"N PO Box 46270
5] Minneapolis, MN 55344-9856
' Tel: 952.835.1268

U www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name VANN Firat Name __BERNARD Middle Initia) NA
Strest Address 7968 LAD PKWY AptiSte
City/State/Zip __BROOKLYN PARK, MN e Soclal Security Last Four XX0(-XX-
Phone Number _ 6127034592 Emall Address _BERNARD768@GMAIL.COM@

Staffing Agency/Recruitment Partner CMG

Ara you legally suthorized to work In the Unfted States of America? @1ves Qino
Applicant Certification and Authorization

| authorizs Employér Solutions Staffing Group (ESSG) to use the information and staternents contained in this application to determine my

qualifications for employment, 1 authorize ESSG to make inquiries of my former entployers, excapt as indicated in this applicafion,

regarding my previous duties, respansibilities, performance, compensation and eligibilty for rehire,

| understand that a comprehensive background check may be conducted to determine my eligibllity for hire by certain cllents of ESSG,

This may include but is not Imited o, investigations of criminal and/or conviction records, driving records and/or a drup screen test as

required by cllents, govemment reguiations or by ESSG poligies,

| release ESSG and other persons or entities from any claims thet might be based on ES8G's decision to condusta hackground check,

loerﬁfymataﬂmmemmda!nmyappnmﬂnamweandammmdmaﬂ bavenotmnwanymateﬂalimmaﬁonorpmvldad

false or misleading information, | understand that any material omission or misreprosentation wil result in my disquafification from

consideration for employment or, if discovered after | begin employment, will result in my termination,

If tilred, | agres to abide by the policies and procedures of ESSG,

Bernard Vann Beteand Vann (Nov 7,2017 Nov7,2017

Name (Print or type) Applicant's Signature Date

A copy or facsimile (“fax") will be considered the same as an original signature. Emall will ONLY be usad for employmant correspondence
For ESSG Office Use Only
pow | NHW K] . 8850 w4
Emergency Confactinfo | Background Release Form Backgrpund Resuits Unampioyment Letter ESC Application
{if applicable)
_For ESSG _CIIent'Usg ‘

DOH | ROP Work Site Lo, WC Code

ES8G- CMG-CO _ Rey. 0412017



Employment Eligibility Verification USCIS

Dega.rtmelft of Homeland Security OM]l: ;?11511;-%047
U.S. Citizenship and Immigration Services Enpires 08/31/2019

> START HERE: Read instructions carefully before com

pleting this form. The instructions must be avallable, either In paper or electronieally,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It Is legal to discriminate against work-authorized Individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorizati
an lndeUal because the dmu BIFNON presantan has a fuh, - Sapianon-aas

(Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 1-9 ng later
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Nameg) Middie Ipitial Other Last Names Used (ifany)
VANN RERNACD N/
Address (Street Number and Name) Apt. Number | City or Town State | 2P Code

,l
196% LAD FRWY Brooklyn Park  |mu £5443

Date of Birth (mm/ddfyyyy) | U.S. Social Security Number Employee's E-mall Addrdss Employes's Telephone Number

L~16-116S (BB -[dH - [ bemard 168 emdl.onl €13 ~F03-45 2. |

1 am aware that federal law provides for imprisonment and/or fin

es for false statements or use of false documents in
connection with the completion of this form.
1 attest, under penalty of perjury, that | am (check one of the following baxes):
[R2-T. A citizen of the United States

[[] 2. Anencitizen national of the United Statos (See instructions)
|:| 3. A lawful permanent resident (Alien Reglstration Number/USCIS Number):

El 4. An alien authorized to work  until {expiration dats, if applicable, mnm/dd/yyyy):
Some allens may write "N/A* in the expiration date field, (Ses instructions)

Allens authorized to work must provide anly one of the following document numbers to complets Form 1-9; Do ,‘;f,',ﬁ,",;‘;;,?;,":‘g,}m
An Alien Registration Numbei/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number,

1. Alien Registration Number/USCIS Number:
OR

2. Form |-94 Admission Number:
OR

3. Forelgn Passport Number:
Country of Issuance;

Signature of Employee wﬂg_\\ Today's Date (mm/ddiyyy) S -Fer7 :

Preparer and/or Translator Certification (check one):

