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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2016284121934HW
Report Prepared: 10/10/2016

Campany Information

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

Last Name: Kelhn First Name: Andrew

Date of Birth: 04/08/1978 Social Security Number: *** ** 0240

Hire Date: 10/10/2016 Citizenship Status: A citizen of the United States
Document Information

List B Document: Driver's license or ID card issued by a U.S. stateor  List C Document: Soclal Security Card
outlying possession

Document Name: Driver's license Document State: Minnesota

Driver's License or ID Card Number: Document Expiration Date: 04/08/2020
Case Status Information

Final Case Result: Employment Authorized Employer Case ID:

Case Submitted On: 10/10/2016 Case Submitted By: VMOR1873
Closed On: 10/10/2018 Closed By: VMOR1873

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

SENSITIVE BUT UNCLASSIFIED

L — ﬁ’\rmﬁ\ 1
For more Information contact us at 888-464-4218 or E-Verify@dhs.gov.

IU.S. Deé;;t}l;ent of IH-omeie;nd ‘S.ecufity-. I
U.S. Citizenship and Immigration Services
Enable Permanent Tooltips

Accessibllity

Download Viewers

hitps:/e-verify.uscis.goviweb/PrintCaseDetalls.aspx?CaseVerNum=2016284121934HW



Employer Solutions Staffing Group, |LC
— 7301 Ohms Lane, Suite 405
—Edina. MN 65439
—{(862) 835-1288

COMMERCIAL DRIVER APPLICATION
FILL IN ALL BLANKS & PROVIDE mmummu nmmm-mmonm:

esesyn s RSSO e nee
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Address _Sj}ﬁ_ﬁé,d@y Honse telephone: -528-72

CityCottage Carmve st Mp) zmw 1. Cettular telephone:

Dateof Birth: D/ / OB/ /1279 Soclal Security Number: 425 - Rl - (524D

! s 2200 Socdlwies Bhud =~~~ pweFrom . Tos/2009
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2 Street Dates; From To

Clty State Zip
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3 Street Dates: From To,

Clty State Zip

T Number X ﬂﬂ'_—t 220 @9 ,3 7 Expiration Date %/ /2020

State Number

Expliration Date

——————————

State Number

Expiration Date

All Accidents, laat 3 years; (If none, write NONE)
Date Deseribe_AJO U Fatalities Injuries

Date Describe Fatalities Injuries

Date Describe Fatalities Injuries




Dl"_LhA& Violation State Commercial Vehicle: Yon / Ng

Date__ Violation | Stats Commercial Vehiclet Yes / Ng
Date Violation State Commercial Vehicle: Yes / No
Dats Violation State Commereinl Vehicle: Yes / Ng
Date Violation State Commercial Vehicle: Yeg / Ng
Date —_Violation State Commercial Vehicle: Yea / Ng
Date Vielation State Commerclal Vehicle: Yea / Ng
Dats Violation State Commercial Vehicle: Yea / Ng

Have you ever had any driver license denled, suspended, revoked or canceled by any Issuing state agency?

ﬂ\’e’t CNe If yes; state of isspance; explanation: MMMWL

{If awner/operator, list carviers leased to)

1) nmploym.[i&&g.r NA Dates: Qa.l@lﬁ._tofmﬁc&t
Address: _[QLO_CI&M (2 Supervisor; ﬂ‘## Ot f‘
Clty, State, Zip M“W Telephone: G52 - BT ~3 5]/

Were you subject to the Federal Motor Carrier Safety Regulations during this period? CIYes ,ENo

Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? ElYes CINe

Reston for Leaving:_$97)/_Een oy el
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2) Employﬂhﬂlﬁauim&iﬂ%i Dates: OF/260C  toCr/20)8
Address: 3¢9 Q Q %m e é f_ Supervisor; Bﬂg e g"'_"‘m
City, State, Zip code: _‘wﬂ Telephone: /|2 ~2 52 -57 3/

Were you subject to the Federal Motor Carrier Safety Regulations during this period? ﬁYﬂ ONe

