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Case Verification Number: 201 7353115229TF
Report Prepared: 12/19/2017

COmEnx Information

Company ID: 47429 Company Name: Employer Solutions Staffing Group
Employee Information

Last Name: Aguilar Carcamo First Name: Jose

Dats of Birth; 02/02/1989 Soclal Security Number; *** ** 2085

Hire Date: 12/19/2017 Citizenship Status: An alien authorized to work
Document Information

List A Document: Employment Authorization Document (Form 1-768)

Allen Number: 208593207

Card Number: LIN1790829462 Document Explration Date: 10/1 8/2018

Case Status Information

Final Case Result: Employment Authorized Employer Case ID;

Case Submitted On: 12/19/2017 Case Submitted By: RPRI1528

Closed On: 12/19/2017 Closed By: RPRI1528

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

SENSITIVE BUT UNCLASSIFIED



Employment Eligibility Verification
Department of Homeland Security
U.S. Citizenship and Immigration Services

USCIS

Form I-9
OMB No. 1615-0047

Bxpires 08/31/2019

P>START HERE: Read instructions carefully before completing this form. The Instructions must be avalable, elther in Ppaper or elsctranically,

during completion of this form. Employers are itablo for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It Is llegal to discriminate agalnst work-authorized Individuals.

Employers CANNOT specify which
document(s) an employee

may present to establlsh employment authorization and Identity. The refusal to hire or continue to employ
an Individual because the mmwmm-wmmagm discrimination,

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

Last Name Name) First Name (Given Name)
\qwild?/  Cariamo | Vos¢
Addfdss (Strest Number and Name) ¢ | Apt. Number

;703 Py ksen AvE

Date of Birth (mmAddéyyy) |u.s. Sociel Security Number Employee's Telephone Number
01|02 | 89 |[4hl]-Bl1 -kl )AZ23 7437@m' €12 462.57/0

| am aware that foderal law provides for Imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

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

[£] 2. Anoncitizen national of the United States (See instructions)

[Z] 3. Atawful permanent resident (Allen Registration Number/USCIS Number):

Middle Initial Other Last Names Used (it any)

City or Town
75 4

Employee's E‘mail Address

State ZIP Code

Y| S Sz

[X 4. An allen authorized towork  until (explration date, if applicable, mm/ddlyyyy): [0‘ ,a l 20 [3
Some allens may writa "N/A" In the expiration date field. (See instructions)
Aliens authorized to work must provide anly one of the following document numbers to complets Form 1-9: Do Not Wil 1 veaemce
An Allsn Reglstration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.
1. Allen Registration Number/USCIS Number: 208 -89 3-207
OR
2, Form |-94 Admission Number:
OR
3. Foreign Passport Number:
Country of Issuance;
Signature of Employ, Today's Date (mm/dd/y_m/) , 7
-/ 577
L] U A /?
Preparer and/of Transiator

Certification (check one):
l_—_l | did not use a preparer or translator. D A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or transfators assist an employee in completing Section 1. )

1 attest, under penaity of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowledge the Information Is true and corract,

Signature of Preparer or Translator Today's Date (mm/ddlyyyy)

Last Name (Family Name) First Name (Given Name)

Address (Strest Number and Name) City or Town State  [ZIP Code

@ Employer Completes Next Page

FormI-9 07/17117 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security oml: ;:"1‘6]1;_90047
U.S. Citizenship and Immigration Services Bopires 08/31/2019

[Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authonzed 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 a combination of one document from List B and one document from List C as fisted on the “Lists
of Acceptable Documents.”)

I st Name (Famfly Name) First Name (Given Name) M.l | Citizenship/immigrati '
Mmmam_fé@ e as yoce Arp—um“'

ListA OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization

Document Title . Document Title Document Title

ing AU Issuing Authority lssuing Authority
TV
Document Number Document Number Document Number
208 -5A3- Q¢
Exp(lﬂraﬂo‘nabate (Ié any)(mm/ddiyyyy) Expiration Date (if any)(mm/dd/yyyy) Expiration Date (i any) (mm/dd/yyyy)
l¢~18-)

Document Title

issuing Authority Additional Information Do Net Yt T oS

Document Number

Expiration Date (i any)(mm/ddfyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (#f any)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the documenty(s) presented by the above-named employee,
(2) the ahove-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 employee's first day of employment (mm/ddlyyyy): \)-10,- 3. (See instructions for exemptions)

Sl repf Em r or Authorized Representative Today's Date (mm/dd/yyyy) e of Employer or orized Representative
Me sy -\ - 991\ . W_&ﬂﬁ

Last Name of Employer or Authorized R;prasentaﬁve Firat Name of Employer or Authorized Representative Employer's Business or Organization Name
ARY ox-t E S -
Employer's Business or Org‘:nlzatlon Address (Street Number and Name) | City or Town ZIP Code
o) wg Ol .S taen Ponde YW | sc=ay
Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative )
A. New Name (if applicable) B. Date of Rehire (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

G. If the employee’s previous grant of embloyment authorization has expired. provide the information for the dosurnent or receipt that establishes
continuing employment authorization in the space provided below.