D 1 did not use a preparer or transiator. D A preparer(s) and/or translator(s) assisted the employee in completing Section 1,
(Fields below must be completed and signed when preparers and/or translators assist an e

mployee in completing Section 1. )
| attest, under penaity of perjury, that I have assisted in the compietion of Section 1 of this form and that to the best of my
knowledge the information Is true and correct,
Signature of Preparer or Translator Today's Date (mmvddfyyy)
Last Name (Family Name) First Name (Glven Nams)
Address (Strest Number and Name) City or Town Sate  |ZIP Code

@ Employer Cémpletes Next Page 01

FormI-9 07/17117 N Page 1 of 3
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employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

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 b

S fo @iyl o) NS BASIC ENEORNENTLON
SSN# (last 4 digits) Effective Date
gj'zm — )68 [~ ") —AC))

Fmplo: Ni
[Tebraes vaw :

SECTTON 20 PANROLL FLEC O

Nate: Direct Deposit accounts may take up to 7 days to be activated

! Payroll Debit Card (Please complete Sections 4 and 5 below) | | Paper Check (Please complete Section 5 below)

ST

T understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs

incurred if the account number that I provide is incorrect.
Ao F1059 70884 Initil vate [/~ 30/ 7
Account Type: _["Checking [ Savings ClOther

To help us avoid making an emor, please attach a copy of a voided check, (a deposit slip will not work)
1f'you change banks, donotcloseyouroldbmkamuntmﬂyourdbectdeposithasmdatﬁmnewbank,whichmay take 2 pay periods,

SEC TN CE PANYROEE DEBEE G ARD

Rouiogf 1)V Y b6

e

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request & Payroll Debit Card for yon, we must provide all of the following information that will enable 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 to 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 ®oBox NOT ACCEPTABLE) ; Social Security#
City State Zip Cell Phone (mobile)

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

1 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 financial institution, I

authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that i8 part of the program terms,
conditions, and disclosures.

Employee’s Signature: M U/—N\ Date: // -7 —,'l(y/ 1

I 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
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: lac/‘naf’ d Vaan/ 269, @ Gmall

this inforyfation will only be used to send your paystubs electronically
-
Employee's Signature: %

Date: / /[~ 7"’&5/ 7




Theexcs dont 10 lemental wages Nanwage Ingome, if you have a large amount of
FOl'm W"4 (2017) graatsr """3? SPPW i g nonwaggsinoomsuc?u 13"9 us!%' o
lnsmwﬂmlf aren't te
Purgose. Completa Form W-4 &0 that your oy Jesicn MmmWomug‘éluw.%: E‘”"“MT””“' Individuals.
you 'ows adifional tax, if uhava on or

emp wamnvdmhn!dmawmredmlinmma on page 2 further adjust your Pub. 606 ¥ yous showd
{ax rom your pay, Conalder completing & now holding ellowances based on Remized oo s ik o w-?"

and when your or finencial deduouons.mtnmdm. simerts toinaome, ajust yout withholding on °'

oﬁ“' two-samers/multiple jobs Two aamstaormu Aan ) b.fl
on fram withhold} Oo iste all worisheets . However, you ore o)
ST i, oedmpmease ey
Peg 15,2018. Sge Pub. 505, Tax Withhelding ynudlalmed?nd may not he afiat anount or
parcantage of weges.

e et e
from withholding If your lotel income excasds youare unman?g Hm1m%"““‘ S an ‘““v“v"“"““,” ‘“n""u -
and In o ,,h?,'}“a’,’,g{,)mm“" "“5’ mm‘“”{",,dmdm Nonresidert Al bators Cammatng T oo

An smployes may ha able to clalm engam E Stangard Deduotion, and mlwkymehhnlﬁna.Aﬂwwamnw takes
ot e rpiore '?;x‘nmdn&You cantake pojcte t=x o o mq m;gp res’ hwm%glmum {otel e
OCL U UG for 2017, See Pub,
« 15 age 65 or older, W'W%ng% chidordspendent  @XGeed $150,000 (smgie) 150,000 Mharache
+ Is bilnd, or i mmschﬂdmcv}ednmyba:'umed develn mmlnhuna!lonaboutarwumra
Wil alsm acjustmenta {0 oo tax aredis or "%msos iniorm '""aaon"'“onmvarmmyammer a&" A e e sasamlbepostad
Rernized desiugtions, on his or her tax "‘Gwm,mw

gredits into ww:hul
Personal Allowances ﬁorksheet ikaep for your records.)