Were you subject to 49 CFR part 40 controlied substance and sleohol testing during this period? ,m Yes One

Renson for Leaving: _[e el o oobiimncenecr ¥~

T000IP 0000000000000 000URSERES0NTSINIT NI S0P RGE

e ORI 000 nEerecrto 000000000000 000008 200000000000000990006000000 00000000



\
3) Emnloymm&__% . Dates: (A5 /220 to OF J202F

Address; 12, _ jee Supervisor: Mﬂ_ﬁ
City, State, Zip codes Magloudzod, MU, SL/OF  Telephone: G5/~ 7Y ~ Gl

Were you subject to the Federal Motor Carrier Safety Regulations during this period? ﬁ'lu OOne
Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? mYu CNe

Reason for Leaving: w

ssonee 080000030 800000000 000000000060 000 000000 000 ooy

4) Employer: Dntess to

Address: Supervisor:

Clty, State, Zip code Telephone:
Were you subject to the Federal Motor Carrler Safety Regulations during this period? OYes ONe
Were you subject ta 49 CFR part 40 controlled substance l.lll alcohol testing during this period? [JVes ONe
Reason for Leaving:
5) Employer: | Dates: to

Address: Supervisor:

City, State, Zip code: Telephone:
Were you subject to the Federal Motor Carrier Safety Regulstions during this period? OYes COne

Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? [JYes CIne
Reason for Leaving:

S0%0c08s0000000 00000000 ennanaste ses v B0 PO 000 000000050 0000000000000080055000080000058000008008000 0800000 996 000 200000000080208000000000000 000 sr00svTs

6) Employer:

Dates: fo,
Address: Supervisor:
City, State, Zip Code: Telephone:
Were you subject to the Federal Motor Cal"rler Safety Regulations during this period? OvYes ONe

Were you subject to 49 CFR part 40 controlied substance and alcohol testing during this period? [JYes OnNe
Reason for Leaving:

$90000 000000000000 000007000000000008000000008008000000000 OB 000 0000N000000000000000080289950080001000003000000 000080 2000000020000480 000000000000 0vs000e0n



7) Employer: Dates: to

Address:

Supervisor:
City, State, Zip code: Telephone:
Were you subject to the Federal Motor Carrier Safety Regulations during this period? Oves CINe

Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? [JYes OnNe
Reason for Leaving:

Use backalde of sheet for additional emplovers

For driver applicants of commercial motor vehicles that require a Commercial
Driver License (CDL) the applicant must disclose their controlled substance and
alcohol status per the requirements of 49 CFR part 40.25(j).

As 1 prospective driver empioyee, you have the right to review information provided by previous employers. You have the
right to have errors in the information corrected by the previous employer(s) and for that previous empioyer(s) to re-send the
corrected information to the prospective employer; the right to have a rebuttal statement attached to the alleged erroneous
information, if the previous employer and the driver cannot agree on the accuracy of the information,

Driver employees who have previous Department of Transportation regulated employment history in the preceding three
years, and wish to review previous employer provided Investigative information, must submit a written request to the
prospective employer, which may be done at anytime, including when applying or as late as thirty (30) days after being

employed or being notified of denial of employment. The prospective employer must provide this information to the
applicant within five (5) business days of recelving the written request. If the prospective employer has not yet received the
requested information from the previous employer(s), then the five (5) business day deadlines will begin when the

prospective employer receives the requested safety performance history information. If the driver has not arranged to pick up

or receive the requested records within thirty (30) days of the prospective employer making them available, the prospective
motor carrier may consider the driver to have waived their request to review the records,

Certification

“I certify that this application was completed by me, and that all entries on it and information in it are true
and complete to the best of my knowledge.”

