E~Verify - Print Case Details - Preview Page 1 of 2
SENSITIVE BUT UNCLASSIFIED
Department of Homeland Security Report Prepared: 04/13/2015
E-Verify Page: 1 of 1
Case Verification Number: 2015103110917SK
Case Information:
Employee Information:
L.ast Name; Aye First Name: Ma
Middle Initial: Other Names Used:
Social Security Number: % &% 7864 Date of Birth: 09/06/1967
Citizenship Status: A lawful permanent resident Email Address:
Document Information:
" . Driver's liconse or ID card issued by a U.S. . . 1 A
List B Document: state or outlying possession List C Document: Social Security Card
Do.cument.Name: ID card Document State: Minnesota
Il\)};:tge::hcense or ID Card Document Expiration Date:  09/06/2015
Alien Number: 212084703 1-94 Number:
Additional Information:
Hire Date: 04/13/2015 Employer Case ID;
Three-Day Rule Reason: Three-Day Rule - Other:
Submitted By: KRIT3361 Submitted On: 04/13/2015
Initial Case Result:
Last Name (in DHS records);: AYE First Name (in DHS records): MA THAN
Case Result: Employment Authorized
Employee Referred to SSA:
Referred By: Referred On:
Case Result from SSA (after SSA Tentative Nonconfirmation):
Case Result: Response Date:
Resubmitted to SSA (after Review and Update Employee Data):
Last Name; First Name:
Middle Initial: Other Names Used:
Social Security Number; Date of Birth:
Resubmitted By: Resubmitted On:
Case Result from SSA (after Resubmission):
Case Result:
Request Name Review:
Comments;
Submitted By: Submitted On:
Case Result from DHS (after DHS Verification in Process):
Case Result: Response Date:
Employee Referred to DHS:
Referred By: Referred On:
Case Result from DHS (after DHS Tentative Nonconfirmation):
Case Result: Response Date:
Photo Matching Results:
https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx?CaseVerNum=2015103110917SK  4/13/2015



7301 Ohms Lane Suite 405

employer solutions staffing group. i, WN 55439

Q Leverag’-'*.g Resources in a Changing Market Tel: 952.835.1288 « Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name First Name _M & Middle Initial _ [
Street Address__ 290 W ( gx;m%LA«_gl— i Apt/Ste

citystateizip Y- Vol MN ssud

Phone Number _1,G1- 223 - 0[,34 Email Address "‘:/A @

Staffing Agency/Recruitment Partner __*

All offars of employment are conditional upon satisfactory proof of identity and legal abllity to work In the LI.S.A.

Are you legally authorized to work In the United States of America? G‘(ES [NO

Applicant Certification and Authorization
1 authorize Employer Solutions Steffing Group (ESSG) to use the Information and statements contained In this appilcation to determine my
qualifications for employment. | authorize ESSG to make Inquiries of my former employers, except as indicated In this application,
regarding my previous duties, responsibliities, performance, compensation and eligibility for rehire.
I understand that a comprehensive background check may be conducted to determine my elighility for hire by certain clients of ESSG.
This may Include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by cllents, government reguiations or by ESSG policles.
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 frue and accurate and that | have not omitted any material information or provided
false or misieading Information. | understand that any material omisslon or misrepresentation will result In my disqualification from
conslideration for employment or, if discovered after | begin employment, will result In my termination.

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

Mo Thaw Al _%\ 4lzlis
Name (Print or type) g App s Slgnature Dete 1

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

For ESSG Office Use Only
DOH ____ === | NHW i9 8850 W4
Emergency Contactinfo | Background Release Form Background Resuits Unemployment Letter ESC Appiication
(1f applicable)
For ESSG Client Use
PbOH _____________ |rROP ___ Work Site Loc. WC Code

ESSG - Supermoms Rev. 11/2013



Form W-4 (2015)

Purpose, Complete Form W-4 so that your em|

can withhold tha correct federal lneomeyomx fmggryoet:r
pay. Conslder completing a new Form W-4 each vear

end when your personal or ﬂnanclal situation changes.

on from withholding. u are exempt,

eomp oulvinaﬂ ,2, 3, 4 an 7 and sign the form
‘our exem) il

016. See ub. 505. Tax Withhelding

and Tax.

