, and complete.
Employes's signature
{This form i8 not valid unless you slgn i) »  +7m ssem ity o Date » Apr 19’ 2018
8 Employer's name and address {Employen Complets boxes 8 an 10 if sending to IRS and compiete 8 First date of 10 Empluyar Identification
boxes B. 8, and 10 if sending to State Direclory of New Hires) employment number (EIN)
For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 102200 Form W-4 [2018)



ma DEPARTMENT W-4MN
OF REVENUE
2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must camplete and give this form to your employer If you do any of the following:

+ Claim fewer Minnesota withholding allowances than your federal allowances

* (Claim more than 10 Minnesota withholding allowances

» Want additiona! Minnesota tax withheld from your pay each pay period

o Claim to be exempt from federal withholding or claim to be exempt from Minnesota withholding

Do not complete this form if you are claiming the same number of Minnesota allowances as federal and the number clalmed is 10 or less.

Employse’s fint rame and initial Lastname Employsa’s Social Seeurity number
adam salazar 477947208
Parmanen: sddrass Maritat status fcheck one box}
7104 upper 17th st north O] mmlgﬁmm @
Gty Suate 0P coda Marrled
oakdale, mn 55128 Married, but withhold at higher Singla rate

Employees: Read Instructions on back, complete Section 1 OR Section 2, sign and give the completad form to your employer, {Do not complete
both Section 1 and Section 2, Completing bath sections will male the form invalld.)

] Section 1 — Detarmining Minnesota allowances

Complete Sectinn 1 if you clalm fewar Minnesota allowances than your federal allowances, AND/OR If you want additiona! Minnesota withhald-
. Ing deducted each pay period.

1 Total number of federa! allowances claimed on federal FormW-4 ....... O I 50 00 SO B XD 3 &
2 Total number of Minnesota aflowances (fine 2connot bemore thanlined} .....evvveivveivnsans 060000083 1
1

3 Additional Minnesota withholding you want deducted each pay period. . ...c.ocovvvens 00090000000q4a0 3 6
3 section2 — Exemption from Minnesota withholding ’

Complete Section 2 if you claim to be exampt from Minneasota Income tax withbelding {see Section 2 instructions for quallfications). I* applicabie,
check one box below to indicate the reason why you helieve you are axempt:

| mest the reguirements and claim exempt from both federal ané Minnesota income tax withholding.
Zven though | did not claim exerapt from federal withholding, | claim exempt from Minnesota withholding because | had no Minnesota
Income tax liabiity last year, | received a refund of all Minnasota income tax withheld, AND | expect to have no Minnesota income tax lability
#his year.
My spouse Is a military service member assigned to e miiitary iocation in Minnesota, my domicile (legsl residence) Is In another state, AND |
am In Minnesota solely to be with my spouse, My state of domicile is _miote=n
D { am an American Indlan fving and working on a reservation,

Ej 1am a member of the Minnesota National Guard or an active duty U.S. military member and claim exempt from Minnesota withhoiding on
my military pay.

D | raceive a military pension ar other military retirament pay as calculated under Title 10, 1404 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnesota withhelding on this retirement pay.

1 certify that ait information provided In Section 1 OR Section 2 i5 carrect. | understand there is a 8500 penolty for filing a false withholding atlow-
ancefexemption cartificote.

Freloyes: SIS QAU JAAZAY ™= Apr19,2018 Paime phore. & 13733684

Employaes: Give the completed form to your employer.

Employers

If you are required to send a copy of this form to the Department of Revenue {see /nstructions), you must entar the emplover Information below
and mail this form to: Minnesota Revenue, Mall Station 6501, St. Paul, MN 55146-6501. {incomplete forms are consldered Invalid.) A $50 penalty
may be assessad for each required Form W-4NN not filed with the department.

