EMERGENCY CONTACT INFORMATION

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



OFFICE USE
ONLY

VSI-IND 219301-EMP

LOCATION

; ;
: / /
Rehire Date ___ " ' _

ENROLLMENT FORM
Lo

PRINT USING BLACK or BLUE INK

(Must Be Fllled Out) /
Social Security Number ~ L D __~___;_
Dateof Bith 2/ Y T/ 715 g ..
Name AN T N ! N —
Street Address (N UeA
City Nw 1 g Vivvy/ State U~ Zip £ ¥ < .

Home Phone

- : Do you or any dependents have Medicare?
[1Yes [INo If Yes:
MedLgare Health Insumnce Cl;um Number (HICN)

)., YA—ro {
LY v) AN \'," P

)

) . Y70 &
Medicare Effective Date !

T\dmcs of ( ov eud PCIS()]I(Q)

b !

1.
2.
3

_ ),

REQUIRED DEPENDENT INFORMATION

Name

Social Securm Number

Date of Birth ___’i__/.___——— Sex ..

Relationship: [J Spouse J Child [ Domestic Partner
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FIXED INDEMNITY PLAN
SELECT COVERAGE LEVEL

| You MUST select a coverage level before adding any benefits. Your
coverage level will be identical for each benefit.

[____J Employee Only

D Employee + |

Weekly Rates

D Employee + Family

FIXED INDEMNITY MEDICAL

NO to all indemnity benefits..
$20.91 Employee Only
$42 .44 Employee + 1

NO  $50.67 Employee + Family

\ This coverage is not available to residents of New
Hampshire, Hawaii, or Puerto Rico.
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$0.60 Employee Only
$0.90 Employee + 1
$1.80 Employee + Family
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BENEFICIARY INFORMATION

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

NAME OF BENEFICIARY

RELATIONSHIP

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

SHORT-TERM DISABILITY Q.E\ |
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Shoxt-Term Disability is not available to persons who work in

| California, Hawaii. New Jersey. New York. or Rhode Island.
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' NO to MEC Wellness/Preventive Plan

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