Notae. if another person can cl anuaeadapendem
on his or her tax ratum, ﬁm clalm exemption
from withholdin coms exceeds $1,050 and
Includes more of uneamed Income (for
example, Interest and dividends),

The exceptions do not apply to supplemental wages
greater than $1,000,00!

Baslo Instructions. if you &re not exsmpt, com| leta
the Personal Allowances Workshest below.
workshegts on page 2 further adjust your
wlthholdlng owances based on temized
deductions, certaln credits, adjustments to incoms,
or two-eamers/multiple jobs situations.

Compiete all workshests that apply. However. you
may clalm fewer (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.

Head of housshold, Generally, you can clalm head
of household ﬂllgg status on your tax ratum on ]
you are unmam and pay more than 50

costs of keg a home for yourself and our

Nonwage income. If you have a large amount of
nonwage income, qu? as Imerem or dlvldande.
consider making estimated uslng Form

1040-ES, Eet!matedTaxforln uals. Otherwise, you
may owe additional tax. If you have pension or annuity
income, see Pub, 605 to find out w should adjust
your withholding on Form W-4 or

Two eamers or multiple jobs. If you have a8
working spouse or more one jn:ﬁtf'lt?eudra the
total num)| a'ofallowancesyoum to claim
on all jobs ueinﬁ worksheets from only one Form
W-4. Your withholding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest p;glng Job and zero allowan

claimed on the others. See Pub. 505 for detalla.

Nonresident allen. If you are a nonresident allen,
see Notice 1382, Supplemental Form W-4
Instructions for Nonresident Allens, before

Bﬁoﬂo ns. An empl may be able to claim Pﬁgmd%e' qualifying "B‘g‘ggggéﬁ and complsting this form.
de mdmt,ﬁl?mmhol gleven it the employee is 8 Filing Information, for Infonnatlon Check your wlthholdlng After your Form W-4 takes
P a Tax orediis, You oan take projected tax credits Into account effect, use Pub. 806 to see how the amount you are
 is age 65 or older, Infi allowabl p of withholding &l having withheld com to your rojected total tax
nfgry:tglrd or dep:ndn% care expengesg% ﬂwi:ﬂﬁ? for 2015. Ses Pub. 505, espegal g"“’ 9""""93
* Is blind, or may be claiied using the Personal Allowances exceed $130,000 (Single) or $1 au 00!
Mgt Bl et S ot swmvmmg'mz";mwmmzn
col 0] owen
o Ry enacted after we releas ) wil be Wi goviwd,
Personal Allowances Worksheet {Keep for your records.)

A  Enter “1” for yourself if no one else can clalm you as a dependent . e 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 & 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 worklng spouse or more

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

mmo

Enter number of dependents (other than your spouse or yourself) you will claim on yourtax return . 0
Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)
Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim s credit

MTMmMOO

1]

(Note. Do not Include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls.)

G Child Tax Credit (including additional chlid tax credif). See Pub. 872, Child Tax Credit, for more Information.
= if your total Income will be less than $85,000 ($100,000 if manied), enter "2" for each eligible child; then less *1* if you
have two to four eliglble chlidren or less #2" if you have five or more ellgible chlidren.
» If your total income will be between $65,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each eligiblechid. . . G

H  Addlines A through G and enter tofal here. (Note. This may be different from the number of exemptions you claim on your tex retum.) » H

For accuracy,

complete all

worksheets earnings from
that apply. avoid having too

s |f you plan to itemize or ciaim adjustments to income and want to reduce your withhoiding, see the Deductions
and Adjustments Worksheet on page 2.