Keep a copy for your records,

Name of employer | Federal employer ID number (FEIN} SMIﬂnuut'am 1D numbar
| i

Address Chty State ZIP code

mee. 22t Questions?  Website: www.revenue.state.mn.us. Email: withholding.tax@state.mn.us. Phone: 651-282-9999 or 1-800-657-3594,



eI e 5o FI0. § .'.,."" 7 Er0de.
Direct Deposit/Payroll Debit Card Authorizauon

Employees have the option of receiving wages by Direct Depos:t and/or Payroll Debit Card,
If you do not provide a writien election, wages will d by Peyroll Debit Card.
FSECEICNIIE BRSICINEO O e 2% ] g

CSECTIONIZD AL B EC e

[ Paper Check (Option available to GA NH and NY residents only)

Payroll Debit Card (P!ease complele Sections 4 and 5 below)

Note: Direct Deposit accounts may take up 1o 7 days to be activated
I understand and acknowledge that if X do not provide a
voided check with this divect doposit form, 1 am
responsible for any delnys in payroll or extra costs
incirred if the account namber that 1 provide is incorreet,

Initial Date

Account Type: | Chocking]T"] Ssvings[LJOter . j8
To help us avoid making an error, please attach a copy of a vorded check. {a deposit slip will not work)

| » Ifyouchmgebmﬂts,dnuotcmeymuoldbmkaccoumunulyowdmctdepomhasmdmthewbmk.wluchmaytalmZpuypcrlods.

SECTIONEIE AN R OUIE DERT GRS

Fedemllnwxequircaallﬂnnndnlinsdt\nionstoobmin,vmify,mdmordinfomaﬂnnﬂmtidanﬂﬁeseaahpmonwhoopensmaccomlnmﬂerm
 request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Cand Authorization, BSSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. Far 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 recsive your new Payroil 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 payduy you receive
wages,

|"CARDHOLDER INFORMATION (as you want your Payroli Debit Card to be issued)

First Name o Jam ML 4 ! LestNewe  calazar Datz of Birth 4 105/1978
Street Address (o BAXNOT ACCTPTASLEY 7104 upper 17th st north Social Security* 477947208
Gty pakdale Stare ; Zip  ggiag | Coll Phone (mobils) g1 9733684

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

P . T 5 .
Payroll Debit Card Routing # | Payroll Debit Card Account # 5 3 ) O S D
I have received my Payroll Deblt Card, welcome broghure, program fees, program terms, conditions, and disclosures. By activating my Payrol! Debit Card,
1 am agroeing 10 the program terms, conditions. and disclosures ihut are included or made available 10 me Gom thne 1o time from the financial instinstion. 1
authorize the financial instirution to debit my Payroll Debit Card account for the fees described in the fee sckeduls thut is part of the program terms,
conditions, and disclosures.

Employue’s Signature; _odum st (n 19, s Date: APri9,2018

{SECTION &7 AUTHORIZATION :

I authorize ESSG 1o dircetly deposit my periodic wages compunsution psyrents, net of retuired tax withhnldings, other required withholdings

or autherized dednetions, into my account(s) as designated nbove and to initiaw, if necessary, debit entries and adjustmentsfor any credit entries
made In eror 1o my acoount(s). * E~-mail is required for pay stub information.

+E-mail: adamdsalazar1978@outlook.com @
tals information will only be used to send your paystubs electronically

Date: APr19,2018 !

Elnployee's Signamre: ACPm SRlPEor (Ao 2, 205




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

adam salazar
(First) {Middle) {Last)

Employee Name:

Former Name(s) and Dates Used:

ClIrTent Addrass Since: 1/00 7104 upper 17th st north, oakdale,mn 55128

(Mo/¥r) (Street) (City) {State/Zip)
Previous Address From:

{Mo/Y?) (Street) {City) (State/Zip)
Previous Address From:

(Mo/Yr) {Street) (City) (State/Zip)
Social Security Number: __ 477947208 DOB: 11051978

Phone Number: 6513733684

Driver’s License Number/State: q67715433382(_)

The information contained in this application is correct to the best of my knowledge.

| hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include Information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information recelved from this authorization In a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Signature: W Date: __Apri9,2018

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.
[/ wish to recelve a copy of any Background Check Report on me that is requested,




EMERGENCY CONTACT INFORMATION

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

Employee Name: adam salazar
Address: 1104 upper 17th st north
Home Phone: ey
- EMERGENCY CONTACTS
Please Hst two people (ini priority order) who could be contacted in case of an emergency
Contact #1 Home Phone: 6517310845
Name: Vanessa crawford ' Cell Phone:
Relationship: mom Work Phone:
Contact #2 Home Phone: cr) 468034
Name: adam salazar Cell Phone:
Relationship:  dad ‘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.




STATEMENT OF CONFIDENTIALITY

This agreement made this | _61 day of Apa | ) 201&. between
Employer Mﬁions Staffing Group LLC, hereinditer referred to as “employer”,
and am hereafter referred to as "employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

adam sntnzar {Apr 19, 7018)

Employee Signature

e P T et e,

e

A

-
'

Employer Solutiofs ita@roup LLC, Representative




zmplover solutions staffing group.

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be pald for any compensable work injury. Medically
authorized time away from work will be reimbursed In accordance with the State
of Minnesota workers’ compensation laws. \Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support’
for disabllity may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Iimmediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status. ;

Notifv vour emplover Immediately of any new injuries or conditions that impa

your physical condition. '

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physiclan must complete a
Report of Workability.

1 have read my responsibilities and agree to abide by these guidelines.

8igned: adamsabiron (e 15,2018

Printed Name: 2@dam salazar




nplver salutions € éﬁ"m;_., gr’oup‘-.
Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se plerde {que falta, fuera de lugar, destruido, perdido en
el correo, eic), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha side cobrado,
ESSG se detendré el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35,

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncla a su reciutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheqgue
no fue su culpa, ESSG emifird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); 203m salazar

§1gnatural F il'maI edam salozar tApris, 1018)




smplover soltions siafing group..
ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSG's duty to:

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(3) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

(6) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

o Responsibility to work in compliance with OSHA laws and regulations

» Responsibility to use personal protective equipment and clothing as directed
by the host employer

o Responsibility to report workplace hazards and dangers

o Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

- » Right to refuse unsafe work
e Right to know or be informed about actual and potential dangers in the
workplace
o Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



amplover solutions starling grotp.

o Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

» Right to gain access to relevant personal exposure and medical records.

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.



emcicser eolutione steifing sroup «

-

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to {elephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Enmployee Name (Please Print)
adam salazar

Employee’s Signature:

‘ndam salaar {\pr 19, 2018) Date: Apr19,2018




DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2. | have read the entire contents of this poliéy and 1 am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduet; (¢) my rights under the pollcy and the consequences if |
exercise certain rights; and (d) that ceriain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
wrine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sampie provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

odam wlisar {Apr 18,2038}

Individual’s Name

Apr 19,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 8850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500

Depariment of the Traasury

intemal Revenus Servios » Information about Form 8850 and its separate instructions is at www.ire.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complets only this side.
vYourname adam salazar Socla) security number > 477947208

Strest address whereyou fve 7104 upper 17th st north

City or town, state, and ZIPcode  oakdale, mn 55128

County washington Telaphone number 6513733684

If you are under age 40, enter your date of birth (month, day, yea) 11051978

1 Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit. -

2 Check here if any of the following statements apply to you.
* | am a member of a family that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 8
months during the past 18 months.
» | am a veteran and a member of a family that recelved Supplemental Nutrition Asslstance Program {SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months,

» | was referred here by a rehabllitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

» | am at least age 18 but not age 40 or older and | am a member of a family that:
8. Received SNAP benefits (food stamps) for the past 6 months; or
b. Receivad SNAP bensfits (food stamps) for at least 8 of the past § months, but is no longer eligible to recsive them.

s During the past year, | was convicted of a felony or released from prison for a feiony.

