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PO Box 46270
Minneapolis, MN 55344-8956

Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing gréupw

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name Moua First Name _Ali€ Middle Initial ©
Street Address 3417 77thaven Aptste ©
City/State/zip _ Brooklyn Park 55443 Social Security Last Four YoX.xx. 4811
Phone Number 503-290-4508 Email Address alitha_chuah@hotmail.con@

Staffing Agency/Recruitment Partner Rachel

Are you legally authorized to work in the United States of America? @IYES Qino
Applicant Cartification and Autharization

ldndastandﬂtéxammpmhmhadcgromdchedtmaybemndummdetamﬂnemyellgibnnyfmmmbycemhd!emaofEssa.
This may Includs but Is not limited to, investigations ofcﬁmmalandlormnmﬁanreoords. dﬂvlngmoordsmdloradmgsmntastas
required by clients, govemment regulations or by ESSG policies.

i release ESSG and other parsons or entities from anyclalmahatmlgMbebasedesaG*sdeds!ontoconductabadtgmundchack.

1 nerﬂfyhatallstahmsntsmadahmyappﬂcaﬁonammeand accmateandﬂ:atlhavenotommedanymataﬁal Information or provided
false or misleading information, | understand that any material omission or misrepresentation will result in my disquafification from
consideration for employment or, it discovered after | begin employment, will resuit in my termination,

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

Alie Moua SRt Mar7,2018
Nems (Print or fype) Applicant’s Slanature Dete
A copy or facsimile ("fax") will be considered the same as an original signature, Emall will ONLY be usad for employment correspondence
___For ESSG Office Use Only ‘
DOH ____ | nHw 19 8850 w4
Emergency Contactinfo | Background Release Form Background Results Unemployment Letter ESC Application
{i applicabis)
For ESSG Client Use
o Iree v Site Loc, WCCode___

ES8G- CMG-CO Rev. 04/2017



Form W4 (2017) Gt G 0300 PP Wages P e i Fo o !

io Instructions, cansider making estimated tax using Form
xfrom PRy. Consdercompifiiganew Form  winhoing e et your aneuly oo, see ub, 536 1 L You ehoud
W and when your or financiel awwmmmmmhma. acfust your withholding on orw-4s,
Mmo&a& or two-eamsra/muitiple jobs mem&mg havaame
muﬂmtﬂ.&%amﬁumd;n‘ e maywmfaﬂr(um'aummwm"“m"mm total mumber of you are el o g
form to valldate &, Y wages, withholding must be based on allowanges M&“mw i oy ane
% 8, Se Pub, 505, Tax Withho ywolalmauo?xduwmtbeaﬂatmmm whmaﬁwaﬂowm %mmm
Note: If anather person can claim you es a dependent Head of householil, Ganerally, you can claim head m@mm‘?&%m“
on his or her tax retum, can't claim exemption of housshold filin status on your tax ratum if N alien, fyou are al
from withimiding f your Sota) oo Oacaeas & 350 you am and pay mora than 509 of bbby Aot For Wt b e, 860
mmmmmdmmw seonir &p;mmm&m Nmmlwmm {etnaotior
ot ey be et tocam, g Inkirmation,fornformation, 20" &1 ggmﬂ%mmmﬁmmﬁw
a dapendent, if the empioyea; Tax oredits. You can taks projssted tax orecits Into mgmsmmgﬁww-wmm
» Is 8ge 85 or older, beri il mm’“&“{.ﬁfw exvesdl $180,000 {Bingl) or 6180008 (i
* Is blind, or vare expenses and the child tax credit may be clalmed Futura developments, on about any fitura
- o Personal Allowances Worksheet beiow, ments afiecting Farm W~4 {such
ﬁ"ﬁ%mm“m&mwm”%?mm'” %MEWW&MWWW lﬁghm%%@wm wlautad.aﬂerm Bmlﬂwllfsbapnabd
Personal Allowances WOﬂcsheatmwryour records,)
A Emer“1”foryowselﬁfnoonaelsaoancla!myouasadependem. 9929009090009 00000w64 /b8
* You're single and have only one job; or .
B Enter*1®if { -You'ramaniad.haveonlyons]ob.andyowspomdoasn‘tmﬂqor-- .« B
OYourwagasfmmaswmdjoboryuurspouse'swages(orﬂlatmalofbo!h)ara$1.5000rless.

C Enter“1"foryourspomBut,youmyohoosetoamer“—o-'ityouaremarﬂedmdhavaelﬂweraworldngspousaormom

mmonejob.(EMaﬂng%o-”mayhelpynuavoldhavmatnoﬂtﬂataxwﬂhheld.) T 2o oo oo i o g BN
D Enternumherofdependams(mherﬂwanyourspouseoryoumelt)youwmcla!monyourmm. © 00 0 o6 o0 o0
E Ermar'1”lfyouwmﬂleasheadofhomholdonyourtaxremm(seeoongltlonamdarl-leadofhomholdabove) . . E
F Entarﬂ”lfyouhmatlaast&,moofchndordepsndamcanaxpensesforwmmynuplantoclalmacredlt « « . F

(Noﬁs:Donothcludechndsupport payments, Sse Puh. 5083, 0hlldandDepandenthraEmansagfordetalls.)
G Child Tax Credp (ncluding additional child tax credif). 8es Pub, 872, Child Tax Cretilt, for mora Information.

