5282016

E-Verify - Print Case Delalls - Preview

SENSITIVE BUT UNCLASSIFIED

Department of Homeland Security Report Prepared: 05/28/2015
E-Verify Page: 10f1
Case Verification Number: 2015148110200SK
Case Information:
Employee Information:
Last Name: Genz First Name: Andrew
Middle Initial: Other Names Used:
Social Security Number: 44 %¢ 8159 Date of Birth: : 10/27/1989
Citizenship Status: A citizen of the IInited States Email Address:
— Document Information:
: Driver's lic ID card issued U.S. : . !
List B Dooument: m‘; ﬂense ;rosses‘;mnm bya List C Document: Social Security Card
Do.cmn’ent Name: Driver's license Document State: Minnesota
e ID Docoment Expiration Date: ~ 10/27/2015
Alien Number: 1-94 Number:
Additional Information;
Hire Date: 05/28/2015 Employer Case ID:
Three-Day Rule Reason: Three-Day Rule - Other:
Submitted By: MARI1344 Submitted On: 05/28/2015
Initial Case Result:
Case Result Employment Anthorized
Employee Referred to SSA:
Referred By: Referred On:

Case Result from SSA (after SSA Tentative Nonr.onﬁrmahon)

Case Result; Response Date:
Resuhmltted to SSA (after Review and Update Employee Data)

Tast Name; “First Name:
Middle Initial: Other Names Used:
Social Security Number; Date of Birth:
Resubmitted By: Resubmitted On:
Case Case Result from SSA (after Resubmission):

Case Result

Request Name Review:

Commen;

Submitted By: Submitted On:
Case Result from DHS (after DHS Verification in Process):

Case Resgulf; Response Date:
Employee Referred to DHS:

Referred By: Referred On;

Case Result from DHS (after DHS Tentative Nonconﬁrmahon)

Case Reault,

Photo Matching Results:

Rnsponse Date:

-Determination:

hiips:/je-verify.uscis.goviemp/BpCaseDetailsLetter.aspx?CaseVerNum=20151481102008K



6/28/2016 E-Verify - Print Case Detalls - Preview
Employee Referred to DHS (Additional):

Referred By: " Reforred Om:

Eﬂ Result from DHS (afier Additional DHS Tentative Non_cgnﬁr_m;_mion):

Case Resnlt: Response Date;

Case Closure:

S R e g o et
SENSITIVE BUT UNCLASSIFIED

hﬂpsﬂle—vaify.mcis.gwlanpprCaseDetaﬂsLeua:aspt?CaseVerNum=20151481102008K



@

Personal Data-—- PLEASE PRINT LEGIBLY IN INK

employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288 o Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

Last Name l’ THNZ First Name AML‘PUJ Middle Initial _H_
Street Address 209 ks Aue SE AptiSte

City/State/Zip sz&?d’h} /\”N, SSH 1Y

Phone Number §11-150- %50 Email Address G ndrdd G oAz @ og] COpm

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of identity and legal abliity to work In the U.S.A.

Are you legally authorized to work in the United States of America? m YES [INO

| authorize Employer Solutions Staffing Group (ESSG) to use the information and
qualifications for employment. | authorize ESSG
regarding my previous duties, responsibilities, pe

Applicant Certification and Authorization

| understand that a comprehensive background check ma

This may include but is not limited to, investigations of cri

minal

1o make inquiries of my former el
rformance,

compensation and eligibility for rehire.

required by clients, government regulations or by ESSG policles.

statements contained In this application to determine my
mployers, except as indicated in this application,

y be conducted to determine my eligibllity for hire by certain clients of ESSG.
I and/or conviction records, driving records and/or a drug screen test as

I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

| certify that all statements made in my application are true and accurate and that
false or misleading Information. | understand that any material omisslon or misre,

consideration for employment or, if discovered after | begin employment, will res

If hired, | agree to ablde by the policles and procedures of ESSG.

Aadraw  Genz

Ul 2/

I have not omitted any material information or provided
presentation will result in my disqualification from
ult In my termination.