¢ | received supplemental security income (8SI) benefits for any month ending during the past 60 days.

» | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year.

Check here if you are a vateran and you were unemployed for a period or periode totaling at least 6 months during the past
year.

-

Check here if you are a veteran entitied to compensation for a service-connectsed disabllity and you were discharged or
released from active duty in the U.S, Armed Forces during the past year.

[]:I Check here If you are a veteran entitled to compensation for a service-connected disabllity and you were unemployed for a
 perlod or periods totaling at ieast 68 months during the past year.

Check here If you are a member of a famlly that:
» Received TANF payments for at least the past 18 months; or
» Reoeived TANF payments for any 18 months beginning after August 5, 1887, and the earllest 18-month period beginning
after August 5, 1987, ended during the past 2 years; or

« Stopped being eligible for TANF payments during the past 2 years because federal or state iaw (mited the maximum time
those payments could be made.

-3

Check here If you are In a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you recsived unemployment compensation.

Signature—All Applicants Must Sign

Under penaltios of perjury, ! declara that { gave the above information 10 t7e empioyar on or before the day | was of‘arad a job. and 18, to the best of my knowledge, trus,
woreot, and complete,

Job applicant’s signature B =dom lowr fips 15, 25.°) Date Apr19, 2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No, 228511 Form 8850 (Rev. 3-2016)



Faorm A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE |+ = | L ETAX

LSiTecialiste s Tax Craditdministretican)

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: §
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
adam salazar 7104 upper 17th st north oakdale,mn 5512
SS#: Date of Birth: Age: Have yon worked for | If yes, location:
this co before?
477947208 11051978 39 | Val Ne® n/a
Please complete all guestions, and sign and date the form, Yes Neo
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O @
at any time since August §, 19977 (If yes. please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O @
(Ifyes, please provide information below.)

Name of the person receiving benefits: _____ Relationshiptoyom: ____
City: County: State:
3, Haveyou received Supplemental Security Income (SSI) at any time within the past 3 months? O @

Please note, this is not the same as Social Secarity benefits (S8) or Social Security Disability (SSDI) benefits.
3{f you checked yes please provide a copy of your SSI documentagion.

4. Have you received any type of vocational rehabilitation services within the past two years? O
1f yes, please indicate which type of agency you worked with and provide their location information below:

[C]] Vocational Rehabilitation Agency ] Dept. of Veterans Affirs Employment Network (Ticket to Work Program)
Nameof Agency: ____ Fhope#:

City: County: State:
*H'you checked yes please provide a copy of vour active Individual Work Plan and Ticket to Work documentation.

@

Q
@

5, Areyoua Veteran of the U.S. Military? *Ifyes, please provide a copy of your DD-214 and letter of separation.
(¥f yes, please provide information below. 1f no, pleass continue to question #6.)

Dates of Service - From: To;
Branch of Service:
Are you entitled to or are you recelving compensation for a service-connected disability?

6. Have you been unemployed at any time during the last 12 months?

H yes, dates of unemployment - From: Ta:
Did you receive unemployment compensation at any point during your unemployment?
Ifyes, in which state did you receive unemployment compensation? _

ol @ QR
e @ aP

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date:

Was tins a [_] Federal or [] State conviction? If Stute - Couaty: State:

Additionsl Tax Credits
[EC (Native American): Are you or your spouse a niember of a Native Amencan Tribe” O @
Ifyou checked yes please provide a copy of vour CDIB card,
CA Residents: [[] Are you the child of foster parents? [L] Do you receive CalWorks? [[] Workforce [nvestment Act?
Are vou a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Fumily Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of peryury, 1declare the information above 10 be true and accurate 10 the bast of ny knowledge, and 1 heroby authorize any agency, arganization, or

tndividuals to supply such verification or information that may be needed to determine tax credit eligibility to bty emplaver. employer repyesentative (Associated
Consiltants, Inc. dba Rerrorax). or the Department of Labor.

aAGH [z
New Employee Signature: co v psiov Date: Apr19,2018




U.S. Department Labor OMB Cantrol No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire anly.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target

group.