Enter "1” foryoursef f noone elsecanclaimyouasadependent, . . , . , . . . . . . . . , , .. A
* You'rs single and have only one job; or

* You're marriad, have only one job, and your spouse doesn’t work; or } ety N ol
* Your wages from a second job or your spousa's wages {or the totel of both) are $1,500 or less,

Enter “1” for your spouse. But, you may choosa to enter *-0-" it you are married and have sither a working spouse or more
than one job, {Entering “-0-" may help you avold having too lite taxwithheld) . . . . . . . . . . . ., . .

(+]
Enter number of dependents (ather than your spousa or yourself) you will cldim onyourtexretom. . , . . . . . D
E
E

l‘l

A
B Enter®1"if {
c

mTmo

Enter “1” if you will file as head of household on your tax retum (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 planto claima credit . . .
{Note: Do not includs ohild support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls))

&  Child Tax Credit (intluding additional ohild tax credit). See Pub, 972, Child Tax Credit, for miora information.,

« If your total income will be less than $70,000 ($100,000 ¥ married), enter "2” for sach eligible ohlid; then less *1* if you
have two to four eligible children or leas “2” if you have five or more eligible ohildren.

* If your total income will be between $70,000 and $84,000 {$100,000 and $118,000 ¥ married), enter *1” for each eligible child,. G
H  Addiines Athrough G and enter total here. (Note: This may be different from the number of exemptions you alaim on your tex retum.) ™ H
it plan to temize or clalm adjustments to income and want 1o reduce your withholding, see the Deductions

1]

Faor apcuracy, Ad]uatm Worksheet on pags 2,
compiete all . lf you ara single and have more than one Job or are married anm.t #ind your spouse hath work and the combined
worksheets - vg?s from all ]ubm ﬁﬁy“"m (820,000 if marrled), see the Two-Eamers/Multiple Jobs Worksheet on page 2

that apply.
_ e If neﬂheraf the above situations applies, stop here and anter the number from line H on line 5 of Form W-4 helow,

Separate here and give Form W-4 to your employer. Keep the top part for your records.
Employee’s Withholding Allowance Certificate

OMB Np, 1545-0074

Form W"'4

S | e e et ey . | 2017
1 Yourflrut name and middie inttiel Laat name VANN 2 Your social security NWREeF
BERNARD NA 337640768
Home address [number and strest or rural route) 8 D Single (.] Married O Marded, but withhold at higher s‘“gla rala.
7968 LAD PKWY x Note: it marisd, butlegelly saperated, or spouse Is & noresident afien, check the *Singie” box,
City or town, stats, and ZIP cade 4 Wyour last name diffors from that shown on your social security oard,
BROOKLYN PARK, MN 55443 oheck here. You must call 1-800-772~1218 for a replacement card, P
6 Totel number of allowances you ase claiming (from line H ahove or from the applicable worksheet onpage2} |6 [ ?
6 Additional amount, i any, you want withheld from each peycheck . . C e e ... [0]8 i

7  |ciaim exemption from withholding for 2017, and | certify that | mest hoth of the followlng nonditions for exemption.
® Last year | had a right to a refund of all federal Income tax withheld because | had no tax llabllity, and
* This year | expeot a reflund of alf federal Income tax withheld becausa | expect to have no tax fability.
{f you meet both conditions, write *Exempt’ here, . ., . > « oo .. pfT]
LUnder penalties of perjury, | declare that | have examined this certificate and, to tha best of my knowledge and beliet, it is trus, comreat, and complete,
Employee’s signature
(This form Is not valld unless you sign jt) B BermndVann Noy 7. 2017)
8 Employer's name and address (Employer: Complete lines 8 and 10 anly If sending to the IRS.)

Datep NOV7,2017
10  Employer identification number (BN}

9 Office code {optional)

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



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Bernard Vann
{First) {Middie) (Last)

Employee Name:

Former Name({s) and Dates Used:

Current Address Since: 7968 LAD PKWY BROOKLYN PARK, MN 55443
(Mo/Yr) (Street) {City) (State/Zip)
Previous Address From; _
{Mo/Yr) (Street) (City) (State/Zip)
Previous Address From: .
{Mo/¥r) (Street) (City) (State/zip)
Soclal Security Number: 337640768 DOBR: 12/16/1965
Phone Number: 6127034592
Driver’s License Number/State:

The information contained in this application is correct to the hest of my knowledge.

I hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of soclal security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and eriminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

| further authorize any individual, company, firm, corporation, or public agency ta divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintaln all information received from this authorization in a confidential
manner in arder to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth,

Nov 7,2017

Date;

Notice to CA, MN, and OK Residents:
Please check the box below If you wish to receive a copy of a consumer report that s requested.
1 wish to recelve o copy of any Background Check Report on me that Is requested.



Para Informacidn en espafiol, visite www.consumerfinance.gov/learnmore o escribe ala Consumer Financial Protection Bureay, 1700 G Street N.W., Washington,
DC 20552,

' A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT }
The federal Fair Reparting Act (FCRA) promotes the accuracy, fairmess, and privacy of information in the files of consumer reporting agencies, There are many

types of consumer reporting agencies, including credit bureaus and specialty agencles {such as agencies that sell Information about check writing histories, medical
records, and rental history records}. Here Is a summary of your major rights under the FCRA, For more Information, Inciuding information about additional rights, go
to www.consumerfinance. gov/learnmore or write to: Consumer Finantial Protection Bureav, 1700 G Street N.W., Washington, DC 20552,

° Youmust ke tald if information In your file has been usad against you. Anyone who uses a credit report or another type of consumer report to deny your appli-
cation far predit, insurance, or emnluymam-ormtakeanotharadvarseanﬂonasa!mtynu-—musttallyou,and must give you the name, address, and phone

he-aRency that on

formetion.

* You have the right to know what Is in your file, You may request and abitain all the information about you in the files of a consumer reporting agency (your “file
disclosure®), You will be required to provide proper Identification, which may includa your Social Security number. In many cases, the disclosura will be free, You
are entitled to a free fila disclosure it
® a person has taken arverse action against you because of Information in your credit report;
® you are the victim of Identity theft and plare a fraud alert In your file;

# your file contalns inaccurate information asa result of fraud;
© you areon public assigtance;
* you are unemployed but expect to apply for employment within 60 days. X

In addition, all consumers are entitled to one free disclosure every 12 months upon request from sach nationwide credit bureau and from natlonwide specialty con-

sumer reporting agengigs. See ww 5 ance goy/learnmore for additional Information.

s Youhave the right to askfor a cradit scora. Credit scoras are numerical summaries ofyour cradit-worthiness hased on information from credit bureaus. You may
request a credit score fram consumer reporting ageicies that create scores or distribute scores used In residential real property loans, but you will have to pay for
it. In soma mortgage transactions, you will recelve credit scare infarmation for free from the mortgage lender,

® You have the right to dispute lncomplete or inaccurate information, If you identify information in your file that Is Incompigte or In
consumer reparting agency, the agency must invastigate unfess your dispute is frivolous. See www.consumerfinance.gov/lesrmor
procedures.

= Consumer reparting agencies must correct o delete inaccurate, incomplete, or unverifiable Information. Inaccurate, incomplete or unverifiable information
must be removed or carrected, usually within 30 days, However, a consumer reporting agency may continue to report information it has varified s sccurate,

s Consumay reporting agencies may not report cutdatad negative Information, In mast cases, a consumer reporting agency may not reporf negative information
that Is more than seven years olt, or bankruptcies that aré more than 40 years old,

& Accessto your file s limited. A consumer reporting agency inay provide information shout you ohly to pecple with a valld need - usuzily o consider an applica-
tion with a creditor, Insurer, employer, landiord, or other business. The FCRA specifies those with a valld need for access,

= You must giva your consant for reports to be provided to employers. A tonsumer reporting agenty may not give out inforiation about you to your employer, o
3 potential employar, without your written consant given to the employer, Written consent generally is not required in the trucking industry. For more infor-
mation, go to www.consumerfinante gov/leammore.

® Youmay fimit "prescreened” offers of credit and Insurance you get based an information in your credit report, Unsolicited “prescreened” offers for credit and
insurance must include a tolt-free phore number you can calt if you chaose to remove your name and address from the lists these offers are based on, You may
opt-out with the nationwide credit bureausat 1-888-567-8688,

» Youmay seek damages from violators, if a consumer reporting agency, or, In some cases, a user of consumer reports or a furnisher of Information to a consumer
reporting agency vialates the FCRA, you may be #ble to sue in state or federal court.
® jdentity theft victims and active duty military persanne} have additional rights, For more infarmatian, visit www.consumerfinance.gov/learnmore.
States muay enforce the FCRA, and many states have their own consumer reporting laws. In some cases, you may have more rights under state law, Eor more Infor-
metion, contact your state or local consumer protection agency or your state Attorney General, For information about your federal rights, contach
CONTACT:

accurate, and report it to the
e for an explanatian of dispute

TYRE OF BUSINESS: , . : .
La, Banks, savings associations, and credit unlons with total assets of over a, Burean of Consumar Financial Protection
$10 bilfion and ﬂ_\elr#ﬂllates. 1700 G Street NW