S/1%/15
Date

Name (Print or type)

A copy or facsimlle (“fax") will be considered the same as an original signature. Email will ONLY be used for employment correspondence

Applicant’s Signafure 7

For ESSG Office Use Only
DOH NHW -9 8850 w4
Emergency ContactInfo | Background Release Form Background Results Unemployment Letter ESC Application
(If applicahble)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - Supermoms Rev. 1122013




Th do not ly to lemental Ni in if haveal; ount of
Form W-4 ( 2015) arectar Sian 83,000.006 P o 4P oo oo, S o8 v eare Smour
Baslo instructions, if you are not exempt, con_mleha %ngi.deesr'ma'dng estimated mdm“’m using Form
(-]

0se, Complete Form W-4 so that your em, the Personal Allowanoss Workshest below. Estimated Tax for Individuals. Otherwise, you
::nm withhold th'; correct federal lnnomayolax ﬁnﬂ%ﬁr worksheets on page 2 further adjust your mgg °ng§g%"g‘°tg’t‘b'%‘;w Pﬁ“:&%’;ﬁ" annu:‘fty
pay. Consider completing a nsw Form W-4 each year withhoiding allowances based on itemized nv:ne'mhnldln ‘on Farm W= or WP, ad)
and when your personal or financial situation changes. e;o:/rmlul}ﬂ%ledlnsss aﬂom to income, ﬂ g on hy ha
jon from withholding. If you are exemgt, or two-eamere/multiple jol ns, earners or multiple jo! you have a
eompieta onlyiines 1,2, §, r‘;.gan 7 and aan the form Complete all workshests that apply, Howaver, you m& °“;°:h’o'f;nmm ‘L’,“:rg’b' etgatg‘:lalm
date it. Your mgﬂm‘n for 2016 explres may claim fewer (or zero) allowances. For regular an all jobs usin workshaelsy?rom only one Ferm
Fe%m& Ses Pub. 505, Tax Withholding wages, withholding must be based on allowances W-4, Your withholding usually wil be¥nost accurate
and Tex. you clalmed and may not be a fiat amount or when all allowances are claimed on the Form W-4
Note. f another person can claim you as a dependent percentage of wages. for the highest Job and zero allowarnices are
on his or her tax retum, you cannot claim exemption Head of housshold. Generally, you can claim head claimed on the others. Ses Pub. §05 for detalls.
from withhoiding if your Income exceeds $1,050 and of housshold ﬂllgg status on your tax retum ontlx i) Nonresident alien. I are a nonresident all
Includes more than $350 of uneamed Income (for you are unmarried and pay more than 50% of the g8 Notice 18923'8'1; V,‘;:,em:] Fgrm W en,
ple, Interest and dividends). costs of keeg ln,guxm a home for yourseif and &l}r instruoﬂons*forﬁlonrggldenrAums; ‘Defore
:‘“““ : .M—ampl .mﬁﬁc‘ :_.- L..- gardeductio Zigis complsting this-famm:
depercent. thesmpioyos:  Fling IfGmaton, fo normation e M oking, A your Form V-4 tkee
» |5 age 65 or older, L‘; W}oglmmﬁmwm having withheid eomggras to your %rojectedgml tax
« s blind, or cragil;h fnrvghild or dependent care expanses and the child for 2016, See Pub. 505, especially g"“’ eamings
1ax credit may be clalmed using the Personal Allowances exceed $130,000 (Single) or $180,000 (Married).
el doci o Ry e e norienst 1 P domogers, g oty e
o [+)
o it ot 4 . enacb’tﬂﬂarwamlmsﬂ)wﬂlbepostadatwwwlra.gwm.
— e s o V10 10050 1) W 6 POSISD 8 WWW.Ims.goV/WA,
Personal Allowances Worksheet (Keep for your records.)
A  Enter “17 for yoursself if no one else can claim you as a dependent . o 0.8'8 o 6 Brolo d'% A ]
® You are single and have only one job; or
B  Enter1”if: * You are maried, have only one job, and your spouse does not work; or B 1
® Your wages from a second job or your spouse’s wages {or the total of both) are $1,600 or less.
C  Enter “1" for your spouse. But, you may choose to enter “~0-" if you are married and have either & working spouse or more
than one job. (Entering “-0-" may help you avoid having too little tax withheld.) . 5 o6 d o'B &6 o g c Q
D  Enter number of dependents (other than your Spouse or yourself) you will claim on your tax retum . d o o D 9
E  Enter *1” if you will file as head of household on your tax return (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 pian to claim a credit F

{Note. Do not include child support payments, See Pub. 503, Child and Dependent Care Expenses, for detalis,)
G Child Tax Credit (including additional child tax credit). See Pub. 872, Chlid Tax Credit, for more information.