R Z ot [ X 18/10 /¢
Dats Sigued

Appillcant’s Signature

TO BE COMPLETED BY THE EMPLOYER:

Application received by: Application reviewed for completeness by:

Name Name

™ e ™ e
SIGNIFICANT DATES:

Dateof Hive:

Time & Date of Pre-Employment CST:

Time & Date of Pre-Employment CST Results Recelved:
Date First Used in Safety Sensitive Position:

Date of Terminations




Form W-4 (2015)

Purpose. Complete Form W-4 so that your employer
can withhold th%l correct federal lncomgo tax frc:r’rjll y)::eur
pay. Conslder completing a nsw Form W-4 each year

and when your personal or financlal situation changes.

Exemption from withholding. If you are exempt,

complete only lines 1, , 8, 4, and 7 and sign the form

1o vall it. Your exemption for 20156 mms
holding

Fel 16, 2018, See Pub. 505, Tax
angwmated Tax.

Note. If another person can claim you as a dependent

‘The exceptions do not apply to supplemental wages
greater tl'lpaﬂ;n $1 .ooo,ooo.p £ g

Baslc Instructions. If you are not exempt, cor_rl!ﬁlete
the Personal Allowances Worksheet below. The
workshests on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to Income,
or two-eamers/multiple jobs siuations.

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

Nonwage income. If you have a large amount of
nonwage Income, such as Interest or dividends,
conslder making estimated tax dragmema using Form
1040-ES, Estimated Tax for Individuals. Otherwise, you
may owe additional tex. If you have penslon or annuity
Income, see Pub. 505 to find out If you should adjust
your withholding on Form W-4 or W-4P,

Two eamers or multiple jobs. If you have a
working spouse or more than one job, figure the
total number of allowances you are entitled to claim
on all jobs using worksheets from only one Form
W-4, Your withholding usually will be most acourate
when all allowances are claimed on the Form W-4
for the highest paying job and zero allowances are

on his or her tax retum, you cannot claim exemption

¥ Head of housahold. Generally, you can olaim head
from withholding If your income exceeds $1,050 and

laimed on th rs, See Pub, 606 for di
of household filing status on your tax retum only if R RS, LS etalls,

Includes more than $350 of uneamed Income {for ou are unmarried and pay more than 50% of the Nonresident allen. If you are a nanresident allen,
example, nterast and dividends), o goets of keeping ol.tlﬁ a h%n¥e for yourself and your fee Nott‘lce 1%9'1.‘ Supp{gmetnAhhleFonge\évo-4
ns. An employea may be ahle to claim depende syor er qualifying Individuals. See natr "feﬂ"“sw; fo°""°° ent Allens, before

exemﬁon from wlthholcl%:g even if the employee Is a Pub. 501, ptions, Standard Deduction, and SOy L
dependent, if the employea: Flling Information, for information. Check your withholding. After your Form W-4 takes
* Is age 65 or older, Tax credis. You can take projectsd tax credfis Into account ga"“w t, usl?h?rul% 505 to see how the amoungyou are

- ’ In I&urlng your allowable number of withholding allowances. bl A4 BP L to Ylgﬂ" ?frojecte WI tax
* [s blind, or Credits for child or depsndent care expanses and the child r ;386 FUb. bUa, especially if your earnings

exceed $130,000 (Single) or $180,000 (Married)

Future developments. Information about any future
developments affecting Form W-4 (such as [egisiation
enacted after we release it) will be posted at www.ira.gov/wd,

_Personal Allowances Worksheet (Keep for your records.,)

1ax credit may be claimed using the Personal Allowances
Worksheet below, See Pub. 505 for [nformation on
converting your other credits Into withholding allowances.

* Wil claim adjustments to Income; tax credits; or
itamized deductions, on his or her tax retum.

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

B  Enter*1"if; [ * You are married, have only one job, and your spouse does not work; or } . B
* Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less.