Washington, DC 20552

b. Such affillates that are not banks, savings associations, or creditunionsalso | b. Federal Trade Commission: Consumer Response Center — FCRA
should list, in addition to the Bureau: Washingten, DC 20580

(877) 382-4357

2,To the extent not included in item 4 abpye:
a. National banks, federat savings associations, and federal branches and fed- | a, Office of the Comptrolfer of the Currency
aral agencies of forelgn banks Customer Assistance Group

1303 McKinney Street, Suite 3450
Houston, TX 77010-9050

b, Stats member banks, branches and agencies of foreign banks {other than b, Federal Reserve Consumer HeJp Center
federal branches, federal agencles, and insured state branches of foreign P.0.Box 1200

banks), commercial lending rompanies owned or contralled by foraign banks, | Minneapolis, MN 55480

and organizations operating under section 25 ar 25A of the Federal Reserve
Act

¢ Nonmember Insured Banks, insured State Branches of Forelgn Banks, and ¢, FDIC Cansumer Response Center
Insured state savings assoclations 1100 Walnut Street, Box #11
Kansas City, MO 64106

d. Federal Credit Unions e d, National Credjt Union Administration




EMERGENCY CONTACT INFORMATION

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

Employee Name: Bernard Vann
Address: 7968 LAD PKWY BROOKLYN PARK,MN__ 55443

Home Phone: 6127034592

s EERTENGY CONTAGTy T
' Ploage lis tm people gﬁ priqrity arqsr) Wha'tould ¢ %niabtpq lh Gﬁil ¢ of gh.

Contact #1 Home Phone:

Name: TanyaVann Cell Phone: 6129981077
Relationship: Work Phone:
Contact #2 Home Phone;

Name: Cell Phone:

Relationship: Work Phone:

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

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



T
N

employer solutions staffing group..

STATEMENT O DE!

This agreement made this day of, , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as *employer”,
and , hereafter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

Betnand Valin iNov7, 2017)

Employee Signature

Employer Solutions Staffing Group LLC, Representative



employer soions staffing group
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be 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 places limitations on your right to change

primary health care providers. Discuss with your employer any change in health
care provider.

Aftend all scheduled appointments. While on physical limitations, visits should
he a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Repart of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perfbrm physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

No er immediately of any new injuries or conditions that impa
our ical conditi

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 recejve
compensation for the time away from work. The physician must complete a
Report of Workabiiity.

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

Signed: Bgsnand Yann (Nov 7,2227)
Printed Name: Bernard Vann




employer solutions staffing group..

Important/importante

LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check 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 so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

S8i un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. 8i se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra 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 la policfa
antes de que podamos voiver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copla de la denuncia a su reclutador de personal que el
cheque fue robado. Si ef cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Bernard \(ann

Signature/Firma:  semom a7, 2007
———— " . _
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ESSG WORKPLACE SAFETY POLICY

It is ESSG's policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSG’s duty to:

(1) Ensure that its clients provide you with a warkplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary 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 Compliance 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

e Responsihility to use personal protective equipment and clothing as directed
by the host employer

» Responsibility to report workplace hazards and dangers

o Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basie rights:

* Right to refuse unsafe work

» Right to know or be informed about actual and potential dangers in the
workplace

» Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace,
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» Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

e Right to gain access to relevant personal exposure and medical records.

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site oy issue a citation. And, you can file a complaint if ~
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telophoning
952.885.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring warkplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions,



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 i ie my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7578 with any
questions I may haye about this policy. I agree to 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
962.836.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters,

Employee Name (Please Print)

Bernard Vann

Employee’s Signature:

BemaréiViadn (Nov 7, 097) Date: Nov 7, 2017 ‘




rom SO0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OME No. 1545-1600
i > Information about Form 8360 and its separate instrustions ia et www.irs,gov/form8850.

Job applicant: Fill in the lines below and cheek any hoxes that apply. Complete only this side.

