» employer solutions staffing group
Leveraging Resourcas in 2 Changing Markst : 3wk
Benefit Plan Administrators, Inc.
For Status Change Please Check: You MUST provide a supporting Document
£ New Employee [0 Change of Status Birth/ 0 Spouse Loss of Coverage Plan
[1 Rehire  Rehire Date ] Adoption [ Change
. O Marriage 21 Cancel Employee/Dependernts
Benefits Enroliment Form |

Divorce Date of Status Change:
Employee Information =/ . i e ; : G

Date of Birth Soctal Security Number

Name (Last, First, Mi) v

Camchnoe | 7Pty M 8l24{39 | 3194938715

Address . & City ) State Zip Code
3% 2aldaDrte Y [Pedvor | SC Z0673
ender [ Male Marital Status Phone Number: Date of Hire

[ Married [fsingle

L-lﬁ Female O pivoreed ﬁq "Li q‘é"?—%"’\ O \ \ \17-l 1S

Please Select Coverage Elected: Enhanced MEC Plan Email Address:
\ ~
Coverage Level : ' VW\W\’Y\\C){UD VA\Y\MA (O
hd T -

[J Employee+Spouse - $38.00/Week

[J Employee+Child(ren) - $36.00/Week [[] Family - $63.00/Week

Sex Birth Date Covarage Elected Add {Enroll} Change, or
Terminate
tast Name First Name M.l 1 Male [0 Add [J Change
- . Femai O Medical ;
Social Security # [ Female [ Waive [J Terminate

‘Be en
Sex Birth Date Coverage Elected Add (Enroll)‘Change, or
Terminate
Last Name First Name M.l I Male O wedicai [0 Add[J Change
Saclal Security # 71 Female [ waive 7] Terminate

Sex Birth Date Coverage Elected Add {Enroll} Change, or
. Terminate
Last Name First Name M.L ] Mate [J Medical 00 Al 3 Change
Social Security # [remale [ Wave [ Terminate

Other coverage information including Medicare/Vedicaid
NAME OF PERSON COVERED (LAST, FIRST, Ml):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgement and Authorization « | hereby apply for the group benefit(s) as indicated. | acknowledge that all entries are true and complete and that
any misstatements or failure to report information may be used as the basis for cancellation 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 prem!uﬁ for coverages | have elected.

IF ENRO%QU MUST SIGN H@E
Employee Signature ’ \‘*}_—% Date \ Z \ {0 \ \5
N

EMPLOYEES DEELNING ] Declining due to other co{erage‘ )

tunderstand that | andior my dependents, if any, waive any coverage and desire to participate in the plan at a later date. Ifwe may be considered a late enrollee and
must meet the requirements defined In the Certificate of Coverage for the company’s medical or dental plans. If1 decline enroliment for myself or my dependents
(including my spouse) because of other coverage, | may, in future be able to enroll myself or my dependepts in this plan, provided [ request enrollment within 34
days after the other coverage ends. in addition, if a new dependent relationship forms as a result of marrlage, birth, adoption, plasement for adoption of parting suit
of adoption, | may be able to enroll myself or my dependent, provided | request enroflment within 31 days of the event,

IF DECLINING- YOU MUST SIGN HERE

Employee Signature Date

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: ©52-767-8519 Fax: 952-767-8515
Email: Health@employersolutionsgroup.com




Vst 219301-EMP - | SEFICBUSE jocamon. Rehire Date | ___/__ ______

ENROLLMENT FORM - PLAN 2

ESC UNAV P2 v15.1

REQUIRED EMPLOYEE INFORMATION | BENEFIT SELECTION. cekly Rat
(Must Be Filled Out) , o ,
soi Sty Namber G| O 83 R R || Ko MOST skt gl oo oy b Yo
Date of Birth Q—s—j—a}i/iij—g— Sex @ Bmployee Only D Employee + Family
Name _4 \ { X Employee + 1 D NO to all indemnity benefits
Street A &\ OdQ QCIH FIXED INDEMNITY MEDICAL ( }
City E ]Qd“! ) ﬁ: State &Q_a Zip___&_Q.lS.. D vEs $20.91 Employee Only

, $42.44 Empl 1
Home Phone 19-8-ig_a-3:<_6—ﬁ—@- ‘@NO $56.67 EEEIZ?:Z:FamHy

This coverage is not available to residents of New
Hampshire, Hawaii, or Puerto Rico.

(] Yes o If Yes:
Medicare Health Insurance Claim Number (HICN) DENTAL

l:l yEs $6.17 Employee Only

~ Do you i? any dependents have Medicare?

Medicare Effective Date ____ | /1 . $12.34 Employee + 1
! eetive ae ENO $20.36 Employee + Family

Names of Covered Person(s)

1.

y TERM LIFE @

3. E" vES $0.60 Employee Only V
S / NO $0.90 Employee + 1

- — - N $1.80 Employee + Family

N

ame - SHORT-TERM DISABILITY t\
Social Security Number oo " D YES (J
Dateof Birth /o e ENO $4.20 Employee Only
Relationship: [JSpouse [ Child []Domestic Partner Short-Term Disability is not available to persons who work in

California, Hawaii, New Jersey, New York, or Rhode Isiand.
Name BENEFICIARY INFORMATION -~~~
For Term Life / Accidental Death & Dismemberment, please write
Social Security Namber " T in your bepeficiary information.
NAME OF BENEFICIARY
DateofBirth /[ g LC':I;& R : emick
Relationship: []Spouse []Child [ Domestic Partner REL AﬁONSHIP
Sibibgs

Name Accidenta} Death & Dismemt@xent is part of the Term Life Benefit.
Social Security Number 7 e

Date of Birth _._...___/_.....__/_._.__._— Sex

Relationship: [0 Spouse [ Child [ Domestic Partner

‘ ﬂ
v .;[?(derstand that opéif enroliment is only available for a limited time and I
coverage.

Date