C  Enter “1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more

than one job. (Entering “-0-" may help you avoid having too little tax withheid)) . — o o @ o (9

D Enter number of dependents (other than your spouse or yourself) you wiil claim on your tax retum . ., . o D

E  Enter *1” if you will file as head of household on your tax retum {see conditions under Head of household above) . E

F Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F

{Note. Do not include child support payments, See Pub. 503, Chiid and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credlt). See Pub. 972, Child Tax Credit, for more information.
* if your total income wili be less than $65,000 ($100,000 if married), enter “2” for each eligible chlid; then less “1° if you
have two to four eligible children or less “2” if you have five or more eligible children.
® If your total Income wili ba between $65,000 and $84,000 ($100,000 and $119,000 if married), enter “1” foreach eligiblechild. . . G
H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax retum.) » H t

* If you pian to ttemize or clalm adjustments to income and want to reduce your withholding, see the Deductions

For accuracy, and Adjustments Worksheet on page 2.

compiete all ® If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2 to
that apply. avoid having too little tax withheld.

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

Separate here and give Form W-4 to your empioyer. Keep the top part for your records.

Employee's Withholding Allowance Certificate

OMB No. 1545-0074
Department of the Treasury » Whether you are entitled to claim a certaln number of allowances or exemption from withholding Is 2 @ 1 5
Intemal Revenue Service subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

k] Your first name and middle Initial m 2 Your soclal security number
b J leiliin H78 ~9e-~O2456
Home address (number and street or rural route) 3 M single [ Mamed [] Mamied, but withhold at higher Single rate,

_gw{%ﬂw 5 hy Note. If maried, but legally separated, or spousa Is & nonresident alien, check the *Single” box.
City or town, state, 4nd ZIP code

4 if your last name differs from that shown on your soclal security card,

@%&@&_ M l)\) LZ0/ ¢ check here. You must call 1-800-772-1213 for a replacement card. » []
§  Totd’number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5 ]

6 Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . . . 2. 6%
7  1claim exemption from withholding for 2015, and | certify that | meet both of the following conditions for exemption.
* Last year | had a right to a refund of all federal income tax withheid because | had no tax liabllity, and

¢ This year | expect a refund of all federal income tax withheld because 1 expect to have no tax liabllity.
If you meet both conditions, write “Exempt” here . N I S e ¥ Nakd
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowiedge and bellef, it Is trus, correct, and complete.

Employee’s signature -
(This form is not valid unless you sign it.) » /ﬁ é Zé_ -~ Dater 15 //O/2
8 Employer's name and address (Employer.v Cofnplate lines 8 afd 10 only if sending to the IRS.) 9 Office code (optional) | 10  Employer Identification number {EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Form W=4 (2015)

Form w-4

Cat. No. 10220Q



Employment Eligibility Verification USCIS

. Form 1-9
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

e ——
»START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form,
ANTI-DISCRIMINATION NOTICE: Itis illegal to discriminate against work-authorized individuals. Employers CANNOT specify which

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

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

Last Name (Family Name) First Name (Given Name) Middle Initial | Other Names Used (/f any)
.&lh&'— /’ 2]
Address (Street Number and Name) Apt. Number | City or Town State Zip Code

.wﬁl&lﬁL&&zS- Coltagee Gvove A .EQ(_@_
Date of Birth (mm/dt ) |U.S. Social Security Number | E-mall Address Telephone Number
/08 /1977 Mlstizletloz o

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

1 attest, under penalty of perjury, that 1 am (check one of the foliowing):
[X] A citizen of the United States

[1 A noncitizen national of the United States (See instructions)
[[] A lawful permanent resident (Allen Registration Number/USCIS Number): _

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

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form i-94 Admission Number:

1. Alien Registration Number/USCIS Number:
R 3-D Barcode
o Do Not Write in This Space

2, Form 1-94 Admission Number:

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

Foreign Passport Number:

Country of Issuance:

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

Slgnature of Employee: / Date (mm/ddAyyyy): /
Lt e 0/ z0)6

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the
employee.)

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

Signature of Preparer or Translator: Date (mm/dd/yyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @

FormI-9 03/08/13 N



3 g Employer Completes This Page g

Section 2. Empioyer or Autherized Representative Review and Verification |
(Emplayers or their autharized repressritative myst comblete and sign Saction 2 within 3 business days af the employeg's first day of emplayment. You
must physically examing qne dosuthent from List A OR examirié a combination of one doctment from List B gnd ope document from List G as listéd on
the ®Lists of Acceptable Documents® oh the next page of this forrn. Far gach dostiment you review, recard the following information. doburnént title,
issiiing guthority, dacument number, and expiration date, if any.)

