E-~Verify: Print Case Details - Preview https://e-verify.uscis.gov/web/l’rintCaseDetails.aspx?CaseVerNum=G
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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017069150752RH
Report Prepared: 03/10/2017

Company Information

Company ID: 47429 Company Name: Employer Solutions Staffing Group
Employee Information
Last Name: Booth First Name: Elonda
Date of Birth: 03/23/19888 Social Security Number: *** ** 2254
Hire Date: 03/10/2017 Citizenship Status: A citizen of the United States
Document Information
List B Document: Driver's license or ID card issued by a U.S. stateor  List C Document: Soclal Security Card
outlying possession
Document Name: ID card Document State: Minnesota
Driver's License or ID Card Number: Document Expiration Date; 03/23/2017
Case Status Information
Current Case Result: Employment Authorized Employer Case ID:
Case Submitted On: 03/10/2017 Case Submitted By: PVANO787
SENSITIVE BUT UNCLASSIFIED
' . V\
\
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. employer solutions staffing group. oo
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name &r)ﬁ(\ First Name E lun dg_ Middle initial _ L
Street Address !@35 ‘R yiler Jq'v 5 Apt/Ste __l

City/State/Zip S‘} -J)@L{./l p’ny\ ! Sﬁ \ Uu Social Security Last Four XXX-XX- ?—ZS‘—}
Phone Number a 5 L‘Fl \ Email Address @
Staffing Agency/Recruitment Partner {m9

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.
Are you legally authorized to work in the United States of America? ;Z{ES CONo

Applicant Certification and Authorization
I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application 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, responsibilities, performance, compensation and eligibility for rehire.
| understand that a comprehensive background check may be conducted to determine my eligibility 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 clients, government regulations or by ESSG policies.
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 | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration 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.

Elonela Bootn < Dayndn Qo D3I
Name (Print or type) Applicant's Signature Date

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

For ESSG Office Use Only
DOH NHW . -8 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG Rev. 05/2015
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Form W-4 (2017)

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal income
tax from your pay. Consider compisting a new Form
W-4 sach year and when your personal or financial
situation changes.

Exemrlion from withholding. if g’ou are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the
formto validate it. Your exemption for 2017 expires
February 15, 2018. See Pub. 505, Tax Withholding
and Estimated Tax.

Note: If ancther person can clalm you as a dependent
on hisor her tax retumn, you can't claim exemption
from withholding if w total income exceeds $1,050
and includes more $350 of uneamed income {for
example, interest and dividends).

Exceptions. An emplgfee may be able to claim
exemption from withholding even if the employes is
a dependant, if the employee:

* |8 age 65 or older,
e [s blind, or

* Will claim adjustments to Income; tax cradits; or
itemized deductions, on his or her tax return,

The exceptions don’t a| to supplemental wages
greater th%?‘l $ .DDD.DDS.DW i

Basic instructions. If you aren’t exempt, complete
the Personal Allowances Worksheet below. The
workshests on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to income,
or two-eamers/multiple jobs situations.

Complete all worksheets that apply. Hawever, you
may claim fewer {or zero) allowances. For regular
wages, withholding must be based on allowances
you oiaimed and may not be a fiat amount or
percentage of wages.

Head of household. Generally, you can clalm head
of household ﬂllng status on your tax return ontlhy if
you are unmaniad and pay mora than 50% of the
costs of keeping up a home for yourself and your
degendern(syor er qualifying Individuals, See
Pub. 501, Exemptions, Standard Deduction, and
Filing information, for Information.

Tax credits, You ocan take projected tax credits Into
account in figuring your aliowable number of
withholding allowancss. Credits for child or dependent
care expenses and the child tax credit may be claimed
using the Personal Allowances Worksheet below.
See Pub. §05 for information on converting your other
cradits Into withholding allowances.