Document Title Document Number Expiration Date (i any) (mm/ddfyyyy)

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

Signature of Empioyer or Authorized Representative Today's Date (mm/ddsyyyy) Name of Employer or Authorized Representative

FormI-9 07/17/17 N Page 2 of 3
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This cand is not evidence of U.S. citizenship or permanent residence.
This documasnt is void If aitered, and may be revokad by the U.S. Govemment.
The person identified Is autharized to work in the U.S. for the valldity of this card.

PR 1708 P, (10-2014)
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www.esgstaffingsolutions.com

employer solutions staffing group.

New Hire Application

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952,835,1288

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Middle Initial E

Last Name Aguilar Carcamo First Name JOS€

Street Address 7908 Dikson Avenue

City/State/Zip Inver Grove Helghts, MN 55076

Phone Number _ 6124625710 Emall Address J23234439@gmail.com

Staffing Agency/Recruitment Partner

CMG

AptiSte

Soclal Security Last Four XXX-XX-

@

All offars of employment are conditional upon satisfactory proof of identity and lepal ability to work in the U.S.A.

Are you legally authorized to work In the United States of America? @1YES (QJINO
Applicant Certification and Authgrization

| authorize Employer Solutions Steffing Group (ESSG) to use the information and statemnents contalni
qualifications for employment. | authorize ESSG to make
regarding my previous duties, responsibliities, performan

| understand that 8 comprehensive ba
This may include but Is not limited fo,

required by cllents, government regulations or by ESSG policies.

Inqulries of my former employers,
ce, compensation and eligibility for rehire,

ed in this application to detenmine my
except as indicated In this application,

ckground check may be conducted to detarmine my eligiblfity for hire by certain clients of ESSG,

Investigations of criminal and/or conviction records, driving records and/or a drug screen test as

| release ESSG and other persons or entities from any claims that might be based on ESSG's decislon to conduct a background check,

| certify thet all statements made in my application are true and accurate and that | have
false or misleading information. | understand that any material omlssion or misrep|
consideration for employment or, if discovered after | begin employment, will resu

If hired, | agree to ablide by the policies and procedures of ESSG.

not omitted any material Information or provided
resentation will result in my disqualification from
it in my terminafion.

Jesus Aguilar Carcamo Ll Agaiar Cariame Dec 19,2017
Name (Print or type) Applicant's Signature Date

A copy or facaimile ("fax™) will be considerad the same as an original signature. Emaii will ONLY be used for empioyment correspondence

For ESSG Office Use Only
DOH NHW 18 8850 W4
Emsrgency Contact info | Background Relsase Form Background Results Unemployment Lotter ESC Application
{If applicahle)
For ESSG Client Use
DOH ROP Work Site Lae. WC Code
ESSG- CMG-CO Rev. 04/2017



employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Tl —— oS TR 7

comp 3 aud 3 below)
_Payroll Debit Card (Please complete Sections 4 and § below)

Nmbhwqumnuyuhwan;umbumw
" | Paper Check (Please complete Seotion 5 below)

[ Update Bank Account

1 understand and acknowledge that it 1 do not provide a
Bank Name;

voided checkwiﬂnthhdirutdaposit form, I am
WQ“S FMQQ mpnmiblefnranydclayuinpaymllorextraem
Routing# incurred if the account number that I provide is incorreet.
Accountd — ¢ 4 | k33295 Initial ) A pae_12]1%] 1

Account Type: [ Checking [J Savings [JOther

—,

Federal law requires all financial insﬁmﬁmmobtain,vuify.andmcordinﬁ:rmaﬂonﬂmidanﬂﬂueachpmonwho 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 to identify you, 1f
ard A

provide the necessary information and issne you a Payroll Debit
Card to pay your wages, Poryourpmtccﬁon.lhaﬁnaucialinaﬁmﬂonmayaskyoumpmvldethemaddiﬁonalidcnﬂﬁcaﬁmhlformnﬂonaothay can

Bxceptﬁrrthemuﬂngaudaccuumnumber, BSSGdoesnnthaveaccessmany information regarding your Payroll Debit Card account or
tl'nnsacdons.Onyourﬁmtpayday.yonwill reulvayournawl’aymllDebitCard,andapackatcom!ninanﬂofthemrmsandmdiﬂm You will
then sign acknowledging ﬂnatyoumeivedthaPayrollDebitCm-dmdpacket.YourPaymll Debit Card will be reloaded on each payday you recejve
wages, .