o If you are slna?ie and have more than one job or are married and you and your spouse both work and the combined
bs axcv;]e&dh$;jd(? ,000 ($20,000 if married), see the Two-Eamners/Muitiple Jobs Worksheet on page 2 to
e tax el

s |f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form w-4

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

Employee's Withholding Allowance Certificate

OMB No. 1546-0074

Dapartment of tha Treasury P Whether you are entitied to claim a certain number of allowances or exemption from withholding Is 2 @ 1 5
Intemal Revenus Sarvics subject to raview by the IRS. Your employer may be required to send a copy of this form to the IRS.
1 Your first name and middie Initial Last name 2 Your soclal security number
Ma T MY - 35- Rio4

Home address (number and street or rural routs)

290 W C&n%ﬁ, ﬁp&
City or town, state, and ZIP cod 2

s7\\'F

_ g Gl MN

Pnje,
|

3 [1 singee E’. Married [] Married, but withhold st higher Single rat.
Note. If maried, but legally separated, or spouse Is a nonresident alisn, check the "Single” box.

4 If your last name differs from that shown on your sociai security card,
check here. You must call 1-800-772-1213 for a replacement card. » [:l

5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 4
6 Additional amount, if any, you want withheld from each paycheck
7

| claim exemption from withholding for 2015, and | certify that | mest both of the followlng conditlons for exemption
= | ast year | had a right to & refund of all federal income tax withheld because | had no tax liabllity, and
» This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you mest both conditlons, write "Exempt” here .

6%

7]

Under penalties of perjury, | declare that | have examlned this certiﬂcate and to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s signature
(This form Is not valid unless you sign it.) »

4

)

pater 413 /)

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

9 Office coda (optional) | 10  EmployeMdentification number (EIN)

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

Cat. No. 10220Q

Form W~4 (2015)



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

»START HERE. Read instructions carefully before completing this form. The instructions must be avallabla during completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized Individuals. Empioyers CANNOT specify which
document(s) they will accept from an employes. The refusal to hire an Individual 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 I-9 no Jater
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) " First Name (Given Name) Middie Initiai | Other Names Used (if any)
Aye Ma, T
Address (Sttget Number and Name) Apt. Number | Cily or Town State Zip Code
290 w 1 i . Gl MN | )17
Date of Birth (mm/dd/yyyy) {U.9 Soclal Security Number | E-mail Address Telephone Number

0q/oL) 1941 44025184 yja | WB1-222- bl

1 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 penalfy of perjury, that ] am (check one of the following):
] A citizen of the United States

[C] A noncitizen national of the United States (See instructions)
XA lawful permanent resident (Aflen Reglstration Number/USCIS Number): 9\2- 084, ae%

1 An alien authorized to work until (expiration date, if applicable, mm/ddiyyyy) . Some allens may write "N/A" in this field.
(See Instructions)

For allens authorized to work, provide your Allen Registration Number/USCIS Number OR Form I-94 Admission Number:

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

2. Form -84 Admission Number:

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

Forelgn Passport Number:

Country of issuance:

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

Signature of Empioyee: é i Date (mm/ddtyyyy): 01 !‘% {95 I5

Preparer and/or Translator Certification (7o 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 hest of my knowledge the
information is true and correct.

Signature of Preparer ar Trgpsiator: Date (mm/ddiyyyy):
m&\@&w 04/mhns

Last Name (Family M@Ep) ¥ First Name (Given Name)
EA =R e
Address (Street Number and Name) City or Town State Zlp Code

2525 Rup G - 4 240 @. ] MN | o514

@ Employer Completes Next Page @

FormI-9 03/08/13 N



Q Employer Completes This Page Q

Section 2. Employer or Authorized Representative Review and Verlfication

(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 foilowing information. document title,
issuing authority. document number. and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1: A .

pope st are gt , Mz
ListA OR ListB AND ListC
ldentity and Employment Authorization Employment Authorization

Document Title: [§ug§nt Weg

Issuing Authority: Issuing Authority:

A
Document Number: Docu_meny\lumﬁr s
. ﬁf&'@“}‘\% quawo‘a GGE oK - YE

Expiration Date (i any)(mm/dd/yyyy): ﬁzﬁm Date f any)(mmw Expiration Date ]\(5 W{mmldd/yyyy):
Document Title:

Issuing Authority:

Document Number:

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

3-D Barcode

Document Title: Do Not Write in This Space
Issuing Authority:
|Document Number:

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

Certification

1 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): -/ 3, /A (See instructions for exemptions.)

espntative Date- {mm/dd/yyyy) @ orlzed Representaﬁve
LastN lly Name) rst Name (Given Name) Empioyer's Business or &rganiZation Name
'@' /( Zll ﬂ /'//) EMPLOYER SOLUTIONS STAFFING GROUP LI.C
Employer's Business or Organization Address (Strest Number and Name) | City or Town State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle initial | B. Date of Rehire (if appficable) (mm/ddiyyyy):

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

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

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 Indlvidual.

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

FormI-9 03/08/13 N
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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
neighbors, 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 employment
is an investigation into your educatibn and/or employment history conducted by Orange Tree Employment Screening, 7275 Ohms Lane,
Minneapolis, MN 55439. Tel.: 800-886-4777 or 952-941-9040. Fax: 800-886-0774 or 952-941-9041. 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.

New York and Maine applicants or employeesonly: You have the right to inspect and receive a copy of any investigative consumer report requested by ESSG by
contacting the consumer reporting agency identified above directly. You may also contact 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 York applicants or employeesonly: 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 fumished the report. By signing below, you also acknowledge receipt of
Article 23-A of the New York Correction Law.

Oregon applicants or employees only: Information describing your rights under federal and Oregon law regarding consumer identity theft protection, the storage
and disposal of your credit information, and remedies avallable should you suspect or find that ESSG has not maintained secured records is avallable to you upon
reguest,

Washington State applicants or employeesonly: You also havethe rlghtto request from the consumer reporting agency a written summary of your rights and
remedies under the Washington Fair Credit Reporting Act.

ACKNOWLEDGMENT AND AUTHORIZATION

| 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 receipt of this authorization and throughout my empleyment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution, school or
university {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 lLane, Minneapolis, 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 employees only: By signing below, you also acknowledge recelpt of Article 23-A of the New York Correction Law.
Minnesota and Oklahoma applicants or employeesonly: Please check this box if you would ilke to recelve a copy of a consumer report if one is obtalned by ESSG.

D {Must Include emall address: )

Signature:, r Date; "1'/ l ?’/ |§
BACKGROUND INFORMATION r 7

Last Name: A’\/%b First: Mo Middle: T’W

Other Names/Allas:
socialSecurity#*: 4 Hpn - 25 "lgla‘l" Date of Birth (mm/dd/yyyy)*: Alp 1

Driver’s License #: Q Dtr\ l 1 i “1 4 q qa ﬂ I% State of Driver’s License: M N
Present Address: gﬂn K) . waﬁbﬂ. ﬁv'\' l Telephone # (Primary): Cég ] i 223— 0‘01 l’
cry/state/z: S . Yound MIN &N t’%

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




employer solutions staffing group.

0 Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Depomt and/or Payroll Debit Card.
If you do not provide a written election, wag :
HHCHINVEN T ON

SEe e BN ¢S

m S

SEGHTONTIID AN RO

{5 S O G

SLGHON $  IPIINECIT IDASHEMIOT

[ Update Bank Account I understand and acknowledge that if I do not provide a
Bank Name: voided check with this direct deposit form, 1 am
W Qx\l‘; &M a0 responsible for any delays in payroll or extra costs
Routing# o4 | Dobo 14 s incurred if the aceount number that I provide is incorrect.
o 23!1\5‘7‘] O\e m?ﬂi Date flhﬁlhg:

Account Type: WChecking O Savings Oother

To heip us 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.