Nonwage income. If you have a large amount of
nonwage Income, such as Interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals, Otherwise,
you may owe additional tax. if you have pension or
annuity Income, ses Pub, 5§05 to find out if you should
adjust your withhoiding on Form W-4 or W-4P,

Twao earners or mulﬂplatglohs. If you have a
working spouse or more than one job, figure the
total number of allowances you are entitled to claim
on all jobs ualnﬁ waorksheets from only one Farm
W-4. Your withhoiding usually will be most accurate
when all aliowances are claimed on the Form W-4
for the highest %lzglng Jjob and zero allowances ars
claimed on the others. See Pub. 505 for detalls.

Nonresident alien, If you are a nonresident allen, ses
Notice 1382, Supplemental Form W-4 Instructions for
Nonresident Allens, before completing this form,

Check your withholding. After your Form W-4 tgkes
effect, use Pub, 505 to see how the amount you are
having withheld compares to your projected tax
for 2017, See Pub, 505, especially If your earnings
exceed $130,000 (Single) or $180,000 (Married).

Future developments. Information about any future
developments affecting Form W-4 (such as
legislation enacted after we release it) will be posted
at www./rs.goviw4.

_Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can clalm you as a dependent .
* You're single and have only one job; ar

B Enter*1"if [ * You're mairied, have only one job, and your spouse doesn’t work; or ] d= g L
* Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less.
C  Enter *1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more

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

mmo

Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . 4 d o
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 clalm a credit

A

-

e [0

(Note: Do not Include chiid support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls.)
G  Chlid Tax Credit (inciuding additional child tax credit). See Pub. 972, Child Tax Credit, for more Information.

= If your total income will be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then less *1” if you
have two to four eligible chiidren or less “2” if you have five or more eligible children.

e If your total income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each ellgible child.

¢ 0O

H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) » H

For accuracy, an
complete all
worksheets
that apply.

. lfdyou plan to itemize or claim adjustments to income and want to reduce your withhoiding, see the Deductions
Adjustments Worksheet on page 2.

e If you are single and have more than one job or are married and you and your spouse both work and the combined

eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earers/Multiple Jobs Worksheet on page 2
to avold having too little tax withheld.

o |If neither of the above situations applles, stop hers and enter the number from iine 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. 1645-0074

Department of the Treasury P> Whether you are entitied to clalm a certain number of allowances or exemption from withholding is 2 @ 1 7
Internal Revenue Service subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.
1 Your first name and middle Inftial st name 2 Your social security number
lonelet L\ vo 381-42- 7154

Home address (number and street or rurai routs)

L3RS Aulleyr AV

)
3 [ single L] Maried L] Maried, but withhold at higher Single rate,
Note: if married, but legally separated, or spouse Is a nonresident allen, check the “Single” box.

City or town, state, and ZIP code

 Pavl yny , S5 w4

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

qmmg&

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

| claim exemption from withholding for 2017, and I certify that | meet both of t
* Last year | had a right to a refund of all federai income tax withheld because | had no tax liability, and

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

he following conditions for exemption.

LN

nakd O

Under penalties of perjury, | declare that | have examined this certificate an

Employee’s signature

(This form Is not valid unless you sign it.) » c 0 Y,

QAN

d, to the best of my knowledge and bellef, It is true, correct, and compiete.

pate» 3} |3 11T

8 Empioyer’s name and address (Employer: Complgt'e lines 8 and 10 only if sending to the iRS))

9 Office code (optional) ] 10  Empioyer identification number (EiN)

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

Cat. No. 10220Q

Form W-4 (2017)



Emphymemﬂﬂgibﬂily‘feriﬂcaﬂon s e v OSCER.

Fm’m 1-9
Department of Homeland Seeurity
- us, Citlzonship snd Immigration Services m°o;g'm7

I T b T T T gy MR AT LT s ST 1 L

bSTAﬂT HERE: Read instructions carefully befora compl-ﬁngthhfoun.‘rhd lmm- mullhavallahb, elther in paper or elommuw
during complation of this forrii. Esnployers are llable for errors in the complétion of this fomt, = -

ANTI-DISCRIMINATION NOTICE: it is fllegal fo discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an emjjioyes may present to establish employment authorization and identity. The refusal to h

ire or continue to employ
an indlvldual bacausethe decymentation presented has a futme qxplraﬂun date may alsa constitute Illega! dlspﬂmlnathn.

