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E-Verify

E-Verify: Print Case Detals - Preview

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017088111609VG

Report Prepared: 03/20/2017

Comm Information

Company ID; 47429 Cmnpanyuammﬁupbyeraumﬂnmmemup

Employes Information

Last Name: casiano Flrst Name: Oliverio

Date of Birth: 08/02/1873 Sooial Securlty Number: **** 3102

Hire Date; 03/28/2017 Citizenship Status: A lawful permanent resident

Dogument Information \

List A Dosument: Permanant Reskiant Gard or Allen Registration Recelpt Card (Form 1-651)

Allen Number; 204673887

Card Number: MSC1320638580 Document Expiration Date;

Case Status Information

Current Case Result: Employment Autharized Employer Case ID;

Case Submiited On: 03/28/2017 Case Submitted By: SGLASB32
SENSITIVE BUT UNCLASSIFIED

hups:lle-verlfy.usnls.gwMebIPﬂnlCaseDelalls.aspt?CmVerum=2017088111609VG

in



. employer solutions staffing group. 72" gmeLane sute 405
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 QSN0 First Name (/s 02/, 00 Middie Initial

Street Address x 4 /¢ S . Apt/Ste

City/State/Zip Qﬂf f g L CRowe Mus S5S50/6 Social Security Last Four XXX-XX- 3,
Phone Number &5/~ £//0 -0 88 Email Address @ 7.

Staffing Agency/Recruitment Partner

All offers of empiovment are conditional upon satisfactory proof of Identity and legal ability to work in the U.S.A.

. Are you Iegally authorized to work In the United States of Ameriea'_? NYES [INO

Applicant Certification and Authorization

I authorize Empioyer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. 1 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 ellgibility 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 poiicles.

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. 1 understand that any material omisslon 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.,

Qyeekin Cas;/ong  Quepiy (asoue o3/ 26/7%
- Name (Print or type) Applicant's Signature Date

A copy or facsimlie ("fax") will be considered the same as an original signature. Emall will ONLY be used for employment corraspondence

For ESSG Office Use Only
DOH NHW 1-9 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



Form W4 (2017)

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal Income
tax from your pay. Consider completing a new Form
W-4 each cﬁﬁr and when your personal or financial
situation ges,

Exemption from withholding. if you are exempt,
complete anly lines 1, 2, 8, 4, and 7 and sign the
form to vall It. Your exemption for 2017 expires
Fegru 18, 291‘]8. See Pub. 505, Tax Withholding -
an ax.

Note: If another person can clalm you as a dependent
on his or her tax retum, you can't olaim exemption
from withholding If your total Incomae exceeds $1,050
and includes mare 0 of uneamed Income (for
example, interest and dividends).

8. An em be able to claim
exemption from wlhhgm:e"\;:g if the employee Is
a dependent, If the empl J

* Is age 65 or older,
* |3 bfind, or

* Wil clalm adjustments to Incoms; tax credits; or
itemized deductions, on his or her tax retum.

‘The excaptions don't to supplemental es
greater th%iﬁ $ .ono.ogg.p'y PP s
Basic Instructions. If you aren’t exampt, mm%ete
the Personal Allowanoces Warksheet below. The
waorksheets on page 2 further adjust your
\é:;tghgtlidlng allowances bas:g on Itaar:'lgeg :
uctions, certain credits, ncome,

or two-eamera/multiple jobs sm';ns.

Complete all worishests that apply. However, you
may claim fawer (or zero) allowances. For regular

wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of housshold, Generally, you can claim head
of housshold fm;ﬁ status on your tax retumn on'z if
you are unmarried and pay more than 50% of the
costs of kee lngox{ﬁ a homaforyoursslfandgour
dzgend s?or er quallfying individuals. See

Pub. 501, Exemptions, Standard Deduction, and
Filing Information, for information.