* If your total Income will be leas than $70,000 ($100,000 it married), enter “2* for each eligible child; then less *1” if you
havemtnfourenglblachﬂdrenmless'Z'tfyouhavaﬁveormoreenglhleclﬂldmn.

-lfyowwmmewmhebmweanm.onomw.om($1w.ODOand$119.Doolfmarﬁed),mﬁ'foreadzeuglblechnd. (- ]
H AddllnasAtlwothandentwhtalhere.(Notamamaybediﬁemmﬂommenmnberofmmpﬁonsyoudalmonyowmmm)bH 1

* if you hnmihmhoorddmadlusmmhhmmaandmbmdm ur withholding, see the Deductions
For acouracy, mdyhzmmwmmm page 2, - =

complets all » if you are sin lo and have more than ane job or are married and U and your spouse both work and the combined
workshests ean%:u froma?l]obsmadmmo (320,000 ﬁmmﬂed),mmﬂwo-&mgslﬁ&piadabsvmmmm page 2
fo a\ﬂaﬂis having too iittle tax withhald,

® i neither of the above sftuations applies, stop here and anter the number from line H on line & of Form W-4 below.
SBpmhﬂnaudglvaFothwwemplww.Kupmupmbryowmrd&
. W"4 Employee’s Withholding Allowance Certificate

rm

Dopariment of ha Troasiry b%em"mmaaﬂﬁedhcmmaw“mﬂaumwmmmmhddbeb
Intemal Revenue Wmhm&wn«mamﬂm&mhﬂwm

OMB No. 1545-0074

2017

Last name 2 Yoursocial
Moua 242394811
Home adress fwmber and streel o rural rotie) 3@ singe O Mamiea Q] Married, but withhold at higher Single rate.
3417 T7thaven C Nate:  maried, utlogally saparatec, or spouse s  noresidentallen, ahec the "Singe* o,
Gty or town, state, and ZiP code 4 ﬂmrhumﬂﬂmhmwmmmmmwm”m
Brooklyn Park 55443 ohiook hare, You must oall 1-800-772-113 for a replacsment card, b
5 Totalnumbarofanuwancasyouaraclalmlng{fromlmel-laboveorfromtheappuoablewomshaetonpagez) {1621
8 Addmonalamoum.lfany.youwantwlﬂ'mldﬁnmaachpayuheck 2 9 0 o 8

7 | claimexemption from withhalding for 2017, and | certify that | meet both of the following eonditions for exemption,
slastyearihadg dghtmamfundofaﬂfadaminoometaxwﬂhheldbecauselhad no tax liabiity, and

I8 true, correct, and completa.

signaty 2
Wm i:notvalldrrmlesa Vou sign it} wate Mous Bar7, 2025) Date» Mar7,2018

8  Employer's name and address {Emplayer; Complete lines 8 and 10 only fsendingtothe IRS) | 9 Ofice oade {optional) | 10 Employer identification oumber (EIN)

For Privacy Act and Paperwork Reduction Act Notice, nes page 2. Oat. No, 102200 Form W-4 2017)



) g PRHESDY W-4MN
2017 Minnesota Employee Withholding Aliowance/Exemption Certificate

- Employees
You must complets and give this form o your employer if you do any of the following:
* Claim fewer Minnesota withholding allowances than your federal allowances
* Claim more than 10 Minnesots withholding allowances
* Want additional Minnesota tax withheld from your pay each Ppay period
* Claim to be exempt from federal withholding or ciaim to be exempt from Minnesota withholding
Do not complete this form if you ere olalming the same number of Minnesota allowances as federal and the number olaimed is 10 or less,

?" & s Erplayea’s first nams and Initia) Last name Employes's Sacial Seourity number
" B Alie Moua 242-39-4811
Permanent address status (chcK one bug
8 Marrisd, but ) soparated: or
FB41777tha|mn Q:Smmn:abamm% &
iy State ZIP code N Manted
Brooklyn Park 55443

! Married, but withhold athigher Single rate

Complete Section 1 if you claim fewer Minngsota allowances than your foderal allowances, AND/OR if you want additional Min-
nesota withholding deducted each pay period,

1 Total number of faderal aliowancss olaimed on federal FOrm W4 ................................ 1

2 '-i'otalnumberofMinnesmaallowancas{ﬂnezoannotbemamthanllna1,) L U - |

8 MdiﬂonalMinnemwkhholdmgyouwantdeduweachpayperlod IASALALEATTTTERTEPTORPRPORINE - IE. S
L section 2 — Exemption from Minnesota withholding

Complete Section 2 if you claim to be exempt from Minnesota income tax withholding (see Section 2 Instructions for qualifica-
tions), If applicable, check ene box below to indicate the reason why you belisve you are exempt:

1

My spouse is & military service member asslgned {0 a8 mifitary location in Minnesota, my domloile (legal residence) is in another
state, AND { am In Minnesota solely 1 be with my epouse, My state of domisile i

Eilamanﬁmenwnmdlannvmgandwondngonamewauon. !

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

DI 1 receive & military pension or other milltary retirament pay as caloulated under Title 10, 1401 through 1414, 1447 through
1455, and 12733 and claim exempt from Minnesota withholding on this retirement pay.