FistName (GhenNams) | Midia Inktiah oﬂmmﬂmum, e
;ggdHn IEionda. o L] L T e
Address {smmmmramnm) : prm cny or Town " |state  {ZIP Code

(3 fover Al 5.%“[ G linn ASSIE
Date of Birth (mmAddYyyy) - | U.S. Social Security Number Emmoyu's Employes’s Telephone  Number

0312319, |BEN-B-[Eds GlI=<02-541).

1 am awairs that faderal law provides for lmprluOnment andior ﬂnu forfars& stateménts or use of false documents In
connection with the complation of this form,

1 attest, under panalty of perjury, that | am (check ane of the following boxes):
|Qf1 A citizen ofthe United States e

Oa A noncitizen na;ional of the United suu {Saa Instmcﬂon;) _ :

[ 3. A lawhul permanent resident (Alien Rugmratlun Numberluscls Numlm)

-] 4. An allen aulhortzed 1o work _ unti (expiration date, it applicable, mem/ddiyyyy): -
Some aliens maw wmh NIAT In the expiration date field. (S#e instructions)

Allansauﬂlodndlnww#mudmvldomlymofmnfommmnummmwmpﬁﬁﬁmw (I S e Tete T
An Allen Registration NumbeytUSCIS Number OR Fonn 1-94 Admission Number OR Fnulgn PaupMNumbar e, e

1. Allen Registration. Nnmharluqcls Number:

. OR -

2. Form -84 Admission Nimber;
3. Forsign Passpart Numbgn

Country of Issuanea.

Signature of Empb!l.

under psnalty of perjury, that | have assisted in the completion of s.won 1 of this formt and ¢

knowiedge the information is true and correct.

Signature of Preparer or Translator Today's Date (MMM)
Last Name (Family Name) First Name (Given Name)
Address (Sirset Number-and Nams) City or Town - ' State ZIP Code

Form I-9 11/14/2016 N



Employment Eligibility Verification

USCIS
Department of Homeland Security Form 1-9
U.S. Citizenship and Immigration Services _ °WN°6;311%%7

wWh

Employes Info from Section 4 &""" - ﬂ‘E ""’"C"‘[\éél'mz é“d““"
ListA B o List
ldantity ) and Employment Authorization Identity Empioyment Authorization
Dacument Titie “§ Dpcumani Décumsntme
0ddl gedl nﬁ& @Ar d
Issuing Authority guls moﬁ | _ I ] ]
Dacument Number Do;un%w‘berq a _ a 2 5‘1
Explration Date (if any)(mmv/dd/yyyy) Explm:ion D ?ﬁﬂ(mm/dd/yyyy)
Dosument Title
Issuing Authority Additional information Do Ml Ve o aa s
Document Number
Expiration Date (if any)(mm/dd/yyyy)
Document Title
Issulng Authority
Document Number
Expiration Date (i any)mm/idiyyyy)

Certification: | attest, under penaity of perjury, that (1) | have examined the document(s) presanted by the above-named employse,

(2) the above-listad document(s) appear to be genulne and to relate to the employee named, and {3) to the best of my knowledge the
employee [s authorized to work In the United States,

The employee's first day of employment (mm/dd/yyyy): (fg‘l 10120 \”]__ (See instructions for exemptions)

Signature MEmplemm | &g-ﬁ Batr(%dﬁym) %El‘nﬁoyer or Aum‘tirlzad Reprosgnistive

Last Nam% of Employe{/Authorized Representative | First NamisEmployer or Authorized Representative | Employer's Business or Organization Name

EMFLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name') City or Town State