Yourname __ Bernard Vann Social security number > 337640768
City or town, state, and ZIP code _ BROOKLYN PARK, MN 55443
County E Telephone number __ 6127034592

If you are under age 40, enter your date of birth (month, day, year) 12/16/1965

4 m] GChack here if you received a conditional certification from the state workforge agency (SWA) or a participating looal agency
for the work opportunity credit.

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

* | am a member of a family that has recelved assistange from Temporary Assistance for Needy Familles (TANF) for any 9
months during the past 18 months,

* |am a vetoran antd a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits {food
stamps) for at least a 3-month period during the past 15 months,

» | was referred here by a rehabilitation agency approved by the state, an employment network under the Tickst to Work
program, or the Department of Veterans Affairs.

* | am at least age 18 but not age 40 or older and | am a member of a family that:
&, Recolved SNAP benefits (food stamips) for the past 8 months; or
b. Received SNAP bensfits (food stamps) for &t least 3 of the past § months, but is no longer ellgible to redelve them.

© During the past year, | was convicted of a felony or released from prison for a felony.

* | received supplemental security income (8SI) benefits for any month ending during the past 60 days.

* 1am a vetéran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year.

8 m] Check here if you are a veteran and you were unemployed for a period or periods totallng at least 8 months during the past
year,

4 m] Check here If you are a veteran entitled to compensation for a service-connected disability and you were discharged or
released from aotive duty in the U.S. Armed Forces during the past year,

5 m] Check here if you are & veteran entitled to campenzation for a service-connected disability and you were unemplpyed for a
period or periads totaling at least 6 months during the past year.

8 EJ Check here if you are 8 member of a family that:
» Racelved TANF payments for at ieast the past 18 months; or
* Recsived TANF payments for any 18 manths beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1887, ended during the past 2 yoars; or

* Stopped being eligible for TANF payments during the past 2 Yyears because faderal or stats Jaw limited the maximum tims
those payments could be made,

7 [IIl Check here if you are in a period of unemployment that Is at sast 27 conssoutive weeks and for all or part of that period
you received unemployment compensation,

_Signature—All Applicants Myst Sign

Under penaities of perjury, ldeu!qraﬂmlgavemeabave!nfomﬁtiontomampbywonmblfnretha day I'was offared a job, and & i, to tha best of my mowierige, true,
carrect, and gcomplats.

Job applicant’s signature > Bernardvanr tev 1, 200 k= Date Nov7,2017 r
For Privacy Act and Peperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev, 3-2018)




. Form A (vev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

Client: Company:

Locations Position: Starting Wage: $
EMPLOYEE SECTION:

First Names Last Name; Suffix: Street Address: City/State; Zip: ]

J 7968 LAD PKWY BROORLYN PARK,MN | 55443 i
S8#: Date of Birth: Ages Have you worked for | If yes, location:
337640768 this co y before?
f 12/16/1965 Yes[] No[]]
Please complete all guestions, and sign and date the form. Yes Ne
1, Have yon or has anyone living with you received Temporary Assistance to Needy Families (TANF) O O

at any time since Angust 5, 19972 (1f yes, please provide information below.)
Name of the person receiving benefits: ____ Relationshiptoyom: _____
City: County; State:

2. Have you or has anyone living with you received Food Stamps (SNAP) 3t any time during the past 15 months? @]
(If yes, pleass provida information below.) :
Name of the person receiving benefits: ____ Relationshiptoyow: ____
City: County: _____ State:

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? a a
Please nots, this is not the same as Soctal Security banafits (SS) or Social Security Disability (SSDI) benefit,
*If you checked yes please provide a copy of your S51 docianentation,

[e—

4. Have you received any type of vocational rehabilitation services within the past two years? a Q
If yes, please indioate which type ofag:ﬁym worked with and provide their Incation information below:

[L] Vocational Rehabilitation Agency Dept. of Veterans Affiirs Employment Network (Ticket to Work Program)
Nameof Agency: . Phone#:
City: County: State:
*¥f you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

§. Areyou a Veteran of the U.S, Military? */fyes, please provids a copy of your DD-214 and leiter of separation, Q Q
(If yes, please provide information below. 1fno, please continue o question #6.)
Daotesof Service -From: __ To:
Branch of Sarvice:
Are you enfitled to or are you recelving compeunsation for a service-connected disability? Q g 21

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

a Q

If yes, dates of unemployment ~ From: To:

Did you recelve unemployment compensation at any point during your nnemployment? Q D
Q O