T leertily that alt Information provided in Section 1 OR Section 2 Is correct. { understand there s a $500 penalty for filing a false with-

% g holding allowanoe/exemption certificate,

f . &t'nnlm‘sswnam Date Mar 7’ 2018 I:,y:me phone

- mxw. .. )
Employees: Giva the complated form 1o your amployar,

Employers

if you are required to send & capy of this form to the Dapartment of Revenue (see Instructions), you must enter the employer information below
and mall this form to: Minnesota Revenue, Mail Station 6501, St. Paul, MN 55146-6501. {Incomplete forms are eonsidered invalid,) A $80
penalty may be assassed for sach required Form W-3MN not filed with the department.

Keep a copy for your regords,
. & Nomeofempioyer Federal employer ID number (FEIN) | Minnasota 1% 10 namiar
E Aicess City State ZIP code

tﬂﬂ.m Questlons?  Websits: www.revenue.state.mn.us. Emall; withholding tax@state.mn.us. Phone: 661-282-9999 or 1-800-657-3594.



Employment Eligibility Verification USCIS
Department of Homeland Security wfg:'fsfgu .
U.S. Citizenship and Immigration Services

because the documentation presented has a

Wo'n ) .E‘;mploy«.lnfnm; on and Attestatlon (Empioyees st complete and wgn Seotion 1 of Form 1-8 no later
then the first day of employment, but not bafore socepting g job affer,) _
Last Nams (Family Name) First Name (Given Nams) Middle inftial | Other Last Names Used ( any)

Moua Alie C N/A
Addrass (Strest Number and Nams) {Apt. Number | City or Town Stale  |ZiP Code
3417 7rthaven | N/A Brooklyn Park Mn 55443
Date of Birth (mmvdd/yyyy) U.8. Sooial Sscurity Number | Employes's E-mail Address Employes's Telsphone Numbsr
12/03/1980 w -[T,T] alitha_chuah@hotmail.com 503-290-4508

1 am aware that federal law provides for imprisonment and/or fines for false statements or use of false dosuments in
connection with the completion of this form,

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

@1./\:4@9:1 of the United States

%} 2. Anoncltizen national of the United Stetes (Ses inatruations)

3. A lawlul permanant residant (Allen Regisiration NumbarUSCIS Numbery N/A
(O3] 4. An alien euthorizad to work  unil (expiration date. W applicable, mmiddiyyyyy

Some aflens may wiita "NIA® In the expirafion date fled. (See instruction) |
Aliens authorized to mmmmmmdmmmdowmmmwwmmmmm I R Codo -+ Beaton §
An Allen Registration NumbenfUSCIS Numbsr OR Form 194 Al Numbsr OR Forsign Passport Number, | | O NotWiia i Tts 8paca
1. Allen Registration Number/USCIS Number: N/a }

OR

2. Form 1-84 Admission Number: N/a :
OR !

3. Forelgn Passport Numbern: N/A
Country of Issuance; N/A

Signature of Employes Totay's Date {mm/dcyyyyy)
Alle Moua (Mar7, 2016) _ Mar 7, 2018
reparer and/or Transiator Cegﬁaﬂon (check ons):

L did not use a preparer or iranslator A preparer(s) and/or transiator(s) assisted the smployas In compleling Bection 1,

ed when proparers and/or transfators assist an amployes in completing Section 1)

1 aftest, under penalty of perjury, thatlhmasslswdlnthsmp‘lmn of Section 1 ofﬂﬂafonnandthatbthehastofmy
knowledge the information Is true and correct.

Signature of Preparar or Translator Today's Date (mmbddfyyyy)
Last Name (Family Nams) Flrst Name (Given Namo)
Address (Sirest Number and Name) City or Town State  2IP Code

a '"IErr_lplé_\?er Completes Next ffage : 0

Foru1-9 071717 N Page 1 of 3




Employment Eligibflity Verification USC18

Department of Homeland Security OME g.?mls-,;:m
U.S. Citizenship and Immigration Senvices Expires 0813172019

section 2. Employer or Autherize eprasentative Review and Verification

{Employers or their authorizad reprasentative must campioty and sign Section 2 within 3 busmess days of the employes's first day of amployment. Yau
ust physically examine one documeant from Ligt A OR a combination of one gosument fram Lisi B and ane dogument from List C as fisted on the "Liats
of Acceplabla Dacurnents. 7 ; .

T ——

ListA
identity and Employment Authorization

e

| Dooument Tile
[Document Numbar

| Explration Date (7 eny}{mmiddyyyy)

Document Tifle

_ R e
Additional infarmation Do Nt Wi e s i

(1) | have sxamined the dosume: s) presentad by the ahove-named employea,
be genuine and to ralats to the employee':gnmed, and {3) to the bast of my knowlodga the

[

77 = Ll
Employar's Business or Organization Address {Siteset Number and Nams) ; City ar Tawn
|

First Name fGiven Name) Widdie Tl

0. IF¥ha smigioy&'s RIavIGys Grart of Gmipiey gr¥ayiharization hag & pifed, royids the Tnfafmation for 1 G0GUTIST o7 TABAIPT T GoEERhe
ontnying empisimend aytheraaion it iage arisidad paie; gl . N
Document Tite

L

Document Number Wﬂn Date fif e'my) WW) ;

| 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 presanted dosument(s), tha documant(s} | have examined appear fo be genuine and o relats to the Individual,

Sigrature of Employar or Authorized Representatve | Today's Date {mmsddiyyyy} Name of Employer or Authorized Representafive

FomI-9 071717 N Page2 of 3
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Authorization

Authorization: By signing below, you authorize: {a) backgroundchecks.com {("BGC") and/or Orange Tree
Employment Screening to request information about you from any public or private Information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and {d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those raports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financlal Protection Bureau's “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If Yyou are a New York applicant, a copy of New York’s law on the
use of criminal records is sttached, By signing below, you acknowledge receipt of these documents.