* if your total Income will be less than $65,000 ($100,000 If married), enter “2" for each eligible child; then less *1” if you

have two to four ellglbie children or less *2” if you have five or more eligible chliidren.

* If your total income will be between $85,000 and $84,000 (100,000 and $118,000 if married), enter “1” foreach eligiblechld. . . G
H  Addlines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tex retum.) > H

* If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy, and Adjustments Worksheet on page 2,

complete all o [f ¥ou 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 (320,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to
that apply. avoid having too little tax withheld.

o If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.

- W"4 Employee's Withholding Allowance Certificate OMB No. 1645-0074
rm
Treasury » Whether you are entitled to claim a certain number of allowances or exemption from withholding Is
m;x;me&mﬁ subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 5
1 Youpfirst e and middig Initial Last name 2 Your social security number
Aadres 4 Corz 477 - 19 - 8159
Home address (numti;:;n street or rural routs) Walngle [ marea OJ Married, but withhold at higher Single rate.
%Oq w & vl S E Note, If manied, but lagally separated, or spouse Is a nonresident allen, chack the “Single” box,

City or town, stats, and ZIP code

4 I your last name diiffers from that shown on your soclal security card,
M N "eﬂf)& 5 M N . Q c; ‘P( / q‘ check here. You must cail 1-800-772-1218 for a replacement card. P[]

5  Total 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 . . . . . . . . ., . . ... 6%

7 | claim exemption from withholding for 2015, and [ certify that | meet both of the following conditlons for exemption.
* Last year | had aright to a refund of all federal Income tax withheld because | had no tax llability, and

* This year | expect a refund of all federal income tax withheld because | expect to have no tax llabllity.
If you meet both conditions, write “Exempt” here. . ., . s arl

Under penalties of perjury, | declare that | have examined this certificats and, to the best of my knowledge and bellef, it is trus, correst, and complete,
Employee’s signature C(AJM_/ ' )
(This form Is not valld unless you sign it.) » / ’)/ Date» ‘;/ ,'Lﬁ/ /5

8 Employer's name and address (Employer: Complets lines 8 and 10 only If sending to the IRS) | 8 Office code (optional) | 10  Employer identification number {EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 102200 Form W-4 (2015)



; Form 1-9
%» Department of Homeland Security OMB No. 1615-0047

Expires 03/31/2016

S
;@% Employment Eligibility Verification USCIS
m U.S. Citizenship and Immigration Services

PSTART HERE. Read instructions carefully before completing this form. The instructions must be avallable during completion of this form.
ANTI-DISCRIMINATION NOTICE: It Is lliegal to discriminate against work-authorized individuals. Employers CANNOT specify which

document(s) they will accept from an employee. The refusal to hire an individua) because the documentation presented has a future

explration date may also constitute illegal discrimination.

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

Last Namg (Family Name) — FirstName

— - -+ - - T ———— ——— —
(022 Ja H LR
Address (Street Number and Name) Apt. Number | City or Town

B0% Lghe At SE Finigess “An [P 4

Date of Birth (mm/dd/yyyy) IU.S. Social Security mber E-malil Address Telephone Number /
(9271989 |47 TUGHETET]  ondresgece @aol. com blz-250-3%]

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

| attest, under penalty of perjury, that | am (check one of the following):
[PA citizen of the United States

l:] A noncitizen national of the United States (See instructions)
|:| A lawful permanent resident (Alien Registration Number/USCIS Number);

l:I An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy)
(See instructions)
For allens authorized to work, provide your Alien Registration Number/USCIS Number OR Form |-94 Admission Number:
1. Alien Registration Number/USCIS Number: '
3-D Barcode
OR Do Not Write in This Space
2. Form 1-94 Admission Number: :

. Some aliens may write "N/A" in this field.