Ifyes, in which state did you receive unemployment compensation? __

7. Have you heen convicted of a felony or released from prison fora felony conviction in the past 12 months?
Caonylction Date: Release Date;

Wasthisa Vederal or LJI State conviction? IfState - County:

State: ___,

Additional Tax Credits
IEC (Native American); Are you or your spouse a member of a Native American Tribe? a o
Iyou checked yes please provide a copy of your CDIB card,
CA Residents: [D Are you the child of foster pmnts? Do you receive CalWorks? B Workforee Investment Agt?
El Are you a migrant or seasonal furm worker? D Have you ever been copvicted ofa misdemeanor?
SCResidents; [[] Do yon receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the information above w be trus and aceurate to the bast of my knovledige, and 1 heveby autharize any agency, organization, or
individuals fo supply such verification or information that may be needed to determing tax credis eligibility to my employer, employer representative (Assaclated
Consultonts, Inc. dba Reirolax). or the Department of Labor.

New Employee Signature: MM@!{{L Date; Nov7,2017




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

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

Instructions:

This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
-ONSULItants stib S SAT ( aLe WorKiorce Ad ith TRS mm_oormw

SIRDLOYERS 6F CaNSU st g St gency
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group,

Under penalties ofpedmy,ldeclmthatthisinformaﬁonistmeandcmecttothebastofmy
knowledge.

o T . .
New Hire’s Signature; _semsdvauvov7,201m Date NOV7,2017

New Hire Name: ___Bernard Vann

Social Security Number; 337640768
Employer Name:

Please check the statements below if they apply to you.

I declare that } was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

O 1 declare that I have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice:

The Inteml Revenue Code of 1988, Section 51, as amendsd and fis enecting Jegistation, P.L. 104-188, speciy that the State Workforce Agencies are the
"designated” agences responsibie for administering the WOTC oerfifioafion procedures of this program. The information you have provided completing this
form wil be disclosed by your employer to the State Workloros Agency, Provision of this information is voluntary; however the information is required fo
determine your employer's eligibiity for the federa} tax credit

Public Burden Statement:
Pemmaranolmqlﬂmdmmpmdtombooﬂecﬁonoflnfmmﬂonunlessndispla}eamnsnﬂyvalldOMantmlnumber.Rasmndema’obllgmw
mmplehﬂlbformimqulredmobtainormtdnbenaﬁts(P.L111-Q.Publiompnrﬂngburdmiseaﬂmamtoavememmmutssparrespom,lndudlmﬂxe
mwmmmm;mmgmdeﬁrudahamm,gaﬁmmdmﬁrﬁdnﬂngﬂ»sdahneeded,mdwupleﬂmmdmﬂmheedlscﬂmof
Infomation. Sand comments regarding this burden estimate to the U.S, Department of Labor, Division of Naflonal rams Tools Technical Assistance,
Room 4510, Washingion, D.C, 20210 (Paperwark Redudiion Projeot 1205-0374), Please do niot submit complated forms to this address,

117-

ETA Form 9175 (Rev. November 2016)
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Notification of Minnesota Law Reguirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Jjob assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)

accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assigngagnt ends. | also acknowledge that | have received

a separate copy of this form. (Initial)
%‘--v/’y" ' (/- 7-20/71
Employee Signature: Date:

ELMA

Employee (please print your name here)

CMG_SM - Rev. 09.2013



Acknowledgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will inmediately contact my supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)

Dervatd yawe/

Employee’s Signature:

e Date;_{{~7- QO/ 1
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RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand

and agree that it is my responsibility to abide by forthin the

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

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

agreement supersedes alj prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, 1 will bring them to the
attention of ESSG.

paTE_{[{—7 ~d0/7)

EMPLOYEE
NAME____ PBevu4es Vaun/

jASE PRINT

EMPLOYEE % _
SIGNATURE A< -
ESSG

REPRESENTATIVE

==
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m ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also

——amb@emmmgmmmmmm CONcerns

during my orientation. Additionally, | understand and support the following:

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

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

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

4. 1 am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: (I—- 207
Associate's Signature: W
Associate's Printed Name: %&"&Nﬁﬂ&s /A~

Orientation provided by: M i

24



DRUG AND ALCOHOL
TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2, I have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
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.

et d Yain

Individual’s Name

1=2-~207 7
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Fixed Indemnity Medical Benefits_Plan 2

_RehireDate__/__;

— —— e

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

PRINT USING BLACK or BLUE INK (Must Be Filled Outy

+ VSl 219301-ESG1  OFFICE UsE oNLy LOCATION

Name ' Social Security # | Home Phone | Sex
e e i A it el = = 1
Address - éAIJt.#
Tty = ' i State " [Zp ' Date of Birth
- !