Under penalties of perjury, I declare that this information is true and correct to the best of my
knowledge.

New Hire’s Signature: sl stz Date_APri19,2018

New Hire Name; __adam salazar

Social Security Number; 477e4r208

Employer Name:

Please check the statements belbw if they apply to you.

O 1declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

3 1 declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofics: : !

The infemal Revenue Code of 1986, Secfion 51, as amended and iis enacling legisiaion, P.L. 104-188, specify that the State Workforce Agencies are the
"designated” agencies responsible for administering the WOTC cerfificaion procedures of fhis program. The informafion you have provided compleing this
form will be disclosed by your employer fo the State Workforce Agency. Provision of this informetion s voluntary; however the information Is required to
detenmine your employar’s eligibifity for ihe fedara) tax credit.

s 5 o 1 S o s & S S S 8 ot 3 O § § G om0 WA 4 G § D WS & M § A Mg ¢ § SV 09 YYD $ P Apmin § O M | ¥ SN S § L 2 S e ¢ AUy S S o P ST ST 5 O eaa 4 L A PN w0 omm R h d e oy &4 —

Public Burden Statemant:

Persons are not required {o respand to his coliection of information unless it displays a cumenfly valid OM B control number, Respondeifs’ obligation to
compiele this form Is required 10 obtain or retain benefits (P.L. 111-5), Public reporiing burden s esmated to avarage 10 minutes per responise, including the
{ime for reviewing instruciions, seanching existing deta sources, gathering and maintaining the daia needed, and complefing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.S. Dapatment of Labor, Division of Neflonal Programs Tools Technical Assistance,
Room C-4510, Wasfington, D.C. 20210 (Paperwork Reduclion Project 1205-0371), Flsase do not submit completed forms o this address,

117-

ETA Form 9175 (Rev. November 2016)



He:rraEs ety
Enhanced MEC_Plan 1 g‘ &_G
Enroﬂmemm LR L — Re R"hm Pa."ft:* o= , SRR

"Address City Stete im
|
Gender L.lwale | MaritalStafus | | Single | Date of Birth Date of Hive
E] Female D Married Divorced
Phone Number: Emall Address:

Please Select Desired Coverage:

@ Employee Oniy - Em@!oyea-i-s;mouse -EEmployee-t—Ctharen) - Famlly -
- $24.00/Week $38.00/Week $38.90\Week $83.00/Week

ST, SRR AR

iamoa:e B Re}aﬂonshqv
O wae w1 crnall
{ [] Femae __L_] Domestic Partner
?aumm 8ex ] Relationship
| 1 wae spouse [] chuid
! [[] Femae [] Domestic Partner
: |
WMale & Chid
! ! D Femsla = Domestis Partner
4 9 d e AT L S e L e A L T S g, :
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF, DATE

Anpltnes A5 Sevdatseme 4 ann Authnvsaiioz - | hereby apply for the group benafit(s) as indicated, | acknowledge that all entries are true and complste and that
any misstatamenis or fallure to raport information may be used as the basis for capcellation of coverage for ne and my dependent{s), if aryy, from the otiginal
effective date, Further, | authorize my employer to make the necessary payroll deduction of premtums for coverages | have elected.

iF ENROLLING - YOU MUST SIGN HERE

Employee Sighatur oate  Aprl9,2018
ELPLY SRS DECINID [ am DECLINING coverage

1 undarstand that | andior my dapendants, T any, waive any soverags and desir2 to participate in the plan at a later date. {we may be considered a late nnralies and
must mest the requiraments definad in the Cartificete of Coverage for the company's medical or dental plans. If | decline ensoliment for myself or my dependents
{Inclutding my spouse} besause of gther covarage, | may. in futum be ablato envoll myself or my dependeints In this plan, provided | raquest enrollmont within 31
doys aftar the nther soverage ends. In addition, It a new depandent relafionship forms as 2 result of marviege, birth, adoption, placement for adoption of parfing sult
of adoption, ] may be ubla to enroll myself or my dependant, providad | requast enrolimant within 31 days of tha avent,