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

First Name ML ’ Last Name Date of Birth
Street Address (POBOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)

*E-mail:_Jc, 32.3 U439 ma

4
this information will only be nsed to send your paystubs electronically

Employee's Signature: _¢7_/~= Z Date:jz "/ ¢" / 9

4




Form W-4 (2017)

and when your
situation ol anges. YouipeE

jon from withholding.
eomprﬂ !lnea 1,2,8,4,
it. Your exem

Feb

and

if you are exempt,
3“; and sign the
on for 2017 expires

16, 2018 8es Pub. 508, Tax Withholding

Th don't to lemental
eemeptlons on egply supplems wages

Baslc lnstmcﬁons. if you aren’t exempt, enmjla_hlste
the Peraonal Allowances Worksheet below.
riksheets on page 2 further adjust your
wﬂhhnldlug allowancss based on itemized
deduotions, certein credits, ustments to income,
or two-samem/multiple jobs sf

Compiste all workshests that epply However, you
may olalm fewer (or zero) allowances. For regular
wagea, withholding be based on allowances
you olaimed and may ot be a fiat amount or
percantage of wages,

Nonwage income. If you have a latge amount of
nonwage lueome. su

lntesad or ds.
eonslder

b Estimatad Tax for lndfll als. Olherwlss,

ows additiona) tax. if
znwnummme, see Pub, 5 wlp Ifyou ahould

adjuetyowwlhholdltuonFonnW-J,or
Meamaraormulﬁp ba.lfyouhavaa

delm

on all #:bs uelng worksheets from only one Form
‘our withholding usually will be most acourate
when all allowanuaa ara ulalmed on therm W-4

Hannthar pamn can olalm you as a dependent

onhlsorhertaxrenm.

U can't claim axempﬂnn

from withhalding if innarne exceeds §1,05
and includes more $350 uneamed income (fnr
example, Imarest and dlvi:lands)

may be able to claim
exemaun from wlthhn mlen if the empi Is
a dependant, if the emp! s
* |s age 85 or older,
¢ |s biind, or

» Wili claim adjustments to income; tax oredits; or

Remized dedugctions, on his or her tax retum.

Head of housshald., Ganerally, you can clalm head

ofhomholdﬂﬂggsluhmon your tax return only if
you are unmarried and pay more than 509 of the

ggst:nof keeglng otﬂer a home for yourself and gnur

Pul na{ dard Dedudﬂon, and
ang lnfonneﬁon. for information.

Taxmmvuuoantakepm]emedtaxwednalnm
account In ﬂgudng your allowable number
withholding allowarices. Credits for child or depmdent
oare expenees and ths chiid tax credit may be claimed
%ub Personal Allowances Workshest below.
See 05 for nfounetion on canverting your other
oredits into withhoiding aliowances,

Notice

havi
for

bl oo bl b

Nonresident allen. If yuu are a nonresident allsn,
ce 1892, Supplemental
Nonresident Aliens, before completing

cheokyourwnhhold!ng After your Form W-4 takes

Form W-4 instructions for
this form.

Pub, 505 to see how the amount you are

wﬂhhald oom to yo R‘mjeotedtotaltax
7. Sea Pub, Ggg;:a agy 3°n:|ur eemlngs
exceed $180,000 {Sing or$1 00

Fuhtre developments, Information about futwe
ogments gg'eaﬂng Fnrm W-4 (such asmy

wae release If) will be posted

Personal Allowances Worksheet (Keep for your records )

A

Enter *1” if {

Enter *1” for yourself if no one else can claimyouas adependent . . . . 5 0 o o-b w0
s You'ra singie and have only one job; or

» You're married, have only one job, and your spouse doesn’t work; or

» Your wages from a second job or your spouse’s wages (or the total of both) are $1,600 or less,
Enter “1" for your spouse. But, you may choose to enter "~0-" if you are married and have either aworking spouse or more

than one job. (Entering “-0-" may help you avoid having too fittle tax withheld) . . . . . .

nmTmoy

Enter number of dependents (other than your spouse or yourself) you will claim on yourtax retum . . . .
Enter *1” if you will file as head of household on your tax retum (sae conditions under Head of household above)
Enter “1” if you Have at least $2,000 of child or dependent care expenses for whichyou planto claimacredit . . .

A

|

|

LR T )

TmMmouo

IIII

(Note: Do net include child support payments. See Pub, 503, Child and Dependent Care Expenses, for detalls.)

Child Tax Credit (including additional child tax credit), Ses 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 eliglble children or less “2” if you have five or more ellgible children.

* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each ellgible child,
Add lines A through G and enter total here. (Note: This may be differant from the number of exemptions you claim on your tax retun)) » H

dynu plan to itemizs or clalm adjustments to Income and want to reduce your withholding, see the Deductions
Adjustments Worksheet on page 2.

* If you are single and hava more than one job or are married and you and your spousa both work and the combined
ses the Two-Earners/Multiple Jobs Worksheet on page 2

For accuracy,
complete all
worksheets
that apply.

eamln s from all jobs exceed $50,000 ($20,000 if married),
vold having too little tax withheld,

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

Form W"4

Separate here and give Form W4 to your employer. Keep the top part for your records.

Employee’s Withholding Allowance Certiflcate

P Whether you are entitied to claim a certain number of allowances or exemption from withholding is

OMB No, 1546-0074

ﬁ'&m‘ mmy sub]acnn review by the {RS. Your employer may be required to send a copy of this form to the IBS. 2 @ 1 7
1 Yourfirst name and middie initial Last name Aguilar Carcamo 2 Your social sacurity number
iooe E ! 470812965
Home address (number and street or rural route) 3 [® 8ingle ()l Mamied (J Married, but withhoid at higher Snge rate,
7908 Dikson Avenue Nots: If mared, but fsgely separatad, or spouse is & nonresident allen, cheok the Single” bax.
Gity or town, state, and ZIF code 4 ityour last name differa from that shown on your soslal security card,
Inver Grove Helghts, MN 55076 check here. You must call 1-800-772-1218 for & replacement card. b
&  Total number of allowances you are claiming {from line H above or from the applicable workshest on page 2) 5| 2
6  Additional amount, if any, you want withheld from each paycheck . . . . . . o FAE]
7  Iclaim exemption from withholding for 2017, and | certify that | meet both of the followlng conditlons for exempﬂon o

* Last year | had a right to a refund of all federal Income tax withheld because | had no tax liability, and
* This year | expect a refund of all federal Income tax withheld because | expect to have no tax llability.
If you meet both conditions, write “Exempt” here. . noo & o g

. >

sttt

[7]

Under penalties of perjury, | declare that | have examined this eerﬁﬂcata and to the best of my knowledge and bellef, it Is true, correct, and complste.

Employee’s signature

(This form Is not valid unless you sign it) »  JesusAguilarCamamo (Dex 19, 2017}

pate» Dec 19,2017

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

8 Office code (optional)

10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 2017)



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Jesus Aguilar Carcamo
(First) (Middle) (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 7908 Dikson Avenue Inver Grove Helghts, MN 55076
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:;
(Mo/¥r) (Street) (City) (State/Zip)
Previous Address From:
(Mo/Yr) (Street) (City) (State/Zip)
Social Security Number: 470812965 pos;_02/02/1989
Phone Number: 6124625710

Driver’s License Number/State:

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

I 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 received 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: ey Date: Dec 19,2017

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.
1 wish to receive a copy of any Background Check Report on me that is requested.




Para Informacidin en espafiol, visite www,consumerfinance.gov/learnmore o escribe a la Consumer Financial Pratection Bureay, 1700 G Street N.W., Washington,
DC 20552,

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDJT REPORTING ACT
The federal Fair Credit Reparting Act {FCRA) promotes the accuracy, falrness, and privacy of information in the files of consumer reporting agencies. There are many
types of consumer reporting agencies, Including credit bureaus and speciaity agencies (such as agencies that sell information about check writing histories, medicat
records, and rental history records). Here Is a summary of your major rights under the FCRA. For more information, including information about additional rights, go
to or write to: Consumer Financial Protection Bureau, 1700 G Street N.W., Washington, DC 20552,

® You must be toid if Information in your file has been used against you. Anyane who uses a credit report or another type of consumer report to deny your appli-
cation for credit, insurance, or employment — or to take another adverse action agalnst you — must tell you, and must give you the name, address, and phone

on.

® You have the right to kmow what is In your file. You may request and obtaln all the Information about you in the files of a consumer reporting agency (your “file
disclosure®), You will be required to provide proper identification, which may include your Social Security number. In many cases, the disclosure will be free. You
are entitled to a free file disclosure if:
e a parson has taken adverse action against you because of information In your credit report;
= you are the victim of identity theft and place a fraud alert in your file;
* your file contains Inaccurate information as a result of fraud;
® you are on public assistance;
® youare unemployed but expect to apply for employment within 60 days.
In addition, all consumers are entitled to one free disclosure every 12 months upon request from each nationwide credit bureau and from nationwide specialty con-
sumer reporting agencies, See www.consumerfinance.gov/learnmore for additional Information.

* You have the right to ask for a credit score. Credit scores are numerical summaries of your credit-worthiness based on Information from credit bureaus, You may
request a credit score from consumer reporting agencles that create scores or distribute scores used in residential real property loans, but you will have to pay for
it. In some mortgage transactions, you will receive credit score information for free from the mortgage lender,

* You have the right to dispute incomplete or Inaccurate information. If you Identify information In your file that is Incomplete or Inaccurate, and report it to the

consumer reporting agency, the agency must investigate unless your dispute is frivolous. See www.consumerfinance.gov/learnmore for an explanation of dispute
procedures.

© Consumer reporting agencies must correct or delete inaccurate, incomplete, or unverifiabie Information, inaccurate, incomplete or unverifiable information
must be removed or corrected, usually within 30 days. However, a consumer reporting agency may continue to report Information it has verified as accurate,

® Consumer reporting agenties may not report outdated negative information. in most cases, a consumer reporting agency may not report negative Information
that is more than seven years old, or bankruptcies that are more than 10 years old,

® Access to your file is limited. A consumer reporting agency may provide information about you only to people with a valld need - usually to consider an applica-
tion with a creditor, Insurer, employer, landlord, or other business, The FCRA specifies those with a valld need for access,

@ Youmust give your consent for reports to he provided to empioyers. A consumer reporting agency may not give out Information about you to your employer, or
a potential emplayer, without your written consent given to the employer. Written consent generally is not required in the trucking industry. For more Infor-
mation, go to www.consumerfinance.gov/iearnmore.

® You may limit “prescraened” offers of credit and Insurance you get hased on Information in your credit report. Unsolicited *prescreened” offers for credit and
Insurance must include a toll-free phone number you can call if you choose to remove your name and address from the lists these offers are based on. You may
opt-out with the nationwide credit bureaus at 1-888-567-8688.

® Youmay seek damages from violators. if a consumer reporting agency, or, In some cases, a user of consumer reports or a furnisher of information to a consumer
reporting agency violates the FCRA, you may be abia to sue In state or faderal court.

e identity theft victims and active duty military parsonnel have additional rights. For more Information, visit www.consumerfinance.gov/learnmore,
States may enforce the FCRA, and many stotes have their own consumer reporting laws. In some cases, you may have more rights under stute law. For more infor-

matlon, contact your state or local consumer protection agency or your state Attorney General. For Information about your federal rights, contact: ‘

TYPE OF BUSINESS: CONTACT:
1.a. Banks, savings associations, and credit unions with total assets of over a. Bureau of Consumer Financial Pratection
$10 hillion and thelr affiliates. 1700 G Street NW
Washington, DC 20552
b, Such affiliates that are not banks, savings associations, or credit unions also | b. Federal Trade Commission: Consumer Response Center ~ FCRA
shoutd [ist, in addition to the Bureau: Washingtan, DC 20580
{877) 382-4357

2. To the extent not Included In item 1 above:
a. National banks, federal savings associations, and federal branches and fed- | a. Office of the Comptroller of the Currency
eral agencies of foreign banks Customer Assistance Group

1301 McKinney Street, Suite 3450

Houston, TX 77010-050

b. State member banks, branches and agencles of forelgn banks {other than b. Federal Reserve Consumer Help Center
federal branches, federal agencles, and Insured state branches of foreign P.O. Box 1200

banks), commercial lending companies owned or controlled by foreign banks, | Minneapolls, MN 55480

and organizations operating under section 25 or 25A of the Federal Reserve
Act .

c. Nonmember Insured Banks, Insured State Branches of Forelgn Banks, and ¢. FDIC Consumer Response Center
insured state savings associations 1100 Walnut Street, 8ox #11
Kansas City, MO 64106

d. Federal Credit Unlons d. National Credit Unlon Administration




EMERGENCY CONTACT INFORMATION

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

Employee Name: Jesus Aguilar Carcamo

Address: 7908 Dikson Avenue Inver Grove Heights, MN 55076

Home Phone: 6124625710

Contact #1 Home Phone:
Name: Juan Jose Chacon Cell Phone: 6512000769
Relationship: Work Phone:

Contact #2 Home Phone:
Name: Cell Phone:
Relationship: 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.




employer solutions staffing group.

STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and 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.

JWW%NI&MU

Employee Signature

Employer Solutions Staffing Group LLC, Representative



._:I" T
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INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concemned about your full recovery. Reasonable and
necessary medical care will be paid 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 heaith 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 disability 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.

Immediately 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.

N our employer immedlately of any new injuries or conditions that impact

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 physician must complete a
Report of Workability.

I have read my responsibilities and agree to abide by these guidelines.
Signed: W Aguilar (bec 18,201 no

Printed Name: Jesus ﬁ_guilar Carcamo




employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the malil, efc.), 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 pierde (que falta, fuera de lugar, destruido, perdido en
el correo, efc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra 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 denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); Jesus Aguilar Carcamo

Signature/Firma: JMWWAWHM reamo (D 19, 2017)
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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.

(8) 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.

() 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:

e Responsibility to work in compliance with OSHA laws and regulations

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

» Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

e Right to refuse unsafe work

o Right to know or be informed about actual and potential dangers in the
workplace

° Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.
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» 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
OSTA 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
952.835.1288/1.866.496.7578) 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.



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 telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7578 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
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Jesus Aguilar Carcamo

Employee’s Signature;

%%W Date: Dec19,2017




o SO0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1600
it Rovaniogarvse.” | > Information about Form 8880 enc fts separate Instruotions Is &t www.ra gaviformB85l

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname  JesusAguilar Carcamo Soclal security number > 470812965

—Street address where you live— 7908 Dikson Aveptte

City or town, state, and ZIP code Inver Grove Heights, MN 55076

County Telephone number 6124625710

If you are under age 40, enter your date of birth (month, day, year) 02/02/1989

1 [T Check hers 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 received asslstance from Temporary Assistance for Needy Famillies (TANF) for any 9
months during the past 18 months,
* 1am a veteran and a member of a famlly that recelved Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

* | was referred here by a rehabllitation agency appraved by the state, an smployment 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:
a. Received SNAP benefits (food stamps) for the past 8 months; or
b. Reoeived SNAP bensfits (food stamps) for at least 3 of the past & months, but Is no fonger eligible to receive them.

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

* | recelved supplemental security Income (SSI) 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. :

m] Check here if you are a veteran and you were unemployed for a period or periods totaling at least 8 months during the past
yesar.

»

m] Check here if you are a veteran entitled to compensation for a service-connected disability and you were discharged or
released from active duty In the U.S. Armed Forces during the past year.

Eﬂ] Cheok here if you are a veteran entitled to compensation for a service-connected disabliity and you were unemployed for a
period or periods totaling at least 6 months during the past year.

E&I Check hers if you are a member of a famlly that:
* Recelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1887, and the earliest 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 law limited the maximum time
those payments could be made.

=3

[D] Check here if you are In a period of unemployment that s at least 27 consecutive weeks and for all or part of that period
you received unemployment compansation.

Signature—All Applicants Must Sign

Under penalties of perjury, | deciare that | gave the abave information to the employer on or bafore the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complete.

Job applicant’s signature b JBuSAguﬂarémmo(Duls,mm LN Date Dec 19,2017

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L. Form 885r0 (Rev. 3-2018)




Form A (rev. 03/2017)
EMPLOYER SECTION:

TAX CREDIT QUESTIONNAIRE T

Client:

Company:

Loeations Position; Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name: Suffix: Street Address: City/State; 3

“| 7908 Dikson Avenue inver Grove Heights, MN | 55076

S8#: Date of Birth: Age: Have you worked for | If yes, location:

470812965 02/02/1989 "‘"{' o N{)‘ﬁ’“’*’

Please complete all questions, and sign and date the form., Yes

No

l.

Have yon or has anyone living with you received Temporary Assistance to Needy Families (TANF) @)
atany time since Angust 5, 19979 (If yes, please provide information below.)

Nameofthepmsonmceivingbaneﬂm: ——— Relationship to you; —_—

City: County: State: ____

2'

Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O
(I yes, pleass provide information below.)
Name of the person recaiving benefits; Relationship to you: —_—

Have you received Supplemental Security Income (S8T) at any time within the past 3 months? @)
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*Ifyou checked yes please provide q copy of your SSI documentation.

Have you received any type of vocational rehabilitation services within the past two years? a
Ifyes,pleaseinﬂieatewhichtypeof wnﬂcedwitlmndpmvidetheirlouﬁoninibrmaﬁonbalow:

E VooaﬁonalRBlmbﬂi(nﬂnnAgancy Dept. of Veterans Affairs Employment Network (Ticket to Work Program)
Name of Agenoy: —— Phoned# ___

City: ___ County: State;

*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

Are youn a Veteran of the U.S. Military? *}f'yes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below, If no, please continue to question #6.)

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

o

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

Ifyes, dates of unemployment - From; To;
Did you receive unemployment compensation at any point during your unemployment?
If yes, in which state did you receive unemployment compensation? ___

0]

O O QP

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

Wasthisa Federal or Stutecunvinﬂon? If State - County: State:

Ql p PR

Sl R R A mﬁé"éiﬂ“““”?w“‘ﬂ@ SRS B e
IEC (Native American): Are you or your spouse a member of a Native American Tribe? Q]
Ifyou checked yes please provide a copy of your CDIB card,

CA Residents: [T] Are you the child of fogter perents?[T]] Do you receive CalWorks? Workforce Investment Act?
m Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: D Do yon receive Family Independence Benefits?

accuraie (o the best of my knowledge, and | hereby guthorize any agency, organization, or
to determine tax credit eligibility to my employer, employer representative (Associated

Date; Dec 19,2017




U.S. Department Labor : OMB Control 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 Seif-Attestation Form (SAF) is to be com ted-by the new hire only;
ployers or cons 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 petjury, I declare that this information is true and correct to the best of my
knowledge.

New Hire’s Signature: wa%mmmn Date_Dec19,2017

New Hire Name: Jesus Aguilar Carcamo

Social Security Number: 470812965

Employer Name:

Please check the statements below if they apply to you.

| declare 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. .

o declare that | have been in a Period of unemployment since

(Enter start date)

ETA Form 9175 (Rev. November 201 6)



DRUG AND ALCOHOL

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

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain 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,
urine, 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 sample 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.

-

Jndividual's Nanfe 4

J4-19-17

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Notification of Minnesota Law Re uirement — |

Unemployment Acknowledgement

According to Minnesota Statute section 268. 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Jjob assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable Job assignment, (2) refuses
without good cause an additional suitable Job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. \; A (Initial)

)2-79-13

Empl9§ee Signature: Date

V25 EvaviGue ﬂ‘ia’/ﬂv Laycano

Epfployee (please print your nam# here)

CMG_SM - Rev. 09.2013



El RECIBO DE GUIA de EMPLEADO Y EMPLEO EN HACE Ia DECLARACION

Esto es de reconocer que he leido el Gufa del Empleado el Employer Solutions Staffing
Group LLC y entiendo que expone los términos y las condiciones de mi empleo asf
como los deberes, responsabilidades y obligaciones de ml empleo con la compaififa.

Entiendo y concuerdo que es mi responsabilidad de respetar las reglas, politicas y

Reconozco tamblén que mi empleo con el ESSG no es por un espacio de tiempo
especificado y puede ser terminado en tiempo para ninguna razon, con ni sln la causa ni
la nota, por mi ni por Ila compafifa. Reconozco que ningunas declaraciones ni
representaciones orales ni escrita con respecto a mi empleo pueden alterar e| renunciar.
Reconozco también que ningtin encargado ni el empleado tiene la autoridad para entrar
en un acuerdo del empleo, expresar o implicd, previendo el empleo de otra manera que
a voluntad. -

Reconozco también eso, menos la politica del empleo a voluntad, el ESSG reserva
el derecho de revisar, borrar y aadir a las provisiones de esta Guia de Empleado.
Todo tales revisiones, las supresiones o las adiciones deben estar en la escritura
y deben ser firmadas por el director general de la compaiiia. Ningunas
declaraciones ni las representaciones oraies pueden cambiar las provisiones de
esta Guia. Reconozco también €so, menos la politica del empleo a voluntad, los
términos y las condiciones del empleo con la compaiiia pueden ser modificados
en [a Gnica discrecién de la compaiiia, con o sin la causa o Ia nota, en alguno
tiempo. Ningtin contrato ticito con respecto a cualquier decisién con respecto a
mi empleo, el término del empleo ni la condicién del empleo puede ser
establecido por cualquier otra declaracién, el conducto, Ia politica ni la practica.

Entiendo que el acuerdo que renuncia con respecto a mi posicién del empleo de a
voluntad y el derecho de compafiia para determinar y modificar los términos y las
condiciones del empleo constituyen el acuerdo entero entre mi y el ESSG con
respecto a la duracién de mi empleo, las circunstancias bajo que mi empleo
puede ser terminado y las circunstancias bajo que los términos y las condiciones
de mi empleo pueden cambiar., Entiendo aiin més que este acuerdo desbanca
todo acuerdos previos, las comprensiones y las representaciones con respecto a
mi empleo con la compaiiia.

Si tengo las preguntas con respecto al contenldo o interpretacién de esta Guia, yo los
traeré a la atencion del ESSG.

FECHE / 2-/9-20/2)

El EMPLEADO ) i
NAME “)@Se: Eni /gwe ,{70//4»)»/ Ch v Canes

POR FAVOR IMPRIME a EMPLEADO

ESSG
REPRESENTATIVE

27



El reconocimiento de |a Politica de Recibo Contra
Hostigamiento/Acoso

Certifico que he recibido una copia de.la Politica del Contra

Sotutions Staffing Group LLC. Entlendo que
soy mi responsabilidad de leer esta politica y preguntar a mi supervisor, un
miembro de la administracién o para telefonear las Employer Solutions Staffing

Group (ESSG) en 1.866.496.7573/952.835.1288 con cualquiera pregunta

de la Compafifa en Contra Hostigamiento/Acoso Yy entender que el fracaso para
obedecer es el motivo Para la acci6n disciplinaria, hasta e inclusive la

Concuerdo también que sl en tiempo durante mi empleo que soy implicado en.
cualquier disputa del empleo o soy sujeto a cualquier tipo de la discriminacion,
inclusive la discriminacién a causa de la carrera, el sexo, la edad, Ia religion, el
color, el origen nacional, Ia incapacidad, Ia posicién marital y sexual de Ia
orientacién o el veterano, o si soy sujeto a cualquier tipo del acoso inclusive el
acoso sexual, yo contactaré inmediatamente a ml supervisor, el encargado, el
encargado o el Departamento Humano de Recurso de ESSG en
1.866.496.7573/952.835.1288 para obtener ayuda en Ia resolucién de tales
asuntos.

El Nombre del empleado (por favor Impresion) :
_yoS €& Ln/\'gdc ﬂ,?o'; hl/ (A vidvn b
J [ T

La Firma del empleado:

Fecha; / 2-/9~ 2.9/ 7
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El RECONOCIMIENTO

La guia fue revisada conmigo, y he recibido mi copia personal. Reconozco
también que he sido dado Ia oportunidad de hacer preguntas y expresar
conclerne durante mi orientaclén. Adicionalmente, entiendo y sostengo lo
slguiente:

1."Esta gula es pensada como una gula y no un acuerdo de empleo que crea
una relacién contractual, y que Ia relacién del empleo puede ser terminada a
voluntad por cualquier partido en tiempo.

2. Las necesidades cambiantes del negocio requeriran la modificacién en el
método, en las practicas y las politicas, y la compaiifa revisara unilateraimente,
Como sea necesario, para encontrar estas necesidades cambiantes.

- Concuerdo en notificar mi Consuitor del ESSG inmediatamente de cuaiquier
cambio en mis datos personales tales como el nimero de teléfono, Ia direccion,
la notificaclén de Ia emergencia, etc.

4. Soy responsable de la informacién proporcionada en esto y, sobre mi
separacion, volveré esta gufa a mi Consultor del ESSG.

Lafecha: _/Z- |9~ 204 ~

La Firma del Socio

El Nombre Impreso del socio:

La orientacién proporcionada por:

28
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o -u\vulﬂ_r .lu.n ‘
CaEl 219301-£56.1

1 omcuseomy ,-....':99._‘}719_’.‘!%.“__-.,.,.-.__31".‘5‘3_'21@.:::....{-:.:_’:,,—__;
ENROIJ-MENT FORM ESC CUUNAC-MNy p1 .
2 REQUIRED EMp o FRINT USING BLACK or BLyg INK (Must Be Fillag Oy
Namvasé _}_“.)7/’7?(/6 Goildy ¢,

Addess 7908 Difson ave

Camg s°cia.§e:a;a's"yqé?)3"¢ff&,a; Phone C/2 625772

.. . Payroll Da _
Coverage leye| before any benefits in Section C, Your coverage level for the all benefits in Section C will b
Indemnity Medica) Plan, N, and Short-Term Disabi}
Nsurance Company. The Vision planis underwritten by

ductad Weekly Ratq
I
Fixed

} ility plans are underwritten by BC:
Y Companion Life Insurance Company,

FIXED INDEMNITY SHORT-TERM

SELECT COVERAGE Lgyg, MEDICAL | DENTAL Vision TERM LIFE DISABILITY 4
Employee Only [ $2025 @ g61y Wl|  s2s2 |  soeo > T &

Employee + 1 $41.10 $12.34 $4.92 $0.90
Employes + Family [] | $54.08 $20.36 $6.56 $1.80 -

NO oAl Benefits D [ DgYes D No j &Yes D No DYes mNo DYes Bd\lo DYes @No

-.This coverage '8 not available to residents of NH, HI, or PR. 2STD is not available to Parsons who work in CA, HLNJ, NY, or 1.
For Term Lify / Accidenta) Death & Dlsmomblrm.nt, lease write in your beneficia information, Accidenta) Death &
Dismemberment Is part of the Term Life Benefit, ' d Y

et g,

Social Security # ' Daga of Bith [ Sex " Rojumomair

et e et e,

Relationship
Emmanye | _"\d°"°*‘f2.,‘.. e @loy iy ME] Tspouse
Name Aouilas Esping fSocialSecurity#

) m Child D Domestic Partner
Date of Bjrth Sex Relationship
. B s R = o ouse L1 Child [ Domestic Partner
Name ' Social Security # Date of Birth | Say : Relationship
. . =l .| | /g I@ L1spouse[] Child[_] Domestic Partner
Name : Social Security # Datg of gy, '

’ Sex Relationship

: : : o UL _ ; @ | Spouse[] Child[] Domestic Partner
E. REQUIRED SIGNATURe ng_:nll:uﬁ sTan ANDnﬁs,“Evgmp'yoﬁ‘ CLINE COVERAGE — - -
] have read the beneﬁt pac PP ot . =3

Ve reac o

This is an Essential StaffCARE Enroliment Form,




Sveraging Resources "na Changing Marker

/ 3 * mployer solutions staffing group.
4 L

by Do LT e LT v-—u-ﬁ—h..nm

Enhanced MEC Plall__Plan 1 Reneft Plan Adominstygy
Benefits Enroliment Form, I New o 3 Relire Rehirg oy

Employeos !nformanon

Name (Firss and Lagy)

Male Marita) Statug E Single

g ht s SO 76

) Date of Hjrg

‘ 3 Female 0 Marrieq Divorceg 02~ 0o . 1989 8r2/24 77

- '\Lw
Pllzgo‘nnll:nberq(pl } 5'7 0 all Addresa;

Pleasg Select Desired 00verage:

Employgg Only - Employee-l-Spousa - Employee-l-cmld(mn) -
D 24,00 t D D $3B.DOIWeek

24.00/Weejk $38.00/Week

D Famijy .
363.00IWeek

ant ang fhaﬂon-lhmgapplyfw Iﬁumup an | lcaha.luhuﬂwhdpﬂlannm‘um:nﬂummhammn
e My e e e e
IF ENROLLING -YOUu MusT SIGN HERE

EMPLOYEEg DECLiNING
1 underatang that| andiop my depean,

] i any, waive any desirg Pate In the Planatg later daty, g hmu-ldmd: late onrojigg and
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