Employee Last Name, First Name and Middie initial from Section 1: \‘\e\\m'\ ‘\&‘. G \3

List A OR List B : AND ListC
Identity and Employment Authorization identity Employment Authorization
Document Title: Document Title: Document Title:
& L L o000\ Setainiia, Coned
Issuing Authority: lssuing Authority: Issuing Authority: ,
2n0ke ot Manewsi O Socre) Seundy PAwmn
Document Number: Document Number; Document Number:
Xaa® 220 6420\ s - e+ GO
Expiration Date (if any)(mm/dd/yyyy): Explration Date (i any)(mm/dd/mg: Expiration Date (if any)(mm/dd/yyyy):
Y- 08- 209 |A
Document Title:
Issuing Authority:

Document Number:

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

3-D Barcode
Document Title: Do Not Write in This Space

Issuing Authority:

Document Number:

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

Certification

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

The employee's first day of employment (mm/dd/yyyy): 1D~ {c-20 lle (See instructions for exemptions.)

Signagure/6f Employer or Authorized Representative Date (mm/dd/yyyy) Title of Employer or Authorized Representative
leretlf 10-10- 20ite  [eShalling Voo plet

Last Name (Family N’ame) i irst Name (Glven Name) Employer's Business-dr O?Eanlzatlon Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC
Empioyer's Business or Organization Address (Street Number and Name) | City or Town State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (To be completed and signed by emplpyer or authprized representative.) _ %
A. New Name (If applicable) Last Name (Family Name) First Name (Given Name) Middle Initial |B. Date of Rehire (if applicable) (mm/ddfyyyy):

C. Ifemployee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

Document Title: Document Number: Expiration Date (/f any)(mmidd/yyyy):

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 employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

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

Form I-9 03/08/13 N
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employer solutions staffing group.
. Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Aunthorization

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

SECRON | BASTC TNEORNE N FLON
' Employee Name N ASIN# (last 4 digits) Rffective Date
Il;_‘ = &VFY (< AL oA _"‘ A, OO/ D
\u FIONT2 PANROL L L] L Lo

|| Direct Deposit (Please complete Sections 3 and 5 below)
|| Payroll Debit Card (Please complete Sections 4 and 5 below)

SLCTION 5 DIRLCGTE DEROSI
( [0 Update Bank Account I understand and acknowledge that if I do not provide a
8 Bank Name:; voided check with this direct deposit form, I am
(8 responsible for any delays in payroll or extra costs
: Routing# incurred if the account number that 1 provide is incorrect.
Account#
Initial Date

Account Type: (] Checking [ Savings [(JOther

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

SLCHON D RANROLL DEBEE GARD (Gl OB AT CASTTCARD)

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

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

wages.
CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)
First Name ML Last Name Date of Birth
Street Address (Po Box NOT ACCEPTABLE) Social Security#
City State Zip Celi Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

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

Date:

Employee’s Signature:
1 autharize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings

or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: @
this information will only be used to send your paystubs electronically

-+ Employee's Signature: M * Date:_[(?é/gdé_




EMERGENCY CONTACT INFORMATION

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

%
Employee Name: M&Lﬁéahm
Address: &ZLM@LA&MM_@L@_

Home Phone: (,S1-528— 72 L2

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency

Contact #1 Home Phone: &5/~ 528 ~ 7252
Name: ‘Tf‘kﬁc.u\y Secandet Cell Phone:/, 2 ~ 237- 2 ,/
Relationship: u)".]:& Work Phone:

Contact #2 Home Phone:
Name: K&L_y SecliceFar Cell Phone: . g . C75-2R67_
Relation_ship: MD Fhosr Work Phone:

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

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



employer solutions staffing group.