Personal information: Please print the Information requested below to identify yourself for BGC.

Printed name: Alle c Moua
First Middle (O Last
none)

Other names used:

Current county of residence;

Current and former addresses;
12/2014 current 3417 T7thaven Brooklyn Park 55443

from Mo/Yr to Mo/Yr Street City, State & Zip
01/2007 12/2014 7925 Kyle ave n Brooklyn Park, MN 55443

from Mo/Yr to Mo/Yr Strest City, State & Zip

from Mo/Yr to Mo/Yr Strest City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

12/03/1980 242-39-4811

Date of birth Social security number
k681174588415 Alie Chongnou Moua

Driver’s license number & state Name as it appears on license

Report Copy: if you are applying fora Job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: ]

Hiadous (Mar7, 2018) Mar 7, 2018
Signature ' Date




EMERGENCY CONTACT INFORMATION

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

Employee Name:;

Alie Moua

Address: 34177Tthaven

Brooklyn Park 55443

Home Phone; _503-290-4508

Bla

IENCY CONTACTS e C N N Gt
vag gould be contacted in case of an emergency

Plpaso list two people (In pHority order

—

Name: Hauston Moua

Relationship: hrother

Contact #1 Home Phone: 6122025011
Name: Victoria Moua Cell Phone:
Relationship: sister Work Phone:

Contact #2 Home Phone: g13774535,

Cell Phone;

‘Work Phone:

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

of an emergency:
N/A

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




employer solutions staffing group.
Direct Deposit/Payroll Debit Card Authorization

EmployeeshnvetheopﬁonofmceivingwagesbyDiraotDepositandlorPaymﬂDebitCard.
Hyoudo i clection, wages will be pai

S LG ly] NS DN G (| EETFION
\J| Direct Deposit (Please complete Sections 3 and 5 below)
PamllDebitCurd(leeomplmSwtionumdSbalow)
O ¥ i

I - DEROSEE

Update Bank Acoount Y understand and acknowledge that if X do not provide a
voided eheck with this direct deposit form, I am
responsible for any delsys in payroll or extra costs
incurred if the acconnt aumber that 1 provide is incorrect.

Initial Date

*  Tohelpus avoid making an ewror, please attech a copy of a voided check. (a deposit slip will not work)
*» Ifyon ehanphanks.&mdmwoﬁbwkammuﬂywdﬁwdwwﬂhmmduﬁam%wﬁohmmzmm

wmmmmwm,meaummmmmw@mmgmmmn Debit Card account or
umnﬁons.Onyontﬁmtpayduy.youwmmeﬁveyownaw?aymﬂDebﬁCud,mdapaokuoomhhgaHOfﬁwmmdmdiﬂmewm
ﬂxenaignadmowhdgingthutyonmceivedﬂwPaymﬂDebitcndandpaclmt.YomPaymnDebitCudwmbemhadedonunhpaydayyourwaiva
wages,

| CARDHOLDER INFORMATION (as you want your Payroll Debit Card t be Issued)

First Name Alie ML c Last Name Moua Date of Birth 12/03/1980
Strest Address FOBOXNOTACCRTARLE) 475 o a0 0 sl
CY  Brookiyn Park State N | ZP 55ass Coll Phons (woblle) 2029904508

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

Employee®s Signature;_Aie Movaart, 2u5) Date: 03/07/2018

my periodi mgadwmpmsaﬂmpaymmmtofmniwdmxwiﬂ;huldmy,omumqmdwdﬂzhomm
or anthorized deduuﬁm\s,immymwmt(s)asdedmdabnveandminiﬁuqifmmmy,debitmtﬂssmdadiwmmfmmymditcntries

made in error t my account(s), * E-mail is required for pay stub information.
alitha_chuah@hotmail.com
this information will anly be used to send your paysiubs electronically

A2 Mg ,2018
Employee's Signature; _shedisita? ang : Date: BaN7Z0L

*E-mail:




STATEMENT OF CONFIDENTIALIN

This agreement made this_1 day of_{ | ﬁ/ g/ 2018, 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.

Employee Signature

flons Staffing Group LLC, Representative




P
INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

employer soluticns staffing gro

As your employer, we are concemed 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 placas limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appomltment 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 physiclan
cooperate with return to work planning and that you be released to return o 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 ur e er immediate, ny new injuries or conditions that | ct
our ical 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. |

1 have read my responsibilities and agree to abide by these guidelines.
Signed: ___ oo piar7, 200

Printed Name: __Alle Moua




H

employer solutions staffing grvoupu
Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efe.), 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 S0, 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

81 un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe nofificar a su reciutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendrs 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 Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a sy reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida de] 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);  Alle Moua

Signature/Firma: %ﬁ%’




. -.M"'
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employer solutions staffing group..
ESSG WORKPLACE SAFETY POLICY

It is ESSC’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, yules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
andeliminatepotenﬁalsafetyandhealthhazardsandto determine
hecessary 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.

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

ESSG is committed to vigorously enforcing its OSHA Compliznse Policy.

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

. Responsibﬂitytoworkinamanneraarequiredhythe employer and use the
prescribed safety equipment.

You have the following basic rights:

o 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.



employer solutions staffing gro-upm

° Righttorequestinformaﬁonaboutsafatyandhealthhazardsinthe
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed fo hazardous substances

* Right to gain access to relevant personal exposure and medieal records,

ymampmishedordismiminatedagainatforacﬁngasa“whisﬂeblwefunderthe
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced withimminentdangverofdeathorseﬁ.ousinjuryand
thereisinsuﬂicienttimeforOSHAtoinspect. Retaliationomreprisaltakenagainst
anyone who has expressed concern about workplace safety is illegal,

If you believe that your right o a safe workplace has been violated, you can make a
report £0 a manager of the host worksite employer and/or ESSG (by telephoning

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 hazardons worksite conditions,



empioyer solutions staffing group..
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 952.885.1288/1.866.496.7578 with any
questions I may have about this policy. I agree o comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

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

Employee Name (Please Print)

Alie Moua

Employee’s Signature:

A2 Mowg Date: Mar7,2018

bl Mtia M 20181




o 3850 Pre-Screening Notice and Certification Request for
v Marh 2010 the Work Opportunity Credit P
AT ans of the Trassury » information about Form 8850 and its separate instructions is at wwiw.lrs. gov/formaasi,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yowrname  Alle Moua Soclal security number > 242-33-4811

Street address where youlive 3417 77thaven

City or town, state, and ZIP code Brooklyn Park 55443

County Hennepin Telephone number 503-290-4508

If you are under age 40, enter your date of birth (month, day, year) 12/03/1980

1 [[J Check here if you received a conditional certification from the state worlkforce agency (SWA) or a ﬁarﬁcipatmg local agency
for the work opportunity credit.

2 [[J cheok here if any of the following statements apply to you.

. Iamamembarafafarnnymathasreoe!vedasslstanoafrumTampm‘aryAsslstanceforNeedyFamﬂhsﬂ'ANF)foranyS
months during the past 18 months,

. lamavsteranandamamberofafamllyﬁ;atrecsivedSupplamentalNuhiﬁonAss!stanoeProgram(SNAP)beneﬂts(food
stamps) for at least a 3-month period during the past 15 months.

U lwasnafwmdharabyamhabmtaﬂonagancyappravedbymestate,memploymentnstworkundartheﬂckettoWork
program, or the Department of Veterans Affairs.

. lamatleaatage'l&butnotageworolderandlamamamberofafanﬁlyﬁwat:
a. Hece!vedSNAPbeneﬁts(foodsﬂmpa)forﬁepasthonﬁa;or
b. HemlvadSNAPbenaﬂmﬁoodswnpafuratlmsofmepastamonms.butlsnolungerauglblemracelvemm

. Duﬂngthepaslyaar.lwasoonvlctedofafelnnyorrelaaeadﬁ’ompﬂsonforafelony.

. lmoaivedsupplememalsecurnyinwms(ssobsnamsforanymonm ending during the past 80 daya.

» lamavetaanandlwasunamployedforaparludorperlodstota!ingatleastd,weaksbutlessthanBmonthsduringthe
mm.

a3 @ Check here if you are a veteran and you wera unemployed for a period or periods totaling at least 8 months during the past
yesr.

4 [ﬂ! Check here if you are a veteran entitied to compansation for a service-connected disability and you were discherged ar
relsased from aotive duty in the U.S. Armed Foroes during the past year.

5 m] Check here If you are a veteran entitled to compensation for a service-connected disability and you were unemployed for 2
period or periods totaling at least 8 months during the past year,

8 [ Check here if you are a member of a family that:
» Recelved TANF payments for at least the past 18 months; or
* Reosived TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

* Stopped being efigible for TANF payments during the past 2 years bacause federal or state law limited the maximum time
those payments could bs made.

7 Iﬁl Chack here If you are in a parlod of unemployment that s at least 27 consecutive wesks and for all or part of that period
you recaived unsmployment compensation,

Signature—All Applicants Must Sign

Under penaities of petjury, { deolare that | gave the above Infarmation to the employer on or before the day { was cffered a Job, and ft s, to the best of my knowsexige, trus,
eanect, and compiste,

»

/)
Job applicant's signature > Ao r?, Date Mar7,2018
For Privacy Act and Paperwork Reduction Act Notice, see pags 2, Cat. No, 228511 Form 8850 Rov. 3-2018)




Form A (rev. 03/2017)

EMPLOYER SECTION:
Client:

Location:

EMPLOYEE SECTION:

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

Alle Moua 3417 Trthaven Brooklyp ParkMn 55443

SS#: Date of Birth: Age: Bave yon worked for | If yes, location:
242-39-4811 this com before?
12-03-1980 38 Yes D No@

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

No

I Haveyonnrhasanyonalmngwithynn maivedTempouryAsﬁstnncehNeedyFamﬂles(TAm Q
at any time since Angust 5, 19977 (i yes, please provide information below,)
Name of the person receiving benefits: —~— Relationshiptoyou; ____
City: Connty: ____ State: ____

@

2. Have norhasanynnelivingwiﬂ:youmuivedFoodStamps(SNAH)atmyﬁmednrhgthepastlﬁmonths?
(Ifyes,x;l’aasemuvidainfnrmﬁanbdow.) O]
Name of the person receiving benefits: . Relationshiptoyou: _____