Tax credits. You can take projected tax credits into
account In figuring your allowable number of
withholding allowances. Credits for child or dependent
care expenses and the child tax oredit may be olaimed
usln%the Personal Allowances Worksheet below,
Ses Pub, 505 for Information an converting your other

_Personal Allowances Worksheet (Keep for your re

credits Into withholding allowances.

Nonwage Income. If you have a large amount of
nonwage Income, such as Interest or dividends,
consider making tax dn]agmams using Form
1040-ES, Estimated Tax for In uals. Otherwise,
you may owe additional tax, if f\lr;:uu have mpenslon or
annuity income, ses Pub, 605 to find out If you should
adjust your withholding on Form W-4 or W-4P,

Two earners or muitiple Jobs. If you have g
working spouss or more one job, figure the
total number of allowances you are ed to claim
on all jobs uainﬁ worksheets from only one Form
W-4. Your withholding usually will be most acourate
when all allowances are claimed on the Form W-4
for the highest %amyhg Jjob and zero allowances are
claimed on the others. See Pub. 505 for detsils.

Nonreakient allen. if you are a nonresident allen, sse
Notice 1382, Supplemental Form W-4 Instructions for
Nonresident Allens, before completing this form.

Check your withholding. After your Form W-4 takes
sffect, use Pub, 605 to ses how the amount you are
havlnog withheld comggras to your ?fm]emad total tax
for 2017, See Pub, 605, especial our eamings
exceed $130,000 (Single) or $180,00 (Marnried).

Future developments. Information about any future
devalopments affecting Form W-4 (such as
legisiation enacted after we release ity will be posted
at www./rs.gov/iwd.

cords.)

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

* You're married, have only one job, and your spouse doesn't work; or }

» Your wages from a second job or your spouse’s wages {or the total of both) are $1,500 or less.

if you are married and have either a working spouse or more

B  Enter™1”if {

C  Enter *1” for your apouse. But, you may choose to enter “-0-"

than one job. (Entering “-0-* may help you avoid having too [ittie tax withheld,) .

nmmo

Enter number of dependents (other than your spouse or yourself) you will ciaim on your tax retum . 0 @
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 pian to claim a credit

A

——

. - . ) .

. .

TmoOOo

(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalils,)
G Child Tax Credit (inciuding additional child tax credit). See Pub. 872, Child Tax Credit, for more information.

* If your total income will be less than $70,000 ($100,000 if married), enter *2°

have two to four eligible children or less “2” if you have five or more eligible chlldren,
* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child. G
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,
complete all
workshests

that apply. to avol

® If you pian to itemize or clalm adjustm
and Adjustments Workshest on page 2.
* [f you are single and have more than one job or are married and

earnln?s from all jobs exceed $50,000 ($20,000 if married), ses the Two-Eamers/Multiple Jobs Worksheet on page 2
d having too little tax withheld.

for each eligible child; then less *1” if you

ents to income and want to reduce your withholding, see the Deductions

you and your spouse both work and the combined

® If neither of the above situations applies, stop here and enter the number from line 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

P> Whether you are entitied to claim a certaln number

OMB No. 1545-0074

' of allowances or exemption from withholding is 2 @ 7
,Dn:gfnal pi';vn;mgmﬁ subject to review hy the IRS. Your employer may be required to send a copy af this form to the IRS. 1
1 Yourfirst name and middle infdal Last name 2 Your social seourily number
Ve @) G

Home address (number and street or rural raoute)

Ave S

/o0~ Bé~3/p?.

3 m single  [] Married [] Married, but withhold at higher Single rate.
Note: If manied, but legally separated, or spouse is a nonresident alien, check the “Single® box.

e
City or town, state, and code

DIV MM ESC/F

4 If your last name differs from that shown on your soclal security card,
cheok here. You must call 1-800-772-1213 for a replacement card. » [ ]

Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld from each paycheck 0.0 o w to B d o oo
7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption

© Last year | had a right to a refund of all federal Income tax withheld because | had no tax liability, and /
* This year | expect a refund of all federal income tax withheld because | ex|

If you meet both conditions, write “Exempt” here .

pect to have no tax liability.