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

DYesDNoleeSPISaseconvnue T
Medicare Health Insurance Claim Number (HICN) ' Medicare Effective Date

\ amé .of Covered Peréon (s):
1.

B C. LIMITED BENEFITS PLAN SELECTION 3 e = __gaxyol[_Pedtn_qedWeeily Rates

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

FIXED INDEMNITY SHORT-TERM
SELECT (;OVERAGE LEVEL MEDICAL 1 . DENTAI.. “ VISION 5 TERM LIFE | _DISABIIJTY__’
o Erelesecny [T sa02s () sea7 5B $243 53| soe0 0| saz0 )

Employee + 1 [ ] $41.10 $12.34 $4.92 $0.90

.. NO_fcoALL Benefits . NDYesDNo I. DY@S DNO DIYés D.N-o H__—]Yes DNO DYesDNo |

e iy ._.,._.-_—_.---..-—.............-.........-..........-.....-—._-._..‘_..——.....—___......—...--.....-...-.. e a— -—....—...__..-—_...-—_—....——...._....-—.._.—.....-....._.w..———. p—

Dismemberment is part of the Term Life Benefit.
Name Relationship

D. REQUIRED DEPENDENT INFORMATION
Name

Social Security# Date of Birth | Sex [ Relationsl;i_r:

_ =l el /7 IMI[E] [Jspouse []Chitd ] Domestic Partner
Name ' Social Security # ' Date of Birth .| Sex : Relationship
- ! L0 | IMIE] D] spouse [ chid [ JDomestic Parner
Name Social Security # Date of Birth Sex Relationship
Name T e L/ MITE] | (] Sooumel ] chid T oomestic Pertner
Name Social Security # Date of Birth | Sex Relationship
e b (0 D) (DSpousel T ohid0omestic Pariver

s

Yo__u MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understand its limitations. | understand that open enrollment is only availab'i;"%;w L
2limited time and | understand that making no benefit selection is

ad __clin_ay' (f:’f/}wegs. e

This is an Essential StaffCARE Enroliment Form,

oA (1 7. 202 D> SIGNATURE

T
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~ . employer solutions staffing group. )
@ LeverEgingz’!esourtes na Changing "'1zrkef,g group %&: E§E“C£’L h‘ .'

Ll TLTTR

Enhanced MEC Plan_Pl;n 1 Benefit Plan Adrministrators, Inc.

Benefits Enroliment Form I New Empiovee

Employcailnformation

[ Rehire Rehire Date

Soclal Security Number
oy Zip Cods
Gender LI Male [ Marital Status (1 Single | Date o7 Birth : [ Date of Hire
[J Female | [0 Married [J Divorced
1Phone Number; Emali Address:
Please Select Desired Coverage:
Employee Only - Employee+Spouse - I: Employee+Child(ren) - Family -
$36.00/Week $63.00/Week

$24.00/Week $38.00/Week

Social Socurty § mm Sax = R;laﬁonnhip
LU LastNams E FM::l:le DSPS”DOEMC%
i Ll Ll : ] iy : :
Social Sacurity # Birth Date | Sex Relationship
L. Last Name E|| :ﬂ:f::g]a Dspénsenonnmﬂcml’armu
; e .sm_lal_s;.wmy# AL e = R Rehﬁommp
| First Name M, ame E Ilfr:veale ) SPODME DnEuﬂ(ih?P:rmu

NAME OF PERSON COVERED (FIRST, LAST):

Employee Slgnature Date

EMPLOYEES DECLINING | am DECLINING covera e

1 understand that! and/or my dependents, if any, walve any coverage and desire to participate In tha pian at a later date, liwe may be considered a late enroilee and
must meet the requirements defined In the Certificate of Covarage for the company's medicai or dantal plans, if1 decilne enroliment for myself or my dependents
(inciuding my spouse) because of other covarage, | may, In future be ahle fo enroll myself or my depend In this plan, provided | request enroliment within 31
days after the other covarage ends. In addition, if a new dependent relationshlp forms as a result of marriage, hirth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroli myself or my dependent, provided 1 request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE
Employee Signature (/ g~ . /c/ s 7 '_—0?6/7

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