3 HanyoumeivcdSnpphmmialSmrnylncome(SSI)atanythnewiﬂdnﬂmpastS months? a
Please note, this is not the same as Sooial Secmitybmeﬁts(SS)orSocial&mkthnbﬂny(SSDl) benefits,
W‘mcheckedmplswemvidaampyafmmdoawmm

4. Have you received any type of vocational rehabilitation services within the past two years? @)
lfyes,pleaneindicmwhiuhtypeof youmdwithmdpmvidaﬂmirlocaﬁoninmrmnﬁnnbalow:
a Vooaﬁomlkahabiﬂuﬁmmm Dept. of Veterans Affiirs - ] Buployment Network (Ticket to Work Program)
Name of Agency: _  Phone#: preit e
City: ____. County: _____ State: - .
*If you checkedymplsaxemvfdeacopy afyma-actz‘ve]na?vidualﬂ’m}’laumdﬂahuo Work documentation,

@

Q

5. Areyou a Veteran of the U.S, Military? *If yes, please provide a copy af your DD-214 and letter of separation,
(If yes, please provide information below. If'no, pleass continne to question #6.)

Dates of Sarvice - From:
Brauch of Service:
Are you entitled to or are you ucdvingcompmaﬁonﬁ:ramvlemnnemddisahmty?

To:

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

If'yes, dates of nnemployment - From: e To?
mdmmm“mmwmwmmpmﬁonatmpﬁmdnﬁngyomnncmmnymm?
If'yes, in which state did Yyou receive unemployment compensation? =

| 7. Have you been convicted of 2 felony or released from prison for a felony conviction in the past 12 months?
Conviotion Date: Release Date;
Was this 8 ] Federal or [ Stato conviction? 16Stete - Comnty: ___ Stater

al O pi©®

S————

R P p@ @

e T G S R
IEC (Native American): Are you or your spouse a member of a Netive American Tribe? O
Jj‘mckmlmdﬁemmddeaaapytfymm
CA Residents: ayonﬂlachlldofﬁ;mrpmts? Do you seceive CalWorks? [J] Workforce Investment Act?

Are yon a migrant or seasonal farm waorker? O Have you ever been convisted of a misdemeanor?
SC Residents: (3100 you receive Family Independence Banefits?

Under penaltiss of ’mey&mmnﬂm b d the best of hereby

pena perjury, Informetion above 10 be true and accurate o the my knowledge, and 1 authorice any agency, organization, or
individuals to supply such verificati lon or information that bcwededwdmmmmm o my employer, representalive (Associated
CQonsultans, Jne, dba Retrotay), wﬂubmmdzabarw ! v to my s =

New Employee Signature: _ A/2 Moutq Date: Mar7,2018
T RIE GG AT 7, 2
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BT

B0 Uss. Department Labor OMB Control No. 1205-0371
Y  Employment and Training Administration Expiration Date: January 31, 2020

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

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

Under penalties of perjury, I declare that this intbxmaﬁonistueandcomcttothebestofmy
knowledge,

New Hire’s Signature: Jﬁ@%ﬁw Date Mar7,2018
New Hire Name; __Alle Moua

Social Security Number: 242-39-4811
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.

- | declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notico:

The Intemal Revenus Coda of 1688, Seaﬁonstasanmdadandmmanﬂngleghlaﬂm. PL. 104-188, speafy that the Stale Workforce Agencies are the
*designated® agencies responsitle for administering the WOTC cerfifioalion momdmdﬁbpmm%ir@mﬂonywhmmvﬁeﬂwmmmh
fuunwmbeMmedbymaumluyabmeS!ateWom:uaﬁgmcy. vahimofﬂﬂslnfomaﬁonisvdmﬂamhmvamahhmaﬁmb required fo
determine your employer's efigfifty for the faderal tax credit

PemnsmnotmqlﬂmdtorasmtdtoﬂﬁsmuewmoﬂubmmmlassﬁdsplmamuﬂyvﬂdﬂManﬂdmmba.RemMuhﬂnaﬁmh
mp!ehﬂﬂsformlsraqukedmuhlairmmﬁnbsnems(P.L 111-8). Public reporiing burden is estimated tn average 10 minuies per response, inchuding the
MMMMWMMMMWMMWMMMMWMWWBMN
Immmmmammmmmmﬁeu& memwmmmmmﬁmmwmm
Room C-4610, Washington, D.C. 20210 {Papanwork Reduotion Project 1205-0371), Please do not submit complsted forms to this address,

117-

ETA Form 9175 (Rev. November 201 6)



' ai- EMDIoYer solutions staff iNg groun
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S evieigng Resoarter i3 Changing Mol

Notification of Minnesota Law Re uirement —

Unemgloment Acknowledgement

It is your responsibiiity fo contact ESSG through Corporate Management Group (for
instancs, by calling 303-920-1425 or using any other form of contact) for additional
assignments. If you fail {o do $0, it may affect your unemployment benefits,

| 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. gy (Initial) :

L)

Alle Move (ufmm) ; Mar7,2018
Employes Signature; Date;
Alie Moua

Employes (plsase print your name hers)

Telephone: 303-920-1425
12000 N. Washington Street Suite 350
Thornton, CO 80241

-MN_p2.2018



DRUG AND ALCOHOL
TESTING CONSENT FORM

1. lhavebeenallowedtoreadandinspectawmtenoopyofESSGpolicyon
drugs and alcohol,

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.

s | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, fo collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for aicohol 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.

e Mo

AlieMaua (Mar7, 2018)
Individual's Name

Mar 7,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC_Plan 1

Benefits Enroliment Form HUl New Employes [ Rehire Rehire Date 242-39-4811

Employed iniormation

Name (First and Last)

Alie 242-39-4811
Address : City St Zip Cote
3417 77th aven Brooklyn Park | Mn 55443
Gender Wl Malo | Warita) Status Bl Singis | Dats oT Birg 12/03/1980 Date of Hire
IE) Femate | [Tl Married [ Divorced /03/ 3/12/2018
Phone Number: Emall Address: 3
3417 T7thaven alitha_chuah@hotmail.com
Please Select Desired Coverage:
m Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
endent ' ; :
Sacial Saculy # BirthDate | Sex Relationship
Brooklyn Park
503-290-4508 ol Q@ cuua
———— S Leat Name 1] éM:ln'uo s%slmnmw
Mn Soclal Security # Birth Date | Sex Relationship
o Spouse [ Child
(PR Name ks Last Nama g = [ Dnguﬂcl’aﬂner
‘Bependent TS
55443 Social Sacurity # BirthDate | 8ex Relationship
bt i Senid] R s
NAME OF PERSON.GOVERED (FIRST, LAST):
alitha_chuah@hotmail.com

IF ENROLLIN@ - YOU MUST SIGN HERE

Employee Signature Alle (Mar7,2018) Date 3/7/2018

e
|EMPLOYEES DECLINING | am DECLINING coverage
|1 understand that 1 andior my dependents, if any, walve any coverage and desire fo participate In the plan at a later date, Uwe may he considered a late enrolles and
must meet the requirements dsfined in the Certificate of Coverage for the company's medical or dental ¥ 1 deciine enroliment for myssif or my depsndents
(including my spouas) because of other coverage, 1 may, in future be abls to enroll myssif or my depa In this plan, providad | requeat enrolimant within 31
days after the other coverage ends. in addition, if a new dependent relationship forms as a resuit of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be abls to enroll myself or my depandent, provided | request enrollment within 31 days of the event,

IF DECLINING- YOU MUST SIGN HERE

Employse Signature Alie{Mar 7,2018) Date

Employer Solutions Staffing Group Health Benefits Team
PO Box 48270
Minneapalis, MN 55344
Phone: 862-767-9519 Fax: 952-767-8515
Emall; Healﬁ:@amployarsoluﬂonegroup.com



rixea inaemnity Medical Benefits_Plan 2

VSl 219301-ESG-1  |OFFICEUSEONLY LOCATON RehreDate___/ _/
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
e TR T N P UsinG BLAGK o BLOR I Gt B e O
' T . ; vin
Name Alie .. ' Social Security # Home Phone Sex  [u]
Address 3417 77th ave Apt. #
City : State . Zip Date of Birth
Brooklyn Park l Mn 55443 12/08/1980

IR SR

You MUST select a coverage level before ay 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 ision plan is underwritten by Companion Life Insurance Company.
e g1 FIXED INDEMNITY SHORT-TERM
 SELEGT COVERAGE L . MEDICAL " DENTAL VISION TERMUFE | DlcABILITY 2
Employee Only s2025 (B  s$617 [J)| 242 S| s0s0 )| saze k& |
Employee + 1 $41.10 $12.34 $4.92 $0.90
$54.88 $20.36 $6.56 $1.80
i ... RS e Y?g. No Yes No Yes No Y_ei. N_O..—J Ye?E N.o
ge is not available to resident_s_gfl\l_H, HI, or PR, 2STD is not available to persons who work in CA, Hi, N.J, NY, or RI.

b R e T —

For Term Life / Accidental Death & Dlsmemb:;‘tment, please write in your beneficiary information. Ac-cl;;;h-l Death &

e .. Rolstonship 55 S e, S
- Name Social Security # Date of Birth = Sex - Relationship

Nama e L/ ] Spowe Ll chiqBbomestic parner
Name Soclal Security # Date of Birth = Sex Relationship o

Nama ™ o TOBIIE) i SpouselT) chidE bomestic Parer
Name ' Social Security # Date of Birth  Sex Relationshj

el et L Bl N ] ’_’§eeua4al¢h"d'>1mem"amer
Name Social Security # Date of Birth Sex Relationshj
eSS NS A | @.?P?E?f@?bi!d.Rqrpesﬁe!’_ermer_




et empleyrrsciusonsgroup

Benefit Enrollment/Change Form
(A EmpIGYEe Information i (g e N e
| First Name: 243.35.4811 o

SSNE 242304811 Date ofHire: 3417 77h aven
[ Date of Birth: 12/03/1980 Genden@ M ord F Manial Sieis: 3/12/2m8

Address: 3417 77thaven | Cty: ™ Brookiyn Fark | Steter Mn [ Zipt 5540
" Dayiime Phone: (503 2304508 Home phone:{ ) ~Emall: alitha_chush@hotmaiLcom

[N ChaRgelcfStatis/covaragal _ g 1S v '
Date of Qualifying Event; & Add Dependent

O COBRA/ Tem, of Employment [x] Drop Dependent

Eﬁpen Enrollment :
O New Enroliment | & Medioars Death Other 3/7/2018
O Raduction In Fours | & Other Coverage L1 Maniage / Divorce
» e .
lo e
1. Plan Election Plan R Y| Pian Plan (please complete ssctions E. & G.)
2. Coverage Election | oyee + Bpouss oyes +

LONBEBE deRtSHa WS IRTOrmation e
i - iE il o S i e B T =l i

L e compleiod for cmi"csr'a,.r-_;e- ol b’e};enu:a’ents}'
Name (Last, First, MI) Relationshlp | Birth date 88N wrF | Dlsablec

n medical
O Medical

Insurance coverage,
| that coverage

lelembhaveanANNUALdedu‘cnt}gnofsw um 450 for em

l(zmxlrn of ployee-only coverage, or $8,900 for all other levals of coverage) reduced
TRcanY by befors txeg t e Employoes Wh ars age S nesyarioh | Inour durin “‘%%ﬁ%f#%’f“?{%ﬁ@a 1) Ifsﬂﬁsmm b

=CliDinGECOVerage
d b iroup Insurance Contract under ERIEA regulations include
ptions and requirements presanted herein. | understand that | may not be el

ate, uniess | qualify to enroll at a [ater date In accordance with the special
M | understand by nat enrolling In this plan or a Marketplace health plan as mandated by PPACA, that I may be subject fo a tax penalty.

gs

red contribution, if any, toward the cast of such coverage. | authorize payment of medical benefits to al| providers, where appllcable, for those charges
covered by my group Insurance benefits, | authorize release to or by HealthEZ of any medical Information Including coples of medical records or Insurance
Information as necessary for claims adjudication, utflization review, or coordination of benefits,

To the best of my knowledge and bellef, the Information | have Provided on this form Is complete and correct. | acknowledge that the terms of the Summary
Plan Description govern all payments made by the Plans.

e Dl T Mar7,2018
Employse Signature Date




ensisyersnbitons pm T

« emploperssiutiowgoup

HEA@Z,

- ERIRIGYEE (RiEFmational Al maren IS requiredi

Benefit Enroliment/Change Form

BMe: 242-39-48)1 :
SSNIE 242-39-4811 Date of Hire; 8417 7rthaven
‘Emm:—mmm Gender@ M ofO F Marial Sihus; 3/12/2018
Address: 3417 77thave n | Clty: ™ Brooidyn Park | State: mn IZp:' 55443
[ Daytime Phone: (5032304508 Home phone: () ~Emalt alitha_chuah@hotmallcom
Dats of Qualifying Event: Add Dependent I Changs Name
EOpen Enroliment LICOBRA/ Term, of Eﬁployment O Drop Dependent I'.'I_tfh;me Address
O New Enrollment & Medicare Irth / H Other 3 /7/2018
uction urs 1 Cther Coverage e / Divorce
(] Blan Op O 2 O oG 0 5 &
'y rege
1. Pian Election Pian i Plan g Plan Plan (please e:mpleta gacﬂons E.&G)
2. Coverage Elachion | loyes only ployes + Spouse ployes + n

l D, D ependent/Spouse Information MuSEbe complcied or c:.:mi—r.z_é,re_ OF depondintey

Name (Last, First, Ml) Relationship Birth date 88N

Include on medloglv:alan
OMedioal
I Medical

~ Y Medlcal

O Medical

[ETOther RStranes Coverage IRtormatont Plages checRphe:

(Y1 | have enrolled 1 (1 T have other | sUrance coverage,
federal Marketplace but intend to cancal that oovarar;ge
Pollcyholder's Name: :
insurance Co. Name: ~ Pollcy Number Group Number:

Insurance Co. Address: ~ Names of covered Individuals: -

| & HEa S Svings AcEounE

O Yes, | would like fo sat up a Health Savings Account (This option Is avallable if you enrall In the HSA plan).
Your annual deduction will be divided Info equal amounts and deducted from each Pay period throughout the year.

leleottoh ANNUAL deduction of $ satcvanetemt aximum of $3,450 for e nly covarage, or $6,800 for all other | of coverage) reduced
L e T e e e Ay stk e Y )
FGTERTSITF E(CHECK BoxX OBl it deClining Coverageoy T ST 23

g

ratand 1 may not be eligible to enroli
date In accordance with the special enroliment con
M | understand by not enroliing in this Plan or a Marketplace health plan as mandated by PPACA, that | may be subject to a tax penalty,

pli
this amount increases or decreases duri 2 Ty reduction will be adjusted to reflect that Increase or decrease.
I hereby apply for the coverage for which | am now or may be eligible under this group policy. | hereby authorize the deduction from my eamings of the
required contribution, if any, toward the cost of such coverage, | authorize payment of medical benefits to all providers, where applicable, for those charges
covered by my group Insurance benefits, | authorize release to or by HealthEZ of any medical information Including coples of medical records or Insurance
information as necessary for claims adjudication, utilization review, or coordination of benefits,

To the best of my knowledge and belief, the Information | have provided an this form Is complete and correct, | acknowledge that the terms of the Summary
Pian Description govemn all payments made by the Plans.

Ao (Mar7, 2015) Mar7,2018

—_—
Employee Signature Date




Signature; ﬂL

Alle (Mar 7, 2018)
Email: alitha_chuah@hotmail.com