6%

. >{7]

Under penalties of perjury, I declare that | have examined this certificate and, to the best of my knowledge and bellef, it Is true, correct, and complste.

Employee’s signature

(This form Is not valld unless you sign it) » O/j}"[‘m Co N2y

Date> %2 5/ |

8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)

9 Office coda (optional)

10  Employer identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security OM]l: ;:T;;io -
U.S. Citizenship and Immigration Services Expires 08/31/2019

P START HERE: Read Instructions carefully before completing this form. The Instructions must be avallable, either in paper or electronically,
during completion of this form. Employers are lable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: it Is lliegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an Individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Sestion 1, Employee Informalion and Attestatlon (Empiayees musl camplete and sign Seatian 1 of Form 18 7o later
than the fifst day af employment, but no! before aucdpling a job tifer ) W

Last Name (Family Name) First Name (Given Name) Middie initial . Other Last Names Used (if any)
CaSiang Olivepli
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
7202, HeMinG wAY Aue = Cotte@e BRoue (Mivl 550/
Date of Birth (mm/ddjyyy) U.'B. Social Security Number Employee's E-mali Address Employee's Telephone Number

0&/02/¢973 |09 old " BlileR aswe osay@omany romkss- cip-0088

I am aware that federal law provides for Imprisonment and/or fines for false statements or use of faise documents in
connection with the completion of this form.

I attest, under penality of perjury, that | am (check one of the following boxes):
[ 1. Acttizen of the United States
[[] 2. Anoncitizen nationat of the United States (See instructions)

3. Alawful permanent resident  (Alien Registration Number/USCIS Number): 2O o o7 2 (Og ’7

|:| 4. An allen authorized to work  until (explration date, if applicable, mm/ddlyyyy):
Some aliens may write "N/A" in the expiration date fieid, (See Instructions)

Allens authorized to work must provide only one of the following document numbers to complets Form 1-8: Do?,ﬁ,"vg,:';',,?;:,“:g;m
An Allen Registration Number/USCIS Number OR Form -84 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2, Form 1-84 Admission Number:
OR
3. Foreign Passport Number:

Country of Issuance:

Signature of Empioyee : Today's Date (mm/dd/yyyy) a
Qlivegro Cosiano az2/28/0017_
Preparer andlor Tranalator Wéﬂm (chedk ofe)i™ i S : o
{11 cid nett use & préparer gr trangiator ] A preparer(s) angior translator(s) aéslsied the érmpldyee in daipleting Section +.

(Fialcs below must be parmialeted and sigried wherl preparers andor translatars adist &n émployee in gampleting Seation 1)

| attest, under penalty of perjury, that | have assisted In the completion 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 (mm/ddsyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Strest Number and Name) City or Town State ZIP Code

@ Employer C‘onqaktes Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security F](;rm -9
e : : s : OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expircs 08/31/2019
ploye epresentative Review A ' on o
(Empfoyers ar thelr autharized representative must complatg 4 secm 2 18ineas days of the emplayee's first day of emplayment
mwém exsmdzaegqm;dumemmusu OF mﬁ!ﬁaé";'ﬂ mmm 1 List 8 and ana dosurmant from List € e listed on the "Ligls
3 : e chiy 4 L - = I-.:J‘ a L =
4 Last Name (Family Name) First Name (Given Name) M.l. | Chizensghip/im on Status
Employee Info from Section 1 o 3} ol ¢ endtlre
ListA OR ~ ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title Document Title
Sk Ve mongak L] QAR D Qb Ve o
lssuing ority _ Igguing Autho Issuing Authority
uS XX 28 N
Do, umber Document Number Document Number
U2 (os] I EVEYPLAWA WIN
Expiration Date (if any)(mm/dd/yyyy) Expiration Date (i any)(mm/dd/fyyyy) Expiration Date (i any)(mm/ddyyyy)
oS- 5 0C-03 ~20617
Document Title
Issuing Authority Additional information . 0 ik R Tt o
Document Number
Expiration Date (i any) (mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (if any)(mm/ddfyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented 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
employee is authorized to work In the United States.