- 2094 B
Federal lav MA T AYE o9/11 1t. In order to
INGTON ST APT 211 17-1/910 938 E
request a P 18%31’}:% L, MN 55117-4338 2961594062 entify you, If
you do not Payroll Debit
Card to pay n so they can
verify your
Except for 2«’ 5 tl?_c | | account or
transactions e — oAl 1 o ¢ ons. You will
cnsen __pollas) @ E# yyoureceive
Wages.
CARDHO Wells Farde Bank, NA.
First Name oy
Street Add a [ 8
l._.‘l - V — — —
City 1:059 10000 90 QMDEE* 009y
e — temam Gark ISLAND BREEZE6P
RECEIPT <. .25 svwmons srasna wnny \W UT LUIIPICICU WLIET YUU PICK UP YOUur rayroll Lebst Lard)
Payroll Dgl;sitg%ﬂ i{ouﬁng # Payroll Debit Card Account #

conditions, and disclosures.

Employee’s Signature:

'lhwemeeivedmyPaymnDebﬁCmd,wdmmemengramibes,pmgmmmms,conﬂiﬁnns,anddisclosmes.ByacﬁvaﬁngmyPaymllDebitCard,
I am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financisl institution, I
ramhorizetheWinsﬁmﬁonw debit my Payroll Debit Card acconnt for the fees described in the fee schedule that is part of the program terms,

SECHONS T AT O RTZA T 0

1 authorize 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

Date:

made in error to my account(s), * E-mail is required for pay stub information,
*E-mail: > @
tion will only be used to send your paystubs electronically
. {
Employee's Signature: Date:J_%




OFFICE USE

VSI-IND 219301-EMP ONLY

LOCATION

RehireDate ./ ./ _______

| ENROLLMENT FORM
OPTION 1

REQUIRED EMPLOYLE INFORMATION
! PRINT USING BLACK or BLUE INK

I (Must BL? Filled Out)
|§ Social Security Number 1 Ho-25-18¢019

| DateofBin 2 / 0 ! 1 g, @m

Neme Ma. Thon Rug)
|

iSlreetAddress w *D’\' \
Lty Zx @l sme WNZz& €717
! Home Phone _‘0_5_1_'_7'_1.2_"_0_14_16_ %

. Doyou orany dependents have Medicare?
lgk [dYes [INo If Yes:
Medicare Health Insurance Claim Number (HICN)

TR Ty

ESC NAV*SAD P2M v15.4

FIXED INDEMNITY PLAN Weelkly Rate
FIXED INDEMNITY MEDICAL
,% NO to all Indemmity benefits.
This coverage is not available to residents of New

You MUST earoll in the Indemnity Medical Insurance Plan befare adding
any additional Indemnity benefits, except Dental. Your coverage level
for the Term Life will be identical to your medical plan selection.
D $20.91 Employee Only (&:
D $42.44 Employee + 1
D $56.67 Employee + Family

Hampshire, Hawaii, or Puerto Rico.
DENTAL “
[[] $5.99 Employee Only

Sex @EI

| Relationship: []Spouse [ Child []Domestic Partner

DatecfBirth /[ _

. Name

| Social Security Number o
Sex mn

. Relationship: []Spouse []Child [J Domestic Partner

BENEFICIARY INFORMATION

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

NAME OF BENEFICIARY

S DRiETor B P N (R

RELAT' «SHIP

 Accidental Death & Dismemberment is part of the Term Life Benefit.

l_ Medicare BffectiveDate ./ [/ __ I___I $11.98 Employee + 1
{i| Names of Covered Person(s) D $19.77 Employee + Family
1 1. D NO
12
H =
\Z
‘ TERM LIFE m
[ ves $0.60 Employee Only LV 4
- Name $0.90 Employee + 1
i D NO  $1.80 Employee + Family
Social Security Number .. __

SHORT-TERM DISABILITY :
D YES (5‘
[ ]~o

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

$4.20 Employee Only

. 2rstand that making no benefi

I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and 1
ction is a declination of coverage.

PO — - J— PR iy

"82193010-M-EM}

7k

]

D $58.87 Employee Only
D $87.73 PBmployee+ |
D $186.99 Bmployee + !
D NO to MEC Wellness/Preventive Plan

mily

pwe 2 4/ 15120\ S