IF DECLINING- YOU MUST SIGN HERE

Eroployee Signature o cino for s, 2015 Date Apr 19,2018

Employer Scluilons Siaifing Group Healh Benafits Team
PQ Box 46270
Minnesapolis, MN 55344
Phone: £52-787-8519 Fax: 852-767-8515
Email: Health@employerseivtionsgroup.com



Eized Indemity Medic_:ai Bencﬁts_?‘iaqm 2

Vs mwaonEsGq | omemssowy  LOGMON____  RewsDew_ L i .___

ENROLLMENT FORM £SC CUUNAC-MN) ?1 v18.2

e oy N o on ] PRINT USING BLACK or r BLUE INK (Must Be Filled © ou) '
Social Sacurity # Home Phone se’D@DD

Addrass Apn #

Ciy ' ' Sizte Zp 'Dfaae’ of a’im;

e o 1] e G o o e ob e v 04 b (F 3 e om i = = e ¢ ot | 1ot o e s e B - S | e D OV Y (4 o e 0 S S S S | E SRS S —

RN TR AR REAT T
: '.-"f*@\'as. No l“\’es, oiease continuz,

Ne"zcara Healih Insurance C 2im Numbar (—’If'l\)) - Macicare ‘=ﬂec:zve Dats

Name of Covered Person (s):
1. 2. 3.

e — 1 s e U 14 o Bt o J L P e e —

Pa;!roil Dec%ucted Weekiy Retes

Yw MUST select a covarage levai oafore any oenefts in Ser:uon C. Your c:werage Jevel for the all benefits in Section C will be
identical. The Fixed Indemnity Megical Pian, Den‘al ?isr‘, Term Lita Plan, anc Short-Term Disability plans are unde-written by BCS

Jnsurance Company. The Vision pian is undsrwritte by Companicn Life Insurance Company.
SELECT COVERAGE LEVEL "D INPEMAITY | panerar VISton TERWI LIFE gswggghz
Erployse Only s2025 | se17 ]| s242 | %060 .|  Se20
Employee + 1 ] $41.10 $12.3¢ $4.92 $9.90
Employee + Family $54.88 $20.36 $6.56 $1.80
NO 40 ALL Beneiis @3 @Y&s @No gYes No D1 Yes gNo ’gYes D iNo D] Yes O InNo

1This coverage is no: availatle <o residers of N, Hi, or PR. *STD is not aveilable o persons who work in CA, I, NJ, NY, or Rl

Ear Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment Is part of the Term Life Benefit.

Namg Relationshin

——— o — o o W A it S - e | T

T g e e e R
UM ED DL ENBEN I NEORMATION 10

f— 4 4 08 K A s £

Name Social Security # Lete of Bn‘zh Sax Relatiorshi
/7 ﬂ:ﬂ SpouseE Child D Domestic Pariner
Name Soclal Security # Date of Buth Sex lationship
EE ﬁ Spouse[_]| Chila Opomestic Parner
Name Social Security # Date of Bich_Sex Relstlonskip
/7 E:l [D]Spouseﬁ Chid DDO'nasﬁc Parmer
Name Social Security # Date of Birth - 3ax Reletonshin

/7 @@ @Sp@.\SéDC%ﬁ‘H Domastic Partner
I YOU MUST SIGN | AND DATE, EVEN IF YOU DECLINE ECOVERAGE i

| nave read the banefit packet. and unoerstand its lirnitations. | understand that apen eny oliment is on) y available ‘or
3 limked time and | unserstand that making ro berefit selection is & ceclinetion of coverage.

T P emence

parg APrip2008 psianaTuRe an

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

This is &n Essernal SteiCARE Snralimsat Form.