7301 OHMS LANE  SUITE 405

¥ P T S RCERTATET e TR WS i 'f’if
i B - ik

Pty L T
3y \_J'_! &gy

ZIP Code
EDINA MN 55439

2 i SRHH IR

Expiration Date (i any) (mmddyyyy)

| attest, inder penalty of perjury, that to the best of my knowledge, this employee Is authorized to work In the United States, ind if
the employee presented documentys), the document(s) | have examined appear to be genuine and to relate to the Individual,

Signature of Employer or Authorized Representative Today's Date (mm/ddfyyyy) Name of Employer or Authorized Representative

Document Number

Form I-9 11/14/2016 N
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This card belongs fo the Soval Hewleity Administition and you mmst
'retuminf\waskmrn.
Ifyauﬂndaeatdihnt mn'tyom,plaaseretumxtto

Sotial Security Administration

PO, Box 33008, Bujtimore, MD 21290-3008

meoﬁa&mﬂs«mhuhmﬂmmmmmw
bmm’aﬁcﬁ.lfymwﬁmmﬂmabqudm ﬁ‘n'anyl
Mﬁﬂfﬁm?reunnmgafonndcmdyonmllnotmeweampome.

- Sostal Seeurity Anmmis&-sunn- i

FormssA,suno (08-20_11} | :_L; (G41.001¢ “";3.:"';-_




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com ("BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)

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

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

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

Printed name: E ,on o s (%4 907(’ h
First Middle (CJ Last
nqne) '

Other names used:
Current county of residence;

Current and former addresses:

e BS fo\ler Al ajr-%gl. mnn >sloe
from Mo/Yr tc:rl:n:ltvr Street ; , State & Zip v

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

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

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

3122190 237-92:2254

Date of birth ' Social security number
'Bl%z-ohlng 520'—[ ] My é /aadg La!-n.'(f Bo(/%‘l
Driver’s license number & state Name as it appears on license

‘Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: 1.

o B0 F) 210117

Signature Date




employer solutions staffing group.
| everaging Resources in a Changing Market
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 naid by paper Check.
SECTEIONT I BASIC INEORNEA FION

Employee Name , 7

\ NCAU Wield
SECEION 2 PANVROLE L LECEION
|| Direct Deposit (Please complete Sections 3 and 5 below)

y

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

I 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.

Routing#

Account#
Initial Date

AccountType: [ Checking [ savings [JOther

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

SECHON I RAYROLE DEBEE CARD (GLOBAE EASTTEARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In arder to
request a Payroll Debit Card for you, 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 accout 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.

C'ARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued) i
" Elondg | L Bactn DR 1l
et €58 (PO BOX NOT ACCEPTABLE) i i
(35 foller A Saseth 2o0

City State Zj Cell Phone (mobile) | r
S Dol wn | os104 (oYL~ 52 —SHU
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #
073972181

I'have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
I 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 is part of the program terms,
canditions, and disclosures,

Employee’s Signame:QxMMf\

Date: %[ > ”_1
SECTHION & AUFHORTIZNFTON

T 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: @
this information will only be used to send your paystubs electronically

v
% Employee's Signature: Date:




EMERGENCY CONTACT INFORMATION

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

Employee Name: ZE /OZ )(2 a Q (%] 7Lh
Address: _(0?75 110\/ el Av 2

Home Phone: _(_QAZ/’ 3)7/' 5‘['/—'. I

‘Piéﬁﬂﬁ ” two peaple (& B ordé}) who oould baTcgﬁtaqted in casg pf‘an amergavey | .
Contact #1 Home Phone: (o 12 ~ 2— 10~45 37-
Name: ﬁ—\ e AS S p‘e € C/ Cell Phone:
Relationship: ETH) ‘f\—C/V 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.




Fixed Indemnity Medical Benefits_Plan 2
VSl 219301-ESG-1 LOCATION

| OFFICE USE ONLY Rehire Date ____/

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

PRINT USING BLACK or BLUE INK (Must Be Filled Out)
Name : ' Social Security # Home Phone
Elon dq oo H/I ; "y gg ..é%_g. (o pex @@

. 12~502-F1
%5 Al A

Apt. #
City

| State

Date of Bi

340

= TR
St i 55101 317
B. DO YOU OR ANY OF YOUR DERENDENTS RECEIVE MEDICARE BENEFITS?
Medicare Health Insurance Claim Number (HICN)

DYes D No. if Yes, please continue.
F Medicare Effective Date

e B S i

-l'\l'ame of Cove;;d Perso'r';(.:):

1. L2 3.

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly 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.