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)

Signature of Empioyee: 9 i ; /P\ > Date (mm/ddfyyyy): %_5/ '284[%

Preparer and/or Translator Certification
employee.)

| attest, under penalty of perjury,
information is true and correct.

(To be completed and signed if Section 1 is prepared by a person other than the

that | have assisted In the completion of this form and that to the best of my knowledge the

Signature of Preparer or Translator: Date (mm/ddAyyyy):

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

Address (Streei Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @

Form1-9 03/08/13 N



Q Employer Completes This Page Q
\

Section 2. Employer or Authorized Representative Review and Verification
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the “Lists of Acceptable Documents” on the next page of this form. For each document you review, record the following information: document title
Issuing authority, document number, and expiration date, if any.)
Employee Last Name, First Name and Middle Initial from Section 1: G) en ﬂ-y\ dm \
List A OR ListB AND ListC
Identity and Employment Authorization __Identity Employment Authorization
Document Title: ent Title: . Document Title; ) i rd
i 2l : B’ litemse-. S €e- -
ority: 1ssuing Authotlty: Pt oo
QTF MM 20 ¢ p RSl
|Document Number: _ ber; gument N
PSS Y1 y2a ) 2 =TG- ¢/SG
Expiration Date (i any)(mm/dd/yyyy): ExplraﬂO}Date (if any)(mm/dd/yyyy): Explration Date mn}w:
JO - - {
Document Title; 77
Issuing Authority:
Document Number:
Expiration Date (¥ any)(mm/ddiyyyy):
3-D Barcode
Document Title: Do Not Write In This Space
Issuing Authority:
Document Number:
Expiration Date (f any)(mm/dd/yyyy):
Certification

| attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named eniployee, (2) the
above-listed document(s) appear to be genulne and to relate 71ne employee named, and (3) to the best of my knowledge the

employee is authorized to work In the United States. § P /
The employee's first day of employment (mmv/dd/yyyy): / 2 { / S (See instructions for exemptions.)

W Daggmfzbdé:y//! Title of Employerioi Aulhoﬂzed Repl?sentaﬁve

Last Name (Familx Name) 5 HrsTName (G Name'a) Employer's Business or Organization Name
91?/1 ﬁfs f b EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address {Street Number and Name) Cnyg‘own State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (¥f applicable) Last Name {Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (if appilcable) (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 autharization in the space provided below.

Document Title: Document Number: Expiration Date (if any)(mm/ddiyyyy):

| attest, under penaity 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.

Signature of Employer or Authorized Representative: Date (mm/ddiyyyy): Print Name of Employer or Authorized Representative:

FormI-9 03/08/13 N



employer solutions staffing group.
@ Leveraging Resources in a Changing Market

Direct Deposit/Payroll Debit Card Authorization

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.

g 159 Eﬁcﬁwgﬁz /5

| [Z4-pireet Deposit (Please complete Sections 3and Sbelowy —_———

Employee Name ﬂ‘l\o‘f{v) G’f"‘? SSN# (last 4 digits)

[ ] Payroll Debit Card (Ploase complets Sections 4 and 5 below)
miEC HIEIN BIREEE DIEROSER

B[ Update Bank Account

1 understand and acknowledge that if I do not provide a

Bank Name; voided check with this direct deposit form, I am
T( F responsible for any delays in payroll or extra costs
Routing# Ml‘? 197000 ! incurred if the account number that I provide is incorrect,

ki 9429216973
Account Type: _ ] Checking [ Savings [lOther

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
Ifyouchangebanks,donntcloseyouroldbankawountunﬁlyomdirectdeposithassmrtedatﬂlenewbank,whinhmaymke2paypmiods.

