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Case Verification Number: 2018124124034RN

Report prepared: 05/04 /2018

Company Information

Company ID: 1284996 Company Name: ESSG - Corporate Management
Group

Client Company ID: 1284996 Client Company Name: ESSG - Corporate
Management Group

Employee Information

Name: Brian D. Bradley Date of Birth: 12/09/1989
U.S. Social Security Number; ***-#-1573 Employee's First Day of Employment:
05/04/2018

Citizenship Status: U.S. Citizen

Document Information

List B Document: Driver's license or ID card issued by a U.S, state or outlying possession
Expiration Date: 12/05/2019 State: Minnesota
List C Document: Social Security Card

Case Information

Current Case Result: Closed Case Submitted By: Zhilgheam Zepeda
Case Status: Employment Authorized Reason for Closure: Employment Authorized
Auto Close
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Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

Ainge dus ; e ! OMB No. 1615-0047
Uus.C ship and Immigration Services Expires 0373122019

P START HERE: Read Instructions carefully before complsting this form. The Instructions must be avaliable, either in paper or elestronically,
during completion of this form, Employers are liable for arrors in tha completion of this form.

ANTI-DISCRIMINATION NQTICE: I8 lilegal o discriminate against work-authorized Individuals. Employers GANNOT spacify which

document(s) an employee may present {o establish employment authorization and identity. The refusai to hire or continue to employ
an individual bacause the documentation prasented has a future expivation dste may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must compiate and sign Section 1 of Form 1-9 no later

than the first day of employment. but not bsfore aacepling a fob offer )

Last Name (Famlly Name) " | First Name (@iven Name) [Middle inital | Other Lest Names Used ffany)
Bradley | Brian | D | NA

Address {Strast Number and Name) Apt. Number | City or Town :sm ZIP Code

119 winnipeg 1 St Paul |MN 55117

Data of Birth {mmAfdfyyyy) | U.S. Social Security Number : Employee's E-mall Address Employes's Telephone Number
12/05/1989 g T1-[TTT] | Bradieyb7414@gmaip.com 763 453 8087

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

| attest, under penalty of perjury, that | am (check one of the following boxes):
1. A ciizen of the United States

() 2. A noncitzen national of the United States (See insimuctions)

() 3.Alawful permanent resident  (Allen Registration Number/ISCIS Number):

g 4. An allen authorized to work  until {expiration date, if applicable, mm/dd/yyyy):
Some allens may wiite "N/A" in the expiration date field. (Sse instruciions)

Allens authorized to work must provids only one of the following document numbars to camplale Form 1-9: e g
An Alian Registration Number/USCIS Number OR Form -84 Admission Number OR Forelgn Passpart Number,

1. Alien Registration Number/USCIS Number:
OR

2, Form {-34 Admission Number:
OR

3. Foreign Passpart Number;
Country of Issuance:

Signature of Employse

Tutsy's Date (mmAddlyyyy) May 2, 2018

Brimofmdey Lt il

Preparer and/or Transiator Certification (check one):
@] | did not use a preparar of fransiator. A preparer(s) and/or translator(s) assisted the employes in complating $ection 1.
(Fiefds below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

1 attast, under penaity of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledga the information is true and corract,

Signature of Preparer or Translator 7 Today's Date {mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name}
Addrass (Stree! Number and Name) Clty or Town State ZIP Code

@ Emplover Completes Next Page @]

Form1-9 0771717 N Page 1 of 3



Employment Eligibility Verification USCIS
Department of Homeland Security Farm 1-9

I s A OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires OR312019

Bection 2. Employer or Authorized Representative Review and Verification
(Eraplayers or théir autharized representative must comglete and sign Sectian 2 within 3 business days of the employae’s first deg af employment. You

must physically examine one tdocument fram List A OR & combingtion of one document from List 8 and ene doeument from List s listed on the "Lists
of Ageeptable Dozuments. )

Employee Info from Section1 | {“ 2\ (F B‘N_énf/)‘ [ {' c {Given Name) ._..iﬂjl. CIZ;:T lgl!mmlgraﬂnn Status
ListA OR ] ListB AND ListC
idantity and Employment Authorization Identity Employmant Authorization

 Docyment Tile Documem Tifie ocument . .
T i 3 kﬂwﬁl“‘ef ID TSOLX;:EgCC(,V’iH CMJ

ssuing Autho u o ing Authgr "
wusal Stle of MV BUEN S b ady

acument Number cumen| nt
- 0 20154361 . 35080 - 1573
Expiration Date {If any){mm/idd/yyyy) Explraﬁo.n Date (if any)(mm/ddiyyyy) Explration Date (Fany){mm/dd/yyyy)
—0S- 20149 N A

Dooumant Titie

Issuing Authority Additional Information e AL
Document Number
Llixplraﬁcm Date (i any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Explration Date {if any)mm/ddiyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document{s) pressnted 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
employes Is authorized to work In the United States,

The employes

i of Employeqo Re ve { Today! bata( m/ddlyyyy) | Titla) loyer or Authoriked Representative
il Al < oe

Fi ie of oyer 9¢ Authorized Representative | Employer's Business or Organization Name
\ ltC.'.\ QA A EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Addrass (Straet Number and Name} City or Tawn™— Stste | ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344

Begtion 3. Reverification and Rehires (Te be complefed and signed by employer or authonzed rapresentative }

8, New Nand (7 2aglcabie] T . T " [B: e of Rehies 17 apalicabie)
Last Name {(Famliy Name) First Name (Given Name) Middle Initial Date (mm/ddlyyyy)

[G: 17 the Empibyet's pravious Grent of emplpyment auThorization hab eXgIed, ATovids e nformafion for te Baamant or rételpt thef estbiishes
pprtiauing employmerit authorization In the spage provided beiow. ’ 3
Document Title Document Number Expiration Date (i any} (mm/ddivyyy)

1 attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s), the document{s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authonized Representative | Today's Date fmm/ddiyryyy) Name of Employer ar Authorized Representative

Form 1-9 071717 N Page 2 of 3






py W PO Box 46270
e : Minneapolis, MN 55344-9956
Tel: 952.835.1288

www.esgstaffingsolutions.com

arnoloyer sohutions stafing groun -

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _Bradley First Name _Brian Middle Initial °
Street Address __ 119 winnipeg Aptiste 1
City/Stateizip _Stpaul mn 55117 Social Security Last Four XXX-XX-
Phone Number /63453 8087 Email Address Bradleyb7414@gmaip.com@ -

Staffing Agency/Recruitment Partner ____Jamie Ready

All offers of employment are conditional upon satisfactory proof of |dentity and legal ability to work in the U.S.A.

Are you legally authorized to work In the United States of America? @I YES (INO
Applicant Certification and Authorization

i authorize Employer Salutions 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 employars, except as Indicated In this application,
regarding my previous duties, responsibilifies, performance, compansation and aligibifity for rehire.

] uncierstend thet @ camprehensive background check may be conducted to determine my eligibility for hire by certaln cllents of ESSG.
This may Include but is not limited to, investigations of oriminal and/or conviction racords, driving records and/or a drug screen 1est as
required by cllents, government regulations or by ESSG policies.

1 releasa ESSG and other persons or entities from any olaims that might be based on ESSG's decision to conduot a background check,

| certify that all statements made In my application are true and accurate and that | hava not omitted any material information.or provided
false or misleading information. | understand that any material omission or misrepresentation will result In my disqualification from
conslderation for employment or, If discovered after | begin emplayment, will result in my termination.

If hired, | agrea fo abide by the policles and procedures of ESSG.

Brian Bradley %%ﬁ- May 2, 2018

Neme (Pnnt or type) Applicant's Signature “Date

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

For ESSG Office Use Only
DOH NHW I8 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
{If applicable)
For ESSG Client Use
DOH ROP Work Site Log, : WC Cods

ESSG - CMG-NSTW4 Rev. 04/2017



Form W-4 (2018)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legislation
enacted efter it was published, go to
www.irs.gov/FormWwa4,

Purpose, Complete Form W-4 so that your
employer can withhold the correct federal
incoma fax from your pay, Consider
completing 8 new Form W-4 each year and
when your parsonal or financial situation
changes,

Exemption from withholding. You may
claim exemption from withholding for 2018
if both of the following apply.

* For 2017 you had a right to a refund of all
federal Income tax withheld because you
had no tax [iabllity, and

* For 2018 you expect a refund of all
faderal Income tax withheld because you
expeat to have no tax liabliity.

If you're exempt, complete only lines 1, 2,
3, 4, and 7 and sign the form to validate it.
Your exemption for 2018 expires February
18, 2019, Ses Pub. 505, Tax Withholding
and Estimated Tax, to learn mare about
whether you qualify for examption from
withholding,

General Instructions
if you aren’t exempt, follow the rast of
these Instructions to determine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld, For regular
wages, withholding must be based on
allowances you claimed and may notbe a
flat amount or percentage of wages.

You can also uge the calculator at
www.irs.gov/W4App to determine your
tax withholding more accurately. Consider

Form W"4

Degartment of the Treasury
Intemna) Revenue Servica

using this calculator If you have a more
complicated tex situation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage Income
outside of your job. After your Form W-4
takes effect, you can also use this
caloulator o see how the amount of tax
you're having withheld compares to your
projected total tax for 2018, If you use the
calculator, you don't nead to complete any
of the workshests for Form W-4.

Note that if you have too much tex
withheld, you will recelve a refund when you
file your tax rstum. If you have too little tax
withtheld, you will owg tax when you fils your
tax return, and you might owe a penalty.
Fllers with multiple jobs or warking
spouses. If you have mare than one job at
a time, or if you're married and your
spouse I8 also working, read all of the
Instructions Inoluding the instruotions for
the Two-Earners/Muitiple Jobs Warkshest
before beginning,

Nonwage income. If you have a large
amount of nonwage Income, stich as
Interest or dividends, consider making
estimated tax payments using Form 1040-
ES, Estimatad Tax for Indlviduals,
Otherwise, you might owe additional tax.
Or, you can uss the Deductions,
Adjustments, and Other Income Workshest
on page 3 or tha calculator at www./rs.gov/
W4App to make sure you have enough tax
withheld from your payoheck. if you have
pension or annuity income, see Pub. 505 or
usa the calculator at www.im.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident aflen, if you're a nonresident
alien, see Notice 1392, Supplemental Form
‘W-4 Instructions for Nonresident Allens,
before compilsting this form.

Separate here and give Form W-4 to your empioyer. Keep the worksheet(s) for your recoris,
Employee’s Withholding Allowance Certificate

» Whether you're entitled to clalm a certain number of allowances or examption from withholding Is
subject to raview by the IRS. Your employer may be required to send a copy of this form to the IRS,

Specific Instructions

Persaonal Allowances Worksheet
Complete this worksheet on page 3 first to
datermine the number of withholding
allowancas to olaim.

Line C. Head of household please note:
Generally, you can claim head of
household filing status on your tax return
only if you're unmarried and pay more than
50% of the costs of keeping up a home for
yourself and a qualifying Individual. See
Pub. 5071 for more Information about filing
status,

Line E, Child tax credit. When you file
your tax return, you might be eligible to
claim a credit for each of your qualifying
children. To qualify, the child must be
under age 17 as of December 31 and must
be your dependent who lives with you far
more than half the year. To leam more
about this oredit, see Pub. 872, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit into account,
follow tha instructions on line E of the
workshest, On the worksheet you will be
asked about your total income. For this
purposs, total Income includes all of your
wages and other Income, Including incomne
eamed by a spouse, during the year,

Line F, Cradit for other dependents.
When you file your tax ratum, you might he
sligible to claim a credit for each of your
dependents that don't qualify for the child
tax credit, such as any dependant childran
age 17 and older. To learn more about this
credit, see Pub, 505. To reduce the tax
withheld from your pay by taking this oredit
into account, follow the Instructions on line
F of the workshest, On the worksheet, you
will be asked about your total iIncome. For
this purpose, total income Includes all of

OMB No. 15§46-0074

2018

1 Yourfirst name and middle initial
Brian D

Last name Bradley

2 Your social security number
320841573

Home address (number and street or rural routs)

119 winnipeg

3@ singee O

Married ()] Manied, but withhald at higher Single rate.
Note; if mamed (ling separately, check *Married, but withhold at higher Single rate.”

Gity or town, state, and ZIP code
St paul mn 55117

4 If your last name differs from that shown on your social security card,
check here. You must call 800-772+1213 for a replacement card, =g

§  Total number of allowances you'ra clalming (from the applicable worksheat on the following pages) . .

6  Additional amount, it any, you want withheld from each paycheck

7  |claim exsmption from withholding for 2018, and | certify that | meet hoth of the followlng oond.tlons for exemptlom
« Last year | had a right to a refund of all faderal Income 1ax withheld because | had no tax flabllity, and
» This year | expect a refund of all federal income tax withheld because 1 expect to have no tax llability.

i you meset bath conditions, write "Exempt" here .

5|1
[ 3]

7]

Under penalties of perjury, | declare that | have examined this certificate and to ’tha best of my knowledge and belief, it Is trua, comeot, and complete.

Employes’s signature By Baslzy
(This form is not valid unless you sign it) e toisess e Dato » May 2,2018
8 Employer's name and addrass loyer: Complste boxes 8 and 10 if sending to IRS and complete ¢ Firat date of 10 Employur identtication
box‘ggy 8,8, and 10 f sending to%&’t’e Direstory gf NewH rma.)a s = employmen nungb? (EINa)
For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 102200 Form W-4 (2018)



SIS A2 SORITONS BRTINE g hup

Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroil Debit Card.
If you do got provide a written election, wages will be prid by P Debit Card.

[l

| Booployee Nome o2 Bradley

Note: Direct Deposit accounts may take up to 7 days to be activat
I umderstand and acknowledge that if I do not provide a i
voided check with this direct deposit form, T am I
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,
Acconnté

b 05/02/2018
Account Type: | Checking]T] Savings [T} Oher ____ | mitial BB Date 05/02/.

»  To help us uvoid making an crror, please attach a copy of a voided check, (a deposit slip will not work)
- Ifyouchnugabanlca,.donotuloseyouroldbankaeconmuntﬂyuwdkecldeposithasmdmthenewbmk,wlﬁchmaywcupnyperiod&

CSECTION SEPANROUED BT CARD

Fedamllawmquircsallﬁnmcialinstitutionstoobtain.verify.andrwordinﬁnmaﬂonﬂmtidauﬂﬁeseanhpmonwhoopmanamnn&lnmﬂerto
request a Payroll Debit Card far you, we must provide all of the following information that will enable the financial institution to identify you. If
yuudonotsuhmitaDirectDeposithaymllDebitCaszuﬁmﬁnﬁon,ESSGwﬂlpmvidathenecmarymfmmaﬁnnandissueyou a Payroll Debit
Card to pay your wages, Far your protection, the financial institution may ssk you to provide them additional identification information so they can
verify your identity.

Except for the ronting and account mumber, ESSG does not have aceess to any information regarding your Payroll Debit Card account or
transacﬁnns.Onyomﬁrstpayday.youwinreeetveyunrncwl’aymﬂDebitCaxd,andapachtcomahinganofﬂletemsandcondiﬂm.Youwm
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 (a8 vou want your Payroll Debit Card o be lssed)

E Update Bank Account
Bank Name:

Routing#

First Name oo ML n P“"Nm Bradley P2 12/05/1989
* Streot Address 0 R0x NOT ACCTFTABLY 119 winnipeg Sociel Security? 320841573
City St Paul State g Zp  5ei06 : Cell Phone (mobils) 7e3 gea gna7

| RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Dobit Card)

iPaymllDehitCardRoming# ‘iraymnnsbitCmﬂAccoum# ! ! K"'é 5 E [Qﬂ 2 WY Do 9 g

{I'nave received my Payroll Deblt Card, welcome brochure, program fees, program werms, conditions. und disclosures. By activating my Payroll Debit Card,

I am agresing 1o the program terms, conditions. and disclosures that are included or made avefiable 10 1oe fom time io time from the financial instiution. |
ayuthorize the financial instirmion to debit my Pryroll Debit Card account for the fees described in the fee schedule thet is part of the program tenmns,
conditions, and disclosures,

Employee’s Signature: fimdredicsTay 120
SECTION 5 AUTHORIZATION

I mythorize ESSG 1o dircctly deposit my peniodic wages/compensation psyments. net of required tax witilhakiings, other required withholdings
or authorized deduetions, into my acoouni(s) as designated sbove and 1o initiae, if necessary, debit enmios and adjustmentsfor any credit entries
wade in error to my gecount(s), * E-mail is required for pay stub information.

Date: May2,2018

*E-mail: bradleyb7414@gmail.com _ @
this information will anly be used to send your paystubs electronically

Date: May2,2018

Briar Coouley iy 2L 20

Employee’s Signature:




DEPARTMENT W-4MN
] B B OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Ernployees

You rmust complete and give this form to your employer if you do any of the following:

+ Claim fawer Minnasota withholding allowances than your federal allowances

+ Clalm more than 10 Mirnesota withholding allowances

* Want additional Minnesota tax withheld from your pay each pay period

» {aim to be exempt from federal withholding or claim to be exempt from Minnesota withholding

Do not complete this form if you are clalming the same number of Minnesota allowances as federal and the number clalmed is 10 or less.

Empioyes's fist name and intfal Last rame Employee’s Sutit] Security nuraber
Brian Bradley 320841573
Permanen: 3:ddress | Marital status {check one box}
119 winnipeg : %&ﬂfﬁﬁr&&m”mmi .
aty Siate 2IP code Married
St paul mn 55117 Married, but wiihold at higher Singl rote

\J
Employees: Read instructions on back, complete Saction 1 OR Section 2, slgn and give the completed form to your amployer. {Do not complste
both Section 1 and Section 2. Completing bath sections will make the form invalid.}

— Section 1 ~ Determining Minnesota allowances

Complete Saction 1 If you clalm fewer Minnesota allowances than your federal allowances, AND/OR if you want addhiona! Minnesots withhold-
Ing deducted each pay pariod.

1 Total number of federal allowances claimed on federal FOrMW-8 .. ...ouvvrneerrornnonns. P00 JhOg R | .1
2 Total number of Minnesota allowances (line 2 cannot be more than i@ 1) ....ovveveveiivniornceeeesns@ 1
3 Additional Minnesota withhelding you want deducted each pay period. ......... 76 0600 b ol el el S Gl S P

1 section 2 — Exemption from Minnesota withholding
Complate Section 2 if you clalm to be exempt from Minnesota Income tax withhelding [see Section 2 instructions for qualifications). 1= applicable,
check one box balow to Indicate the reason why you belleve you are exempt: ;
)11 meet she requirements and claim exempt fram hoth federal and Minnesats Income tax withholding.

Zven though | did not clalm exempt from federal withhelding, | clalm exsmpt from Minnesota withholding because | had no Minnesota
income tax liability last vear, | recaived a refund of all Minnesota ihcome tax withheld, AND | expect to have no Minnesota income tax ‘labllity
this year,

[ﬁ My spouse [s a military service member assigned to a miiitary |ocation in Minnesotz, my domicile (legal residence) is In another state, AND |
am in Minnesota solely to be with my spouse. My state of domicfle Is

Di amn an American Indlan living and working on a reservation,

lam a member of the Minnesota National Guard or an active duty U.S. military member and claim exempt from Minnesota withholding on

my military pay.
DJ receive a military pension or other mifitary retiremant pay as calculated under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and tlaim exempt from Minnesota withholding on this radrement pay.
{ certify that all information provided in Section 1.OR Section 2 is carrect. | understand there is a $500 penalty for filing a faise withholding allow-
ance/exemption certificate. :

e e 7 Hanlly * May2,2018 FYIMERNS 763 453 8087

Employees: Give the completed form to your employer.

Employers

If you are required to send a copy of this form to the Department of Revenue (see Instructions), you must enter the employer information below
and mall this form to: Minnescta Revenue, Mall Station 6501, St Paul, MN 55146-6501. {Incomplete forms are considered invalid.} A $50 penalty
may be assessed for each requirad Form W-ANMN not filed with the department,

Keep a capy for your records.

Name of employer } Federal empioyer ID number {FEIN} Minnasata tax 1D number
|

Address City State 21P code

We12/17) Questions?  Website: wwwi.revenue.state.mn.us. Email: withholding.tox@state.mn.us. Phone; 651-282-9999 or 1-800-657-3594,



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Brian Bradley
{First) (Middle) (Last)

Employee Name:

Former Name(s) and Dates Used:

04/2016 119 winnipeg aptl

Current Address Since:

(Mo/¥r) (Street) (City) (State/Zip)
Previous Address From:

(Mo/yr) (Street) (City) (State/Zip)
Previous Address From:,

{Mo/Yr) (Street) (City) {State/Zip)
Social Security Number: 320841573 DOB: 12/05/1989

Phone Number: 763 453 8087

Driver's License Number/State: W°8320754361.1

The information contained in this application is correct to the best 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 social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal 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 to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLE or its agents. | further authorize the complete
release of any records or data pertalning 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 maintain all information received from this authorization in a confidential
manner In order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Signature: %iﬁ%- Date: May2,2018
Notice to CA, MN, and OK Residents:

Please check the box below if you wish to receive a copy of a consumer report that is requested.
[&l# wish to receive a copy of any Background Check Report on me that is requested,




EMERGENCY CONTACT INFORMATION

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

Employse Name: Brian Bradley

Address: 119 winnipeg
763 453 8087

Home Phone:

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an:emergency
Contact #1 Home Phone:
Name: Navis Gadley Cell Phone: 651-432-1403
Relationship; Family Work Phone:
Contact #2 Home Phone:
Name: Charlene Powell Cell Phone:  651-336-6657
Relationship:  Family 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.




.
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STATEMENT OF CONFIDENTIALITY

This agreement made this&__day of , 201 K, between
Empl Sglutions Staffing Group LLC, hereinafter referred to as “employer”,
and NS WAN 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.

.
2riav Bradley .‘a.li.lﬂ.ll?

Employee Signature

| I
s

?{;F‘ =y e \
0 e\
Employer Solutigns Staffing GroﬁgLLC, Representative

-h—_._.“__..-—--—‘"/

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

Attend all scheduled appointments. While on physical limitations, visits should
be 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 Report 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 perform 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.

Notify your empiover Iimmediaiely of any new injuries or conditions that impact
your physical condition.

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 receive
compensation for the time away from work. The physiclan must complete a
Report of Workability.

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

SiQHEd: Brvn Bredley May::.zn:g

Printed Name: Brian Bradley
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Im portantilmportante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, desiroyed, lost in the mail, 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

S! un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el corren,.stc), usted debe notificar a su reclutador de personal que el chegue no
se puede encontrar. 3] se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemifir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a fa policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo chegue y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); _Brian Bradley

§1gnaturelFlrma:
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ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employses 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 workplace 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.

(5) Provide safety training in a language and vocabulary workers can
understand.

BESSG 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

» Responsibility to use personal protective equipment and clothing as directed
by the host employer
Responsibility to report workplace hazards and dangers
Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

s Right to refuse unsafe work

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

o Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



pmab AR Jo} /e b ¥ vy
Errnlcyer SoItons staliing srouk.

o 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

o 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 or 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 13 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 telephoning
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 workplace safety will endeavor o protect any employee who may have
been subjected to unsafe or hazdardous 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 it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7578 with any
questions I may have 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
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Brian Bradley

Employee’s Signature:

Date: May2, 2018

frian Bradley [Vay 3, 102,
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employer solutions staffing group..

Notification of Minnesota Law Requirement —
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

Job assignment from a staffing service, (1) fails without good cause to
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.

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

Employee (please print your name here)

CMG_SM - Rev. 08.201:



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | 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 poliéy and | am aware and fully

understand: (a) the pollcy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (¢) my rights under the pollcy 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. 1|
understand that this policy in any form, and any employee handbook Including this
policy, are not a unilateral employment contract or offer thereof.

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component {blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

Buianfrze'loy ey 2,200

Individual’s Name
May 2,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 0050 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1600

mﬁﬁ%’%ﬁm ' B Infonmation about Form 8850 and its separate instructions is at www.irs.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname Brian Bradley Social security number > 320841573

Street address where you live 119 winnipeg

City or town, state, and ZIPcode  Stpaul mn 55117

County Ramsey Telephone number 763 453 8087

If you are under age 40, entar your date of birth (month, day, year)  12/05/1989

1 [T1 Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 Check hera if any of the following stataments apply to you.

» | am a member of a family that has recelved assistance from Temporary Asaistance for Needy Familles (TANF) for any 8
months during the past 18 months.

* | am a veteran and a member of a famlly that received Supplemental Nutrition Assistance Program (SNAP) bensfits (food
stamps) for at least a 3-month period during the past 15 months.

* | was referrad here by a rehabilitation agency approved by the state, an smployment network under the Ticket to Work
program, or the Depariment of Veterans Affairs.

* | am at least age 18 but not age 40 or oldsr and | am a member of a famlly that:
a. Recelved SNAP benefits (food stamps) for the past 6 months; or
b. Recalved SNAP bensfits (food stamps) for at Ieast 3 of the past 5 months, but is no longer eligible to recelve them.

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

¢ | received supplemental security income (SSI) benefits for any month ending during the past 60 days.

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

8 Cheok here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

H

Check here if you are a veteran entitied to compensation for a service-connected disability and you were discharged or
releasad from active duty in the U.S. Armed Forces during the past year,

4]

ID Check here if you are a veteran entitled to compensation for a service-connected disabllity ahd you were unemployed for a
~ periad or periods totaling at least 6 months during the past year.

Cheok here if you are 8 member of a famlly that:
» Recelved TANF payments for at least the past 18 months; or
* Recejved TANF payments for any 18 months beginning after August 5, 1897, and the earllest 18-month period beginning
after August 5, 1887, ended during the past 2 years; or

= Stopped being eligible for TANF payments during the past 2 years because faderal or state law imited the maximum time
those payments could be madse.

~

Check here if you are in a period of unemployment that Is at least 27 consacutive weeks and for all or part of that period
you raceived unemployment compensation,

Signature —~All Appiicanis Must Sign

Under panaltias of parjury, | declare that | gave the above information to tne employer on or before the day | was offerad a job, and It is, to the best of my knowisdge, trus,
correct, and complate,

Job applicant’s signature B &run criol, Date May2,2018
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat, No. 228511 Form 8850 (Rev. 3-201)

TNy, 20




Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE | = | o TAX

LSpacialisis iy iox Credit Kdminictration.

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
{ First Name: Last Name: Suffix: Street Address: City/States Zip:
i Brian Bradley 118 winnipeg St Payl 55117
SS#: Date of Birth: Age: Have you worked for | If yes, location:
this co before?
320841573 12/05/1989 28 Yes 03 N [®) N/A
Please complete all questions, and sign and date the form, Yes No
1. Have you or has anyone living with you réceived Temporary Assistance to Needy Families (TANF) O @
at any time since August §, 19972 (i yes, please provide information below.)
Name of the person receiving benefits: Relationgbip to you:
City: Coumnty: State:

2. Haveyon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? @) @
(I yes, please provide information helow.)

Name of the person recciving benefits: Relationship to yom:
City: County: State:
3. Haveyou received Supplemental Security Income (SSI) at any time within the past 3 months? ®@ O

Please note, this is not the same as Socinl Security benefits (SS) or Social Security Disability (SSDI) benefita.
*[f you chucked yes please provide a copy of vour SSI documemation.

4. Have yon received any type of vocational rehabilitation services within the past two years? O @
1f yes, please indicate which type of agency you worked with and provide their location information below:

[C] Vosational Retbilitation Agency ] Dept. of Veterans Affuirs [[1] Employment Network (Ticket to Wosk Program)
Name of Agency: ____ Phone#;

City: County: State:

*Ifvou checked yes please provide a copy of your active Individual Work Plan and Ticket o Wark documentation.

Q
©

§, Areyou a Veteran of the U.S, Military? *ifves, plense provide a copy of your DD-214 and letter of separation.
(If yes. please provide information below, If no, please continue to question #6.)

Dates of Service - From: To:
Branch of Service:
Are you entitled to or are you receiving compensation for a service-connected disability? @ @_
6. Have you been unemployed at any time during the last 12 months? O @
I yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment? @ O
If yes, in which state did you receive unemployment comnpensation? __
7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? Q (O]
Conviction Date: Release Date:
Was this a [ ] Federal or [ State conviction? If Swte - County: State:
:  Additional Tax Credits :
IEC (Native American): Are you or your sponse a member of a Native American Tribe” O @

Ifyou checked yes please provide a copy of yeur CDIB card.

CA Residents: [[] Are you the child of foster parents? [[] Do vou receive CalWorks? [ Workforoe Investment Act?
Are you a migmnt or sersonal farm worker? [] Have you ever been coavicted of a misdemeanor?

SC Residents: [[] Do you receive Fumily Independimee Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalifes of perjiny, 1declare the information ahave 1o be true and accurate to the best of my knowledge, and [ hereby authorize any agency. organization, or
Individuals w supply such verification or informatinn that may be needed to determine tax credit elignbilte: to iny emplayer, employer regresentanvs (Associated
Cansultunts, Juc. dba Remronxx). or the Deparnnent of Labor.

New Employee Signature: %%‘ Date: May 2,2018




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.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

Under penalties of perjury, I declare that this information is true and correct to the best of my
knowledge.

New Hire's Signature; g5 o Date May2,2018

New Hire Name; __ Brian Bradley

Social Security Number; 320841573

Employer Name:

Please check the statements below if they apply to you.
L0  1declare 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,

L7

M | declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice: ;

The Intema! Revenue Code of 1888, Secfion 51, as amended and fis enacfing logisiafion, P.L, 104188, specify that the State Workforca Agencies are the
“designated” agencles responsihls for administering the WOTC ceriification procedures of this program. The information you have provided completing this
form will be disclosad by your employer to the State Workforce Agency. Provision of this information is voluntary; however tha information 1s retuired o
dstermine your employer's eligiiity for the federal tax credit

N @ B 8 it e S 6 6 4 Sy 0 | o g { S 4 8 Gowd 8 MRS S G 3 ¢ i ¢ e § C M " S o b M 4 Aee § 3 S $ 7 GG S S G G S G o 4 8 S 4 A § - % AP 8 & v 5 —

Public Burden Statemant;

Parsons are not required fo respond o this colieciion of information unless & displays a cumently valid OM B control number, Respondeits' obfigation to
complate this form Is required to obtaln or retain banefs (P.L. 111-5). Public reporting burden is estimated to average 10 minuies per respansa, ncluding the
time for reviewing instrucions, searching exisfing data sources, gathering and malntaining the data needed, and complefing and reviewing the collection of
Information. Ssnd comments regarding this burden estimate to the U.S. Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.G. 20210 (Papamwork Reduction Project 1205-0371). Please do nol submit complated forms to this address.

117-

ETA Form 9175 (Rev. November 2016)
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Enhanced MEC _Plan 1 =8 %G

PRSI Gt s

Benedits Enroliment Form New E
LmpiotcEligiomiatic iR SRR

Narne (First and Lasi}
| _ _ i
Adziress i City Stats Zip Code
Gender 1) Wele | Mearital Status || Srgie | Dats of Birth Dets of Fire
[] Female {D Mar:ted Divorced
Phone Number: Email Addrass:

Please Select Desired Coverage:
Employee Only - [J] Employee+Spouse - [ ]| Empioyee+Child{ren) - ] Family -
] O B,

$24.00/Week $38.00/Week $36.00MWeek 3.00/Week
[EeaEay: _f::__}_mi'-'.‘ S -=s':g,;.:,_.:' L T T T AR 3R %ﬁ#”""? f’*-“*lf‘i‘-'f-‘—‘i“-ﬁ.'..av-f‘;"’_a_'e ) e
pepdent - . . o lsmm e — i .._..Rekﬁ@ AT
I o ‘ Male soouse (1 camna [
! Bithate | 8ex Relationship
'Fli"!-a"m_f: Vi Last Name T E ;?aa j:mmgug?;mer
[Pepergom R R -_...__.i_s;@éu;m_#__ ——— e -ﬁ_ﬁ.m? :
busiees W el O, | el ol

58,

e fironRa ol dino e dicarail adicai Rl
NAME OF PERSON COVERED (FIRST, LAST):

Sapieed A aodedl sames anl fadinvzadios - | hereby apply for the group benefit{s) as Indisated. | acknowledge that all antries are true and complate and that
any misstatements or failurs to report Information may ba used as the hasis for cancellation of coverage for ma and my dependent{s), if any, from the orlginal
effective date, Further, | authorize my employer to make the necagsary payroll deduction of premiums for coverages | have elected.

iF ENROLLING - YOU MUST SIGN HERE

Employes Signature : oate  May2,2018
ENPLOVEES DECUNING | am DECLINING coverage

l undarstand that | and/or my dependants, If any, walve any coverage and desire to participata In the plan at a fater date, {iwe may ke considered a late enrofiee and
must meet the requirements defined in the Certificate of Coverage for the sompany's medical or dantal pi If 1 deciine enroliment for mysalf or my dependants
{inclutiing my spouse) bagause of gther coverage, | may, in futurs be able to enroll myself or my dependents in this plan, provided | request enrofiment within 31
days efter the other coverage ends. In addifion, If a new dependent relationship farms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroll myself or my dependant, provided | request enroliment within 31 days of the svent.

IF BECLINING- YOU MUST SIGN HERE

Employea Signature Date May 2’ 2018
Empioyer Soluiions Swmfing Group Heaith Banefits Taam
PO Box 46270
Mirneapolls, MN 55344

Phone: 862-787-8519 Fax: 852-767-8515
Emgil. Health@employersoiulionsgroup.com



Fixed Indemnity Medical Benefits_Plan 2

VS 219301-ESG-1 _OFF;E USE OMY L,\_,um ION
ENROLLMIENT FORM
AR O UIRE D EWDIO Y EE INEORU IO

Neme Soc'al Sacury ¥
Acdress

Ciy Swmte

Me_dcara Reslth Insuran:e Claim Nu- .ba' {, |CN

Nams o Covered ~srsor 8):
'S,

qana1,‘_.ma=x,‘=-‘ﬂ LTI T I AT R

RGeS EDICATE S HE RIS

D e

R_e'-iz-e Date

/ /

e i ¥ i st ¥ . e e

ESC CUUS\AP-VIM 1vid.2

L‘O."'I’B Bhone

;‘.-’.e.s No. If Yes, olease continue.

Mzdicare THacsive Date

3.

e i A 148t pienS

y Companion Lite Insurence Company.

FRB“&E? US??\.G BLACK or BLUE iN {Wiust Be Flﬁed Gu'k)

se'IfI‘|:|

A B

Dats of Birth
; 7

Pr.yraii Ded uc‘:t'ad Weakiy Raﬁes

You MUST select a covaragn leval oe‘fore any wnaﬁts in Sectwn C. Your c«varage 2 leve! for the all benefits in Section C will be
idencical. The Fixad Indemnity Madica! Pian, Dersal Plan, Term Lifa Plan and Short-Term iJisability plans are underwritien by BCS

Insurance Company. The Vision pian is underwritien b
SELECT COVERAGE LeveL 0o INORMINTY S penpay VISION . TERWI LIFE ﬁgfg;fg&‘,ﬂf
Zraploy2e Only $20.25 $6.17 -r $2.42 | $0.60 . oy $4.20 .«k
Employee + $41.90 $12.34 $4.92 £0.90
Employee + Family $£54.88 $20.35 ; $6.56 $1.80
NO o ALL Benefiis @ | Qj‘(es Q] No gYes DiNo Yes g No Yes 1 No Yes @ No

1 This coverage is no available 20 residents of N, i, or PR “STD is not avallable to pesans who work in CA, Hi, NJ, NY, or Rl

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

Nama Relationship

Soc al Secun‘y Da*e 01‘ er‘Jw Sax _ ’(ezat onsh.

/o D EDD Spouse E Child D Domestic Partner
Name Social Security # Date of Birth_ Sex lationship

il @ SpouseD] Chilo DDomes‘d: Pariner
Name Social Security # Dete of Birth__Sex Reletionship

!/ f DE] [Mkpouse ﬁ Child UDomestic Partner
Name Social Security # Date of Birth  Sax Relationship

/7 Spouse O Cw?lcu Domestic Partnar

| have read the be"ent packet. and understand its mitations. | understend tha ooen en nioliment is on y available ‘or
& limited time and | understand that msking ne benefit selection 's & declination of coverage.
oare M35 D> SIGNATURE

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

This s 5n Sssernz! SteffCARE Enroliment Form.