The em’p\loyee's first day of employment (mm/dd/yyyy): 0’5—}0('2.0[ ) {See instructions for exemptions)

Sign ployer or Auth epresentative Today's Datefmm/ddiyyyy) Title ployer or Authorized Repregéntative
F\oé\ - 0320 -2017 crm"la
Lagj.Name of Employgr or Auth Repmem%?l Name of Emplayer or Authorized Representative | Employer's Business or Organization Name
é a_SVola Qiﬁ o Li~— EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business o;@ntzaﬁon Address (Street Number and A Name) | City or Town ){N State ZIP Code

7301 OHMS LANE~ SUITE 405 EDINA MN 55439

‘s > - " T T 7 A o -

Bectlon 3. Reverifiation and Rehires (7o hd camplefed afd signed by gMplayer b aulhorizéd repredentaiive ] J
A, New Name (# applicable) B. Dalg of Rehire (i applicable)
Last Name (Family Name) First Name (Given Name) Middie initial Date (mm/dd/yyyy)

0, 1ihe Griiployed's previous grant of employment AVFGRZA0N hds exXpied, provids e THTarmaton for the daciimient or recipl that estabiishes
cantinuing employment authorization in the spaoe provided belaw.

Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

1 attest, under penalty of perjury, that to the best of my knowiedge, this empioyee 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 indlvidual.

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Name of Empioyer or Authorized Representative

FormI-9 11/14/2016 N
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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 Information; Please print the information requested below to identify yourself for BGC.

Printed name:; Oliise 2.0 CGS}ZI N
First Middle (O Last

none)

Other names used:
Current county of residence:

Current and former addresses:

_current -
from Mo/Yr to Mo/Yr ‘Street’ , City, State & Zip

06~/5- (3 MMMML 5Sa/ls
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 foilowing information when
checking for records. BGC will not use it for any other purposes.

08~02 - /1972 l00~08 ~3/82
Date of birth Social security number

29362691787 /8. Oh've2l0  Cosrane
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.

Ofiveti'p  Casrang az/z&/) 7

Signature Date




Leveraging 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 will be paid by paper Check.
S Galg b SR ST AT @8 [ @ LN TN @

. \t¥ A ‘}o‘. AN
SMEC TN & (EAIREILIE (B IO

i Direct Deposit (Please complete Sections 3 and 5 below)

I understand and acknowledge that if T 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.

Initial Date

Account Type: [ Checking [] Savings [JOther

*  Tohelp us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
. Ifyuuchangebanks,donotclnseyonroldbankawuuntunﬁlyuurdirectdeposﬂhasmtedatﬂlenewbmk,whinhmaymkezpaypmiods.

SEC RGN

FPANROET DEBFE GARD (GLOBNE CASH G AR

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provids all of the following information that will enable the financial institation 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. Far your protection, the financial institution may ask you to provide them additiona! 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 N Ml Last Name Date of Birth
“Olwegip CaS:n e oa/oz/ 7%
Street Address (Po BoX NOT ACCEPTABLE) Social Security#
7802 [NeminQuUmy Atre
City 4 State Zip Cell Phone (mobile) _, :
| (Offa Groie MMl S50/6 65/ -G COER- |
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Ronting # Payroll Debit Card Account # o b o
073972181 ’5 3—\0
I have received my Payroll Debit Card, welcame 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 availahle to me from fime to time from the financial institution. I
authorize the financial institution to debit my Payroll Debit Card acconnt for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee's Signature: / } (4 / C '&Mﬂ Date: @l g&z E

T authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or anthorized deductions, into my acéount(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: [Jