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SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 20180331502552V
Report Prepared: 02/02/2018
Company Information

Company ID: 47420

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: Animah
Date of Birth: 02/05/1956
Hire Date: 02/02/2018

Document Information

First Name: Lucy
Social Security Number; *** ** gog2
Citizenship Status: A lawful permanent resident

List B Document: Driver's license or ID card Issued byaU.S. state or
outlying possession
Allen Number: 085100846

List C Document: Social Security Card

Document Name: ID card Document State: Minnesota
Driver's License or ID Card Number: Document Expiration Date: 02/05/2021
se Status Information
Current Case Result: Employment Authorized Employer Case ID;
Case Submitted On: 02/02/2018 Case Submitted By: KRIT7027
SENSITIVE BUT UNCLASSIFIED

2/2/2018, 2:05 PM



Employment Eligibility Verification ' USCIS
Department of Homeland Security wf:;‘ﬂ:ﬁf;:o‘ .
U.S, Citizenship and Immigration Services

because the presenbdhasaﬁ:h:mexplmﬂondatemayaboconsﬂhﬂeiﬂagal discrimination,
stion 1. Employée Information and A 10N (Employess muat grmplety and signeetion 1 o Foreh 16 7w
than the lirst day of & ploymen thmawwém mu:t oA St S sl e
LastName{FamﬂyName) First Name {Given Name) Miidls Initial OlherLastNamesUsed{ﬂ‘any)

Address and Name) - Apt. Number | CRy or Town State | Z1P Code
'quhwheﬂ& Cﬁﬁ!’iﬁ)‘gvﬁ)\)Q M [SSOtb

Data of Birth mavddlyyyy) | U.8. Social Security Number Empioyee's E-mall Addiaas Employee's Talephone Number

2ls |95 FH4-57-

1am aware that faderal law provides for imprisonment and/or fines for false statements or use of false documents in
sonnection with the completion of this form.

| attest, under penalty of perjury, that | am (check one of the following boxes):

€] 1. Aclizen of the United States ]
_@.Anonmmmmmummsm(seemmm) |
3. Alawful permanent resident (Afien Reglstration NumberlUSCIS Number: U8 S . /oo - g ;
(ﬁa.Anauena:moﬁmtowark untll (expiration date, if applioable, mmiddiyyyy): | _
Smnsanemmaymna'MA'mmeexpmﬂondabﬂm {Ses Instructions) = :
Alians autharized to wark must provide one of the fullowing document numbers to complete Form 1-9: QR Cods - Becion 1
Mmmmuumms%mmmAmnmwm&ngwnm. R e Spacs
{ 1. Allen Registration Number/USCIS Number: !
OR
|
| 2 Form 1-84 Admiesion Number:
) OR
| & Foraign Passport Number; i
Country of Issuance: |
Signature of Employse //p/\_ Today's Date (mm/idAyyy) ]/‘2-0[ | (¥
ahslator Cer tion (check one):” ] B LT T
f ot tranglator. A preparer(s) and/or transiator(s) assisted the empleyse uigmmg Bbgtion 1.

s below must be complated and signed when prapersrs andor transistire ssslst an empioyes in campletiig Seation 1)

Taftest, under penaity of perjury, that | have assisted In the completion of Section 1 of this form and that to the bestof my
knowledge the Information Is true and correat,

Signature of Preparer or Transtatar Today's Date (mmiddyyyy)
Last Name (Family Nams) First Name (Given Name)
Adciress (Streef Number and Namg) City or Tawn State  1ZIP Code

@ | Eruioyer Compleses Vi Page &

Form 1.9 07117117 N Page | of 3



Employment Eligibility Verification USCIS

Department of Homeland Security ' oml: ::I?sf;:w,
U.S. Citizenship and Immigration Services Expires 08/31/2019

J m,,,, ig
e VNS en- 3 qecsral Mt R T OV g
Employes info from Section 1 Lﬁn ' 9( 2? ) FE ( 4 i
ListA st
ldamlty and Employment Authorization Identity Employment Authorization
Document Tile ocument Title

j I tie,, , Dggument Title i
issuing Authority wﬁmy P M %ML?_M
Document Number Document Number
| Expiration Date (Fany)immiadhyyy) _E%ﬁ%g@}a— W

199 -2 -973 | -
Document Title ;

Issuing Aulhorlly .| [Additional Information TR

Document Number

[ Expiration Date (7 any)(mm/ddiyyy)

Document Title

Issuing Authority

Document Number

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

L
Certification: | attest, under penalty of parjury, that (1) | have examined the document(s) presented by the above-named employes,

(2) the above-listad document(s) appear to be genuine and to relate to the employee named, and (3) to the bast of my knowledge the
employes is authorized to work in the United States,

The employee's first day of employment (mm/dd/yyyy): 52 . d . 18 (See Instructions for exemptions)

Sign oyer or Authorized Representative Today's Date (mm/ddfyyyy) T%of Employar_or Authorized Representative
RS 229919 | Bechater

lﬁ of,?upluyw or Authorized Representative e of Employer or Authorized Representative Employer's Business or Organization Name
|

EMPLOYER SOLUTIONS STAFFING GROUP LLC
Empiloyer's Business or Organization Address {Street Number and Narne) City or Town State ZIP Code

7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE, MN 55344
i VR By v tacl fhdomd o b odbud 3 S AL
b LULIA e i A i“.uu:.u.i'u_.L&“:LJ:‘E_«EL ged iy opier o st

Last Name {Famlly Name) First Name (Given Nama) Middle Intial Date{mm/dd/yyyy)

Document Titla

= o 2 0y Ly - 2t . + - 20 ! ~
Document Number Expiration Date (if any) (mmvddiyyyy)

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

Signature of Employer or Authorized Representative | Today's Date (mm/dd/yvyyy) Name of Employer or Authorized Representative

Form I-9 0717/17 N Page 2 of 3






PO Box 46270
Minneapolis, MN 553449956

Tel: 952.835,1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _Animah , First Name __LUCY Middle Initial N2
Street Address 808 Jasmine Avenue AptiSte
City/State/Zip _ Cottage Grove, MN 55016 _ | — Soclal Security Last Four Y00{-XX-
Phone Number _ 6512465143 Emall Address @

Staffing Agency/Recruitment Partner  CM8

Are you legally authorized to wark In the United States of America? @1YEs (J]NO
Applisant Cartification and Authorization

1 authorize Employer Solutions Staffing Group (ESSG) to use the informatioh and staternents contined in this application to determine my
quelifications for employment. 1 authorize ESSG to make inguiries of my former employers, except as indioated in this application,
regarding my previous duties, responsibiiities, perfarmance, compansation and eligibllity for rehire,

lummmmﬁmmmmm@mmmwmmmmdmmmyengmmmbycarbalndlamsofEssa.
This may include but is not limited to, investinations of criminal and/or convietion records, driving records and/or a drug sereen test as
required by elients, govemment regulations or by ESSG policies,

| release ESSG and other persons or entities from any claims that might be based on ES8C's decision to conduct @ background check.
| certify thet all statements made in myappﬂcaﬁnnaratruaandamhaandlhatlhavenotommunymabriaunfomaﬁnnorpmvldad
false or misleading Information. | understand that any material omission or misrepresentation will result in my disqualtfication from
consideration for employment or, if discovered after | begin employment, will result in my termination,

If hired, | agres to abide by the policies and progedures of ESSG,

Lucy Animah %@M@ Feb2,2018

Name (Print or typs) Applicants Signature “Date
A copy or facelmile ("fax") will ha consitdered the same as an original signature. Emall wiil ONLY he used for employment correspondence
For ESSG Office Use Only _ _
DOH NHW I8 8850 , w4
Emergency Contact Info | Background Relsase Farm Background Resuits Unemployment Letter ESC Application
(if applicable)
: _ _ For ESSG Client Use _ .

boH . fROP ____ | wWorkSiteLoo. WG Cada

B8SG - CMG-LO Rev. 042017



Form W-4 (2017)  rcmim = e e o

Basio Instruofions, if you aren't com making using Form
Purpose, Compilste Form W-4 so that the m&w@%m’ 1““'55-5_?"“7“‘“'” %
employer can tha corvect ferderal inoome on page 2 further adjust your m%mmlﬂ b oos Mm A you
Vo4 ot ok o melder Gompleting & new Form alowanoes bizsed on tefnized acust your wilihoiding an Form Wed o Weap, = o
W-4 mdwhmm or finanoial deductions, certain credits, to incoms, S
situstion or two-eamere/muitiple joba ons, Meamemorgam otg havaame
mum from withhokfing. it rwu ara exempt, workshgets that apply. However, t‘:"'m""‘g L) claim
fommmmﬁ;ﬂrz' 24 71:‘:0%" L) W,,mm“ ""‘"m;‘;’ m“mmmmmM'wm gn all jobs wlﬂgs%m o
%&WPW , Tax Withholding you claimed and may not be a fist amount or arawi a"mnom'?“'nmw"?

forthe est h and allowanoes are
gan s you 2 a dependent of omlly, you canclaimheal  ciaimed O top e la e oo diowanoes

m af househoid atatus on rahun i
ncome exceeds $1,050 grmmwm%g% Nanresident allen,  you sre & nonrsaident efien, sse