HENEE R ANIRO DB I G A RID T GEOR T ENS T N

mitial _ A~ Daw__ S/ 28//5

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 igsued)

First Name M1 Last Name Date of Birth
Street Address o Box NOT ACCRPTABLE) Social Security#
City State Zip Cell 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

IhwemoeivedmyPayroﬂDebﬁCariwelcmnehochme,pmgmmﬁm,pmgmnmms, condiﬁons,anddisclnsures.ByacﬁvaﬁngmyPaymllDebitCard,
I am agreeing to the program terms, conditions,anddisclosuresthataremcludednrmadeavaﬂahletomeﬁ‘omﬁmetotimeﬁ’omtheﬁnancialinsﬁtuﬁon.I

Employee’s Signature; Date:

SEEHONS AT IO REZANT IO

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: O(I\J-I‘fk/ﬂ?/‘i’- @ "‘LC’}, M
' this information will oply be used to send your paystubs electronically

Employee's Signature: M\/ /‘:}/ Date:_ S/ 2 ‘8/ /5







T Minnaapolls, MN 55433, Tel.: 800-886-4777 or 952-941-9040. Fax: 800-886-0774 or 92—941-90

DISCLOSURE AND AUTHORIZATION [IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Employer Solutions Staffing Group LLC (ESSG) may obtain information about you for employment purposes from a third party consumer reporting
agency. Thus, you may be the subject of a “consumer report” and/or an “Investigative consumer report” that may include information about your
character, general reputation, personal characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
nelghbors, friends, or associates. These reports may contain information regarding your credit history, criminal history, social security number
validation, motor vehicle records (“driving records”), verification of your education or employment history, or other background checks. Credit
history will only be requested where such Information is substantially related to the duties and responsibilities of the position for which you are
applying. You have the right, upon written request made within a reasonable time, to request whether a consumer report has been requested and
compiled about you, and disclosure of the nature and scope of any Investigative consumer report and to request a copy of your report. Please be
advised that the nature and scope of the most common form of Investigative consumer report obtained with regard to applicants for employme
is-an-investigation into- your education antifor employment History conducted bv Orange Tres ] 2 eening, 5-Lane,
41. ORANGE TREE EMPLOYMENT SCREENING's
website is at www.orangetreescreening.com, or another outside organization, The scope of this notice and authorization is all-encompassing,
however, allowing ESSG to obtain from any outside organization all manner of consumer reports and Investigative consumer reports now and
throughout the course of your employment to the extent permitted by law. As a result, you should carefully consider whether to exercise your
right to request disclosure of the nature and scope of any investigative consumer report. :

MPOVITMIBm I alin Lnme e

New York and Maineapplicants or employees only: You have the right to inspect and recelve a copy of any Investigative consumer report requested hy ESSG by
contacting the consumer reporting agency Identified above directly. You may also cantact ESSG to request the name, address and telephone number of the
nearest unit of the consumer reporting agency designated to handle inquiries, which ESSG shall provide within 5 days,

New Yorkapplicants or employees only: Upon request, you will be Informed whether or not a consumer report was requested by ESSG, and if such report was
requested, informed of the name and address of the consumer reporting agency that furished the report. By signing below, you also acknowledge receipt of
Article 23-A of the New York Carrection Law.

Oregon applicants or employees only: Information deseribing your rights under federal and Oregon law regarding consumer Identity theft protection, the storage
and disposal of your credit Information, and remedies available should you suspect or find that ESSG has not malntained secured records Is availahle to you upon
request,

Washington State applicants or employeesonly: You also have the right to reguest from the consumer reporting agency a written summary of your rights and
remedies under the Washington Falr Credit Reporting Act.

ACKNOWLEDGMENT AND AUTHORIZATION

I acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both of these documents, | hereby authorize the obtaining of “consumer reports”
and/or “investigative consumer reports” by ESSG at any time after recelpt of this authorization and throughout my employment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, Institution, school or
unlversity (public or private), information service bureau, company, or insurance company to furnish any and all background information requested
by Orange Tree Employment Screening, 7275 Ohms lane, Minneapolls, MN 55439, Tel.: 800-886-4777 or 952-941-9040. ORANGE TREE
EMPLOYMENT SCREENING’s website is at; Www.orangetreescreening.com, another outside organization acting on behalf of the company, and/or
the company itself. | agree that a facsimile ("fax”), electronic or photographic copy of this Authorization shall be as valid as the original.