Leseraging Resourres a1 a Changing, Morket

employer sowwgroup- wiu.«g,m m

LT 220 8L TOU e o Yu' v nary §ns Ve e oy s

Enhanced MEC Plan_Plan 1

Benefits Enroliment Form New Emplovee Rehire Rehire Date

Employce Information

Name (First and Last) Social Security Number
| Hnclirere) Moyl H75~G6 0240 |
Address = City State Zip Code
M) S50 |
Dato of Hire
OY /SR /T
Phone Number: Emall Address:
63)-528-7252_ _
Please Select Desired Coverage:
Employee Only - D Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week ' $38.00/Week $36.00/Week $63.00/Week
] Social Security # Birth Date | S8X Relationship
i L L e ::a:ale spomi)omesti::;::aer
Saclal .S°°“""Y# | Birbx Dats | Sex Relationship
Male Spouse Child
| First Name M. Last Name Female Domestic Partner
O R R e R e LA e e
Social Security # BithDate | Sex Relationship
First Name ML [astName :‘:rl:ale Spouse Domestic;:hli’la‘,irmer

Other coverage information including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgement and Authorization - | hershy apply for the group benefit{s) as Indicated. | acknowledge that ali entries are true and complete and that
any misstatements or faliure to report information may be used as the basis for cancellation of coverage for me and my dependent(s), If any, from the originai
effective date. Further, | authorize my employer to make the necessary payroll deduction of premlums for coverages | have elected.

[IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

EMPLOYEES DECLINING | am DECLINING coverage

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

IF DECLINING- YOU MUST SIGN HERE

Employee Signature A_ ‘ /< i Date fo 5{& 5{4
T . Employer Solutions Staffing Group Health Benefits Team

7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9619 Fax; 952-767-9515
Email: Health@employersolutionsgroup.com




Fixed Indemnity Mf:d.ical .Benefits_Plan 2 '

. VS| 219301BSG-1__ OfFCEUSOMY  LOCATION____  RehreDate__/ _/____

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2

N AN R e LSS PRINT USING BLACK or BLUE INK (Must Be Filled Out 7
iy e e e e

Name ' Social Security # ‘ Home Phone

| Sex I
Aalieess Mesbss U I5-%%endD  (a5]-528- 7257 | __.
Address Apt. #
e BIRSY Hadlley Ave 5. e L = SREEN -
City i State I Date of Birth

= :
........ _@_&aﬁgm@z M p! 5016 09’0 krye

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

Medicare Health Insurance Claim Number (HICN) - Medicare Effective Date
'Name of Covered Person (s): SRR ok -

C. LIMITED BENEFITS PLAN SELECTION S g '“_‘:E;};-Ji'l—béﬁﬁ&éﬂé@;m@{
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 underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL 0 NDEMNITY | peygar VISION TERMUFE | SHORETERM

Employee Only [ ] s2025 ()|  sear ()|  s242 B soeo og)| a0 ()
Employee + 1 [_| $41.10 $12.34 $4.92 $0.90
Employee + Family [_| $54.88 $20.36 $6.56 $1.80

__ NotoALBenefis B | [ I¥es [Kino | [ves Ko | [lves BINo | [lves &Ino | Clves [KIno

’ This coverage is not available to residents of NH, HI, or PR. ?STD is not available to persbns_ wh_ci Qork in CA, HI, 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

i

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # Date of Birth | Sex ' Relationship
oo [MI[E] COspouse [ child [ Domestic Partner
Name Social Security # Date of Birth  Sex ;Relationship

A s SN o o /1 IMI[E] (7 spouse [Jchild [ Domestic Partner
Name ‘Social Security # Date of Birth |Sex _ Relationship ol
. S T 7 IMIE] CIspouse[Jchiid[]pomestic Partner
Name ¥ Social Security # Date of Birth | Sex | R.elationship

/7 IMI[F] [Ospouse[Jchild[JDomestic Partner

LSRRIV YoU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

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

DATE | O/1¢D20/Ce | P>SIGNATURE 7

This is an Essential StaffCARE Enrollment Form.