: walfying individudls. So8 Nonresident Aflens, before complsting this fom,
amnm.m may ba able tp clalm gﬂm:%mand Gheck withhol mmvwmmguu?
#the employes Is
& Gepanens s hokifg gven I 010 emp e oraile, You gan s pojeted t crocls o having whttheld tax

com| toyourﬁwecw
* I3 aga 65 orolder, your bm”'m axceed é‘m &'%Momm
* Is blind, or care and the child tex gredit may be Future developments. Informatio any future
Ry moaasments i Insome: tax crediis; or 366 [l 505 fof INJoTTOBHon o oormeri Yok o :: Mo s oot ?a%m%em
' ' _Peraonal Allowances Worksheet (Keap for your 1650 ;
Emarﬂ’brvnumeuﬂnoonaelaeeanolatmywaaadepmm. ol SR, T i T e o s . A
* You're single and have only one job; or
Enter “1° if: { 'You'remamw,havaonlyonelob,andyourspousedoem’twoﬂcor } 6 0 o
-Yowwagamamcond]obmyowspouse'smes(ormewofboth)ata$1.6000rless.

Ertter‘ﬂ"fwyowspmm.But.youmaychomtoentar“—ﬂ-"lfyouaremarrledandhaveeiﬁmrawoﬂdngspomormore
thanone]ob.(Bntaﬂng“-ﬁ-’mayhelpyouavoldhavlngtoomﬂataxwmmeld.). 0 0 010 0.6 046 0 0 olg o
Buernumbercfdependm(omerthanyourspmoryomamyoumllcialmonyourmramm. o 6 O O doloeD
Entar“1"ﬂyouwmmeasheadofhomhnldonymrtaxmum(mmdmommderHeadofhouseholdaboVa) 30
Entar“f'ﬁyouhavaatlm&.ommmudmdemdmmmnmforwmchyoupbntoclaﬁnamd& o 0 c
(Note: Do not include child aupport paymenta. S8ee Pub, 508, Child and Dspendent Care Expenses, for details.)
chﬂdTaxcmdn(lneludlngaddluonalohlldmcmdm.SeePub. 872, Child Tax Credit, for more information.
-Hyourtolallncomawmbeleseﬂianm,onomw,OOOHmmﬁed).enter“Z"fnreamellglhleohnd;menlesa“i'lfyou
havatwotofourellgtblecrﬂldranorleas“z"Byouhaveﬂvaormoreenglb!echﬂdran.
-lfyourtotallnmmewﬂlbebetweenWU,OODandMOﬂnﬁwo.OOOandSﬂg,Oﬂolfmarrlad),enta"ﬂfnreachellgiblechﬂd. G
H Addnnesl\mmgheandmmhmmmmhnwybedﬂmwmmanmﬁmmpﬂomymmmmmmmm>H

For ! ;.:fdy:&plan to nem :l:{lgﬂ agg:hgenb to income and want to reduce your withholding, see the Deductlm@

complete all -lfyouamsllgleandhavamoraﬂlanona]oboraremarrladandmandyourspousabaﬂzworkandﬂmcombfned

from all jobs excesd $50, 00D if married), the Two-Eamars/Muliiple Jobs Worksheat e 2
thatapply. | 10BvOI heving oo THie oy wpog (620, b i il

® If neither of the abave situations applies, stop here and anter the number from line H on line § of Form W-4 helow,
Separanaheraandsleman-bmm@wer.Keeaﬂmbpmﬂfwmmwd&

§§5
i
L
Eé E
55; I
i
ErcEtEane
3 ﬂég
|l ?Mi
Rhibib

f TmMo © W >
TmooO

oy w_4 Employee’s Withholding Allowance Certificate OMS No. 1645-0074
rm
)memeﬂﬂﬁhdﬁmammaaﬂmwmpﬁwmwﬂlw ia
o ey subjeot to review by the IRS. Your emplayer may be required to send & cogy Of s fon to sae L. 2017
1 Your first name and middie T Last name Animah 2  Your sociel securily number

s, - 820599082

Home address (rumber end stres! or rural FOUTE) 3 D ange @ Mared ) Manried, byt withhold et higher Singla rate.
808 Jasmine Avenue ¢ Note: f rmanted, bu legally spareted, o spouse s & nonvesidentslion, dheok the *Singie” bote

City or town, stats, and ZIP cade 4 Wyout last name differs from that shown on your social ssourity card,
Cottage Grove, MN 55016 check hers. You must call 1-B0D-772-1218 for & replacement card, >

8 'rowm:mbmfauwanmyouarec:almlng'('fmmnneuabmorfmmmeappummamnwonmez) 5] o

8 Addlﬁonalamount.ﬂaﬂy:vﬂuwamwlthhaldﬁomeachpwm © 00 0 0 09 00 0P O 6 9

7 |claim exemption from withholding for 2017, and | gertify that | meet hoth of the following conditions for exem
-Lastyearlhadamhtmarefundofallfadwfrwomataxwmtheldbmmlhadnomﬁabﬂny.and

* This year | expeot a refund of all federa) inome tax withheld because | axpeat to have no tax liab
ifyou meet both conditions, write *Ex hem. . .