New York applicants or emplovees only: By signing below, you also acknowledge recelpt of Article 23-A of the New York Correction Law.
Minnesota and Oklahoma applicants or emplo only: Please check this box if you would like to receivea copy of a consumer report if ane is obtalned by ESSG,

D [Must Include emal address: )

S NN : vate: S, /2B/ /5

BACKGROUND INFORMATION

Last Name: G’ fr2 First: A'/l Dl et Middle: ‘l'v,

Other Names/Alias:
Social Security #*: q 27 19 -3[ 5 7 Date of Birth (mm/dd/yyyy)*: [ ﬂ'/ w1 7‘/ / 787
Driver’s License #: 'Zli L 6 2—?’ 2 (/ 1& State of Driver’s License: /‘1 N
Present Address:; ,60‘7 W“JQS AV e -S F Telephone # (Primary): 5 , 1’28’5 ' /350 /

City/State/Zip: ﬂ“Anea’mo"If MN sséi§

*This information will be used for background screening purposes only and will not be used as hiring criteria.




OFFICE USE

VSIAIND 219301-EMP ONLY

LOCATION

Rehire Dnte.___/..._._/__....__

ENROLLMENT FORM
OPTION 1

REQUIRED EMPLOYEE INFORMATION
PRINT USING BLACK or BLUE INK
(Must Be Filled Out) l 9 7

Social Security Number i:27 _LSL
DaeotBin |__ 9/ 27/ (9 89 @EI

Anol.r(‘ud (sen2-

l
|
|

ESC NAV#+SAD P2M v1$

FIXED INDEMNITY PLAN Weekly Ra
You MUST enroll in the Indemnity Medical Insurance Plan before addin
any additional Indemnity benefits, except Dental. Your coverage level
for the Term Life will be identical to your medical plan selection.

FIXED INDEMNITY MEDICAL

Name D
[ $20.91 Employee Only
f
E ciy M !Anhﬂﬂ'}g State Vil NZip S5 _% [ i D $56.67 Employee + Family
| Bomephone = 6 (-2 83 - BS © | ||EX Notoail Indemmity benetis.
' This coverage is not available to residents of New
i ~~ Do you or any dependents have Medicare? == Hampshire, Hawaii, or Puerto Rico.

[ Yes KNO I Yes:
'| Medicare Health Insurance Claim Number (HICN)

DENTAL
D $5.99 Employee Only

REQUIRED DEPENDENT INFORMATION
! Name

|| Social Security Number " __

Sex E_'I]IEI

:5 Relationship: [ Spouse [JChild [JDomestic Partner

 DateofBirth ____/___ [/

Medicare EffectiveDate ./ /___ D $11.98 Employee + 1
Names of Covered Person(s) [:I $19.77 Employee + Family
L [] ~o
2.
3.

“ || TERM LIFE

$0.60 Employee Only LV
$0.90 Employee + 1

$1.80 Employee + Family

SHORT-TERM DISABILITY

[[]ves

I

! Name

| Social Security Nomber ______"___ " _

sex [M][F]

Relationship: []Spouse []Child [ Domestic Parmer

BENEFICIARY INFORMATION

. .For Term Life / Accidental Death & Dismemberment, please write
in your beneficiary information.

| NAME OF BENEFICIARY

y' DateofBirth ____/___ /___

|

RELATIONSHIP

|

l
y | Accidental Death & Dismemberment is part of the Term Life Benefit.
Hi

$4.20 Employee Only

&
[]~o

Short-Term Disability is not available to persons who work i
LCalifornia, Hawaii, New Jersey, New York, or Rhode Island

| 82193010-M-EMF

| ] ss8.87
[] s87.73
[] s186.99

E] NO to MEC Wellness/Preventive Plan

Employee Only
Employee+ 1

Employee + Family

P> Signature

I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and I

understand that making nﬁ beneﬁt/elecuon is aéd}ch.nanon of coverage.