SELECT COVERAGE LEVEL F 00 NORVNITY | ey VISION TERMUFE | SHORETERM
Employee Only [ | s2025 (@) se7 (fj| sea2 |  sos0 )| se20 (§
Employee +1 [ | $41.10 $12.34 $4.92 $0.90
Employee + Family [ | $54.98 $20.36 $6.56 $1.80
NOtoALL Benefts [X| [ Ives [INo | [ Ives [INo | [Ives [INo | [lves [INo | [ves Clno

1This coverage is not available to residents of NH, Hl, or PR. 2STD is not available to ;ersons who work in CA, HI, NJ, NY, or RI.

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name

Relationship

D. REQUIRED DEPENDENT INFORMATION

Name | Social Security # Date of Birth ;Sex ' Relationship
= SENSRE S v BT TR [MI[E] | [Ispouse [ chitd (] Domestic Partner
Name Social Security # ' Date of Birth | Sex ] Relationship
1, S, oy e !t !IMlFl Cspouse[chid[Domestic Partner_
Name  Social Security # | Date of Birth | Sex | Relationship
s /4 IMI[E] [Jspouse[Tchid[Jpomestic Partmer
Name Social Security # Date of Birth | Sex Relationship
/7 M[E] Cispouse [ chid [ Domestic Partner

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

E. REQUIRED SIGNATURE

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

° pate O3/1 3/L0 (7 de Bt

This is an Essential StaffCARE Enrollment Form.

P> SIGNATURE G




Y

@ employer solutions staffing group. m Eg G m
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LIS TE T TN ID e -9% R e L T

Enhanced MEC Plan_Plan 1 “Beneiit Plan Admiipistrators, Inc.

Benefits Enroliment Form [ Rehire Rehire Date

Enmployeellnformation
Soclal Security Number

Name (First and Last)
hclercle_Beoh o g5 n-72

635 fller Al St et mhn SSlof

Gender LI Male | Marital Status % Singie | Date of Birth

' Date of Hira
|Phone Numb%:Fﬁmﬂle St [ Divarced Eméﬂldd_%sé’ 96
Cl2-SeL~S4|

Please Select Desired Coverage:

D Employee Only - |: Employee+Spouse - Employee+Child(ren) - [‘sszzrsli‘lx’- .
'$63. ee

$24.00/Week

$38.00/Week $36.00/Week

Social Security # Birth Date | 9% . Relatioﬁship

First Name MI : Last Name E r::a,a H spmi)omnemc?ﬂuim
socﬁl Security # Birth Dato | Sex Relationship

[ First Name ML Last Name El r::ale - SPE“"’DDEE::M Partner
SockslSecutty# | Birth Dats | Sex . Relationship

[Fist Name W, TastName B g’;ﬂe 0 SP"D““ Dgeﬁgfmu

Other coverage iniormation including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Emplayee Acknowledgement and Authorization - | hereby apply for the group benefit{s) as Indlcated. | acknowledge that all entries are true and complete and that
any misstatements or fallure to report information may be used as the basis for sancellation of coverage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premlums for covarages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

EMPLOYEES DECLINING W |___am DECL'N[NG_COVGI'EQG

1 understand that | and/or my degfandents, If any, waive any coverage and desire to participate in the plan at a later date. l/we may be conslidered a late enrollee and
must maet the requirements defined in the Certificate of Coverage for the company's medical or dental plans. If | decline enroliment for myself or my dependents
(including my spouse) because of other coverage, | may, In future be able to 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 relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, 1 may he able to enroll myself or my dependent, provided | request enrofiment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE
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Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com