Unider penalties of parjury, | deciara that | heve examingd certifioate and, to the best of my knowledge and bellef, R Is trus, coneat, and complets.

Employee's signature %MM_
(Th!glfonnlsgvandunleasyouslgnk.} B Lics AWfiah [Feb, 26251 Date» Feb2,2018
B Employe»‘smmandaddmmmpiomcomplmﬂnasaand100ntylfssndirxgtothsms.) 9 Offoa cods {opfional) { 10 Empioyer identification number (EIN)

For Privacy Aot and Paperwork Redustion Aot Notios, 500 pape 2, Ost. No. 102200 Form W4 (2017)



Wage Payment Method Authorizati
Employees have the option of receiving wages
If you do not g

Sl ST e

Direst Deposit

1 o

lease complete Sectlons4 and § below)

O Update Bank Accongs
Bank Name:

void
respo

Routing#
Account#
Account Type: [ Checking [] Savings Cother

employer solutions staffing gro

Tunderstand ang acknowledge

curred if the account

n (Minnesota)

that if X do not Provide 5
this direct deposit form, 1 am
delays in payroll or extrg costs
number that I provide is incorreet,

ed check wih
nsible for any

—— Date

To help us amﬂmakmsanemr,
lfynuchmgebanh,donotclm

Except for the
transactions, Op

your first payday,
then sign ackn s
wages,

owledging that

packet
Payroll Deb

regarding your Payroll Debit ¢
containing afl of the terms.
it Card will be reloaded on

ard account o
and conditions, You will
each payday yoy receive

CARDHOLDER INFORMATION

(as you Want your Payroll Debit Card to be issued)
Ml ’

irst Name Last Name

Date of Birth

Social Securfly#

Cell Phone {mobile)

Ihavemceivcdmy

Program fees, program
terms, conditions, and disclosures that are in

mﬂontodebltmyPaymnDebitCardawountﬁ:rthekes

I am agreeing to the program
authorize the financial ings
conditions, and disclosures,

above and tp initiate, if ne
* E-mail is required for pay stub info,

*E-mail:

@

ferms, conditions,
cluded or made available
described in th

compensation Payments, net of required tay withholdings, require
i if necessary, debjt entries and adjustmentsfor

and disclosyres, By activating my Payroll Debit Card,

financial institution, |
Program terms,

tomcﬁ'nmtimetoﬁmcﬁ'omlhe
eﬁeschcdnlethatispmofthe

Date: | 12“’[ { \K

other

rmation,

thislnfnmauunwﬂlonlybe

Employee's Signature: _____

used to send your Paystubs electronically

Date;

-\




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Lucy Animah
(First) (Middle) ' (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 808 Jasmine Avenue Cottage Grove, MN 55016
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From: e .
{Mo/Yr) {Street) (City) {State/Zip)
Previous Address From: _
(Mof¥r) (Street) (City) (State/Zip)
Sacial Security Number: 820599092 pop:_02/05/1956
Phone Number: 6512465143
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 reprasentatives to conduct a
comprehensive review of my background causing a consumer report and/or an Investigative consumer report ta 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 ether public records.

I further authorize any individual, company, firm, corporation, or public agency ta divuige any and all information, verbal
or written, pertaining to me, to Employer Salutions 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 informatipn, including, but not limited to, addresses, social security
numbers, and dates of birth,

et gy Sl | | Date: F€P2,2018
i OK Residents:

Please check the hox helow if you wish o receive a copy ofa consumer report that is requested.
1 wish to receive o copy of any Background Check Report on me that Is requested,



Para Informacidn en espafiol, visite WwamemumahmmwmmemamMW. Washington,

DC 20552
l ASUMMARYOFYOUHRIGHTSUNDB!WFAWCREDHBB‘OWAC[ I
The federal Falr Credit Reporting Act (FCRA) promates the aceuracy, faimess, and privacy of information In the files of consumer reporting agencies, There are many

types of cansumer reporting agencles, mdudlngueﬂnbumandspadaltyagendes(sumasagendesﬂmulllufomﬁonahoutcheckwrlﬁnghlsmﬂas.medlw
records, and rental history records), Here Is @ summary of your major rights under the FCRA, Far more information, including information about additional rights, go
to www.consumerfinance gov/leammare or write to: Consumer Financlal Protection Bureau, 1700 G Street N, » Washington, DC 20552,

L \'ounumbemldﬂmnmﬁnnhyourﬁhmwwmﬁmmAWMewmumaaedumpmmamhwmdwmmrmmmdenyymlrappw
eatlonfnru‘edlt.lnswanue,nrmploymem-ortutakaanomgadvarseactlonasalnstyou-mustte!lyou.andmustglveyouﬂtename.address,andphom
number of the agency that provided the information.

® Ywmmmmmmhmmme.mmaquueaandobwmanmeufumﬁmahmmmmemsafamnamwmpomnaasmy(vnw'ﬂle
dlsdnwe').vouwﬂlberequlredtopmvldepnpaldmﬂﬂcaﬂmwmmmwmdudeywmlmmwnmher.lnmawase&ﬂledmomewmbemmu
are entitled to a frea file disclosure If:
® @ persnn has taken adverse action against yoy because of Information in your credit report;
L youarethevlctbnoﬂdmﬂtytheftandphcaafmudnmmmrﬁle;
® your file contalns inaccurate information 25 a resuit of fraud;
® you are on public assistante;
® you are unamployed but expect to apply for employment within 60 days.
In addition, all consumers are entitled to one fres disclosure every 12 months upon request from each nationwide credit bureau and from nationwide specialty con-
sumer reporting agencigs. Spe www.consumerfinance.gov/learmnmo 2 for additional Information,

] Youhavatherlghttoaukhramdnmm.&ednswmmnmneﬁwmmaﬁuqfwwm‘wmmmsedmInformﬁonfmm credit bureaus, You may
requesta andnscomﬁommnmmerrepmﬂngasendasthatmemresmdmﬂbmmmusadlnraﬁdmﬂalrealpmpenyloan& but you will have to gay for
R.lnsomemorﬂagah‘ansacﬂon&youwmmcalvaaedltmh%fonnaﬂonforfreefwmthemoﬂgagelendar.

® Yau have the right to dispute incomplate or Insceurate Information, i you identify information In your file that tsIncomplete or Inaccurate, and report it t the
consumer reporting agency, the agency must Investigate unjgss your dispyta Is frivolous. See www.consumerfinance.gov/learnmore for an explanation of dispute
procedures.

¢ Consumer reporting agencies must corract or delete Inaccurate, incompleta, or unverifiable information, inaccurate, incomplete ar unverifizble information
must be removed or corrected, usually within aodmﬂcwevaf,ammermpnrﬂngamqmywnﬂnueto report infarmation it has verified as accurata,

&  Consumerreporting agencies may not repart outdated negative information. In most cases, a consumer reporting agency may not regiort negative information
thatis more than seven years old, or bankruptcies that are more than 10 years old,

¢ Access to your file Is Ibnited, A consumer repdriing agency inay provide inforitation about you only to people with 3 valid need - usally to consider an applica-
tion with a creditar, Insurer, employer, landlord, or other business, The FCRA spexifies those with a valld need for access,

* Youmust give your corisint for taports o be provided o amployers. A consumer reporting agency may not give out information about ybu to your émployer, or
a potential employer, without your consent given to the employer. Written consent generally is not required tn the trucking industry. For more infor-
mation, go to www.consumerfinance.gav/learnmaore.

s Youmay lImit “presereened” offers of credit and Ingurance you get based on Information in your credit report, Unsolicited “prescreened” offers for credit and
insurance must include a toll-free phone number you can cafl Ifyou chaose to remove your name and address from the lists these offers are based on. You may
opt-out with the aationwide credit bureaus at 1-888-567-8688,

» You may seck damages from violators. if a consumer reporting agenty, or, in same cases, a user of consumer reports or a furnisher of information to a consumer
reporiing agency violates the FCRA, you may be able to sue In state or federal court.

. ldaﬁlytlwﬂvkﬁmandacﬂvadutymﬂhrypmnmlbmadﬂnuﬂﬁghu.Formorelnfannatlon,vlsn ww.consumerfinance.gov/learnmore
swmmaymmemMmmmhmmdrmmmwmmm.lnmemyaumuyhmmnrerlohu;mdusmluw.meme-

muﬂmmmnmmwlowmmerm agency or your state Attomney General. For wtfon about
TYPE QF BUSINESS: ) CONTACT:
4.3, Banks, savings associations, and credit unions with total assets of over . Bureau of Consumer Financlal Pratection
$10 biffion and thelr affiliates, 3700 G Street NW
Washingten, DC 20852
b. Such effiliates that are not benks, savings assoctations, ar credit unions also | b. Federal Trade Commission; Consumer Respanse Center~ FCRA
should list, in addition to the Bureau; Washingtan, DC 20880
(877) 382-4357

2,To the extent not included in item 4 abpye:
8, Natlonai banks, federal savings assactations, and federal branches and fed- | a, Office of the Comptroller of the Currency

eral agancies of foraign banks Cystorer Assistance Graup
1301 McKinnay Street, Suite 3450
Houston, TX 77010-3050
b, State member banks, branches and agencies of foreign banks {otherthan | b, Federal Reserve Consumer Help Center
federal branches, federal agancies, and Insured state branches of foreign P.O. Box 1200

hanks), commercial lending rompanies owned ar contralied by foreign banks, | Minneapolis, MN 55480
and organizations oparating under section 25 or 25A of the Federal Reserve

Act

¢ Nonmember Insured Banks, Insured State Branches of Foreign Banks, and ¢, FDIC Cansumer Response Center

Insyred state savings assoctations 1300 Wainut Street, Box#11
Kansas City, MO 64106

d. Federal Credit Unigns ; T i e d. National Credjt Union Administration




EMERGENCY CONTACT INFORMATION

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

Employee Name: Lucy Animah
Address: 808 Jasmine Avenue Cottage Grove, MN 55016

Home Phone: 6512465143

Contaet #1 q
Name: Abena Sosu Cell Phone: 9523808003
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.




< a
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.

m%%himzmiq!

Employse Signature

Employer Solutions Staffing Group LLC, Representative



employer solutions stafﬁng gr.c;::up‘.c
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned 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 relmbursed 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. §221.0430, 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 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 Repart 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 perfbrm 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.

Notify vo lover immediately of anv 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 physician must complete a
Report of Workability.

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

signed: __ 5470t

Printed Name: Lucy Animah
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Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, 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 1o 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, perdide en
el correo, etc), 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 detendrd el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - § 35.

8i su cheque de pago fue robadp, primero debe denunciar el robo a la policfa
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): Lucy Animah

§i_gnaturell-‘inna: é“%wm mah (Feb2,2918)
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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 joh hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necespary {raining and protections for emplayees 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 Palicy.

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

* 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:

« Right to refuse unsafe work

* 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
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
9652.886.1288/1.866.496.7578) and asking for the ESSG Bafety 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,
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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
E8SSG 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.

Employee Name (Please Print)
Lucy Animah

Employee’s Signature:

Sy da, Date; Feb2,2018




rom OOD0 Pre-Screening Notice and Certification Request for
ol the Work Opportunity Credit OME No. 1545-1600

intomat Povanie o™ | Information about Form 8850 and its separate nstrustions Is at Www.Jra.gov/formB850.

Job applicant: Fill in the lines below and check any boxes that apply. Complets only this side.

Yourname __Lucy Animah Soclal security number> 820599092
Street address whereyoulive 808 Jasmine Avenue

City or town, state, and ZIP code Cottage Grove, MN 55016

County Telephone number 6512465143

If you are under age 40, enter your date of birth (month, day, yeer) 02/05/1956

1 m] Chack hers If yoy received a conditional certification from the state warkforce agency (SWA) or a participating local agency
for the work opportunity oredit.

2 Check here If any of the following statements apply to you.

* | am a member of a famlly that has recelvad assistance from Temporary Aesistance for Nesdy Famliles (TANF) for any 9
months during the past 18 months,

¢ | am aveteran and a member of a family that received Supplemental Nutrition Assistance Program (S8NAP) benefits {food
stamps) for at least a 3-month petiod during the past 15 months,

* 1 was refetred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Vetorans Affalrs.

* |am at least age 18 but not age 40 or older.and | am a member of a family that:
#, Received SNAP benefits (food stanips) for the past 8 months; or
b. RmivedSNAPbansﬂhﬂoodstamps)foratleastaofmepthmonm but 1s no longer eligible to recelva them.

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

* | received supplemental security income (SSI) benefits for any month ending during the past 60 days.

® | am a veteran and | was unemployed far a perlod or periods totaling at least 4 weeks but isss than 8 months during the
past year.

| ml Cheok here If you are a veteran and you were unemployed for a period or periods totaling at least 8 months during the past
yoar.

4 m] Check here if you are a veteran entitied to compensation for a servise-cannectad disability and you were dlscharged or
released from aotive duty in the U.S. Armed Forces during the past year.

5 ml Cheok here if you are a veteran entitied to compensation for a service-connected disability and you wers unemployed for 8
period or periods totaling at least 6 months during the past ysar.

8 ml Check here If you are a member of a family that;
* Received TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 manths beginning after August 5, 1967, and the earflest 18-manth pariod beginning
after August 5, 1887, ended during the past 2 years; or

* Stopped being eligible for TANF payments during the past 2 years because federal or state law Timited the maximum time
those payments could be made,

7 [IJ] Check hera i you are in a pericd of unemployment that is at least 27 conssoutive weeks and for all or part of that period
yau received unemployment compensation,

Signature—All Appiicants Must Sign

umnmmof’panwy.uueomm:gavemeabmw'ormwmtomenplmmrmrawaday|wmffemdajob.éndnh.mmabamfmymmBuse,m
earmract, end complate,

Job applicant’s signature > w%mh {Feli2, 2015) ' Date F€D2, 2_(28»
Far Privacy Act and Paperwork Reduction Act Notioe, see page 2. Cat. No. 228511, Form B850 (Rev, 3-2016)




. ¥orm A (rev. 03/2017)

EMPLOYER SECTION:
Client: Company;
Locations Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffixs Street Address: City/State; Zip:
Lucy Animah 808 Jasmine Avenue Cottage Grove, MN | 55016
88if: Date of Birth: Age: H;a:e you wom fo: If yes, Jocation:
820599092 this company hefore?
: 02/05/1956 Yes[] No[]
Please complete all questions, and sign and date the form. Yes No
L. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) Qo O

at any time since August 5, 199772 (if yes, please provide information below.)
Name of the person receiving benefits; Relationshiptoyou: ,_____

City: ____ County: State:
2. Have yon or has snyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? Q
By, lewss provide inormetion foe) a
Name of the person receiving benefifs: Relationship to you:
City: ____. Comty: Stata:
3. Have you received Supplemental Security Income (SST) at any time withiin the past 3 months? a Q

Please note, this is not the same as Social Seourity benefits (SS) or Soclal Secusity Disability (S8DI) benefits.
'Hmchackadmplmmvldaampyofmmdommm

4. Have you received any type of vocational rehabilitation services within the past two years? a Qg
If yes, pleaso indicate wliich type of worked with and provide their focation infbrmation below:

I Vocational Rehsbilitation Agenoy Dept. of Vieterans Affisirs Employment Network (Ticket to Wark Program)
Namsof Agency: ____ Phones: __
City: _____ County: State:
'JmchmmmmawmvmvaMkaPImmmm Work documentation,
5. Are you a Vetoran of the U.S. Military? *{fyes, please provide a ur DD-214 and leiter of separation, Q
(Ifya:pleauwwlde information below, lf:l{? plma% tolzumesﬁnn #g;w s & Q
Dates of Servics - From: To:
Branch of Service: _____
Are you entitled to or are you receiving compensation for a service-connected dlsability? Qa g ]|

6. Have yon been inemployed at any time during the last 12 months?

a Q

If'yes, dates of unemployment - From; — To:
Did you recelve unemployment compensation at any ppint doring your gnemployment? Q O
Q a

Ifyes, in which state did you recelve unemployment compensation?

7. Have you heen convicted of a felony or released from prison far a felony conviction in the past 12 months?
Conviction Date: Release Date;
Wastisa 1 Fodess or ] State conviction? 165mte - Couaty: ____ siate

: FE . Additiana Tax Credits :
IEC (Native American): Are you or your spouse a member of a Native American Tribe? aa o
Y you checked yes please provide a eapy of your CDIB card,
CA Residents: [T] Are you the child of foster parents? [ T]] Do you receive CalWorks? [ Workforce Investment Agt?
[ Are yau  migrant or seascmal firm worker? [CJ Have you ever been convioted of a misdemeanor?
SCResidentss [[7] Do you reveive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perpurp, { declare the luformation above o be trie and accardte lo the best of my knowledge, and 1 hereby authovize any ageitcy, orgunization, or

individuals w supply suak verification ar taformation that may be rieeded to determing tax credit eligibility 1o my emplayer, employer represemiative {Associated
Consultants, Inc. dha Reirotuy), or the Departmert of Labor. i

New Employee Signature: _%% Date: Feb2,2018

e




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 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 Farm 8850 or if filed
separately, with ETA Form 9061 (ar 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: %ﬁ%ﬁ Date Feb 2, 2018

New Hire Name: ___Lucy Animah

Social Security Number; 820599092
Employer Name:

Please check the statements below if they apply to you.

. I 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.

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

(Enter start date)

Privacy Act Notige;

The Intemal Revenue Code of 1885, Section 84, &8 amended and s enscling legislation, P.L. 104-188, specily that the State Workforos Agendies am the
*designatec® agencies responsible for acministering the WOTC certifioafion procedures of this progrem. The Information you have provider! completing this
form il be disciosed by your emplayer to the State Workinms Agenoy. Provision of this Infommation Is voluntary; however the Informafion s required o
determine your employer's eliaibility for the feders) tax credit

memamnqudmdbmpmﬂhﬁbmﬂeoﬂmnfﬁﬁwmhmﬂmﬂdsp!mammﬂyvﬂld OMB control number. Respandants’ abiigation i
complste this form s required o obiain or retain benefis (P.L. 111-6).Pubﬁmmdmhuldmbesﬁnmdbavemewmutespermmm,lndudtyme
mnemrwmmmmmmgmmmmgmmmmamm,mdwmmmmmmwmof
infonation. Send comments regarding this burden estimatato the U.S, Department of Labor, Division of National Programs Tools Technical Asslstance,
Romnc-dsm,Wash_mgrmn, D.C. 2010 (Paperwork Reduction Project 1205-0374). Pleass do not submit complsted forms o this address,

117-

ETA Form 9175 (Rev. November 2016)
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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. (Initial)

j_JLa ok ]'2_"’-{ %

Employee Signature;

Employee (pleasg print your name here)

CMG_SM - Rev. 09.2013
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Acknowledgement of Receipt Antiharassment Policy

I certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
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 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and 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 | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)

L-U%;w\

Employee’s Signature:
j/&"/ ‘ Date:_\ \QQ{\IS/

22



RECEIPT OF EMPLOYEE HANDBODK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and abligations of my employment with the company. | understand
and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

I also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

I understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my em ployment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG. }

DATE \\Q—C’\‘ \ 5"

e = Lo et Bive el

PLEASE PRINT
EMPLOYEE 2 D
SIGNATURE =
ESSG
REPRESENTATIVE




m ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:

1.

Date:

Associate's Signature: _ﬁzﬁLg_

This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time,

The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

| agree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

| am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Uzelie

Associate's Printed Name: _% % V'\/W“\-CL)V\

Orientation provided by:

24



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 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 resuit
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. | 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.

Looa Brvwiealn

Individual’'s Name

Ve g

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Fixed Indemnity Medical Benefits Plan 2

¢ VSl 219301-ESG-1 | OFFICEUSEONLY LOCATION RehireDate___/ _ /
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
A.REQUIRED EMPLOYEE|INFORMATION PRINT USING BLACK or BLUE INK (Must Be Filled Out)
Social Security # Home Phone Sex IE
Address B 6 S5 NouSo RSN G Apt. #
City State Zip Dat? of B/irth

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYesDNo. If Yes, please continue.

Medicare Health Insurance Claim Number (HICN) Medicare Effective Date
_I;l-ame of avemd Person*(.s:)—:m — - i ' ........ e B ol
1. 2 ' 3,

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision plan is undewvn'tten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL " G0 INDEMNITY | ppural VISION TERMUFE | SHORETERM
~ Employea Only [ ] sas [0 sen7 ()| saa2 B8] soeo 7 sa20 {1}
Employee + 1 [_] $41.10 $12.34 $4.92 $0.90
Employee + Family || $54.88 $20.36 $6.56 $1.80
NO to ALL Benefis e [Ino | Clves CINo | Clves CINe | Clves [Ino | Clves [Ino

This coverage is not available to residents of NH, Hl, or PR.2STD is 'not ava}lable to persons who work in CA, H, NJ, NY, or RI.

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

Name Relationship

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # Date of Birth | Sex Relationship
e R R ) C | ME . LIspouse[]child [ ] Domestic Partner

Name Social Security # Date of Birth | Sex Relationship
. o 1 IMI[F] [DSpouse[Jchiid[]Domestic Partner

Name Social Security # Date of Birth - Sex ‘Relationship
N N e st 27 IMIE] [Jspouse[]child[]Domestic Partner

ame Social Security # Date of Birth ' Sex Relationship
b0 IMITF] (M) Spouse[child [ Domestic Partner

IETESEE VR YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
| have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
@ limited time and | understand that making no beneftt selection is a declination of coverage.

oare | /27 ,13°_  psonaume PN

This is an Essential StaffCARE Enrollment Form.
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Benefits Enroliment Form I New Emplovee
Employeaiinformation

Name (First and Last)

[] Rehire Rehire Date

sl

City
~ =

R RS e Colameav®l ma  [SSoly
S Pog J

Social Security Number

State Zip Code

ender Male Marital Status Single | Date ofBlrtﬁ ik Date of Hire
EY Female | E¥Married [] Divorced | - “LIS i ‘Gts _@_
Phone Number: ‘Email Address:
b5\ 2Ue bS 12
Please Select Desired Coverage: _
I:' Employee Only - B'Employee+8pouse -[ |Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
= Socal Secury # Birth Date | Sex Relationship
Edweed RSV
| First Name — ML Last Name 7/'7/”3 g’r::a]a m'{IE'IM‘QDtmla:lem:lt:cmml’tu'tuet'
; Social Security # Birth Dats | Sex Relntionsh‘ip
5 Child
First Name MI Last Name g l'g::lale DspémDoEesﬂcPamer
T R SR e T e e BT
Social Security # BirthDate | Sex i Relaﬁonship
Pt Nams W ~TestNam O fome (oo O G

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employes Acknowladgement and Authorization - 1 hereby apply for the group henefit{s) as indicated. | acknowiedge that all entries are true and complete and that
|any misstatements or fallure to report information may be used as the basls for cancellation of coverage for me and my dependentis), if any, from the original
effective date, Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

EMPLOYEES DECLINING B~ | am DECLINING coverage

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

IF DECLINING- YOU MUST SIGN HERE

Employee Signature Z—ﬂ_\f Date | I"‘Z‘C"t i l%

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-9958
Phone: 852-767-9519 Fax: 962-767-9515
Email: Health@employersoluﬁonsgroup.com




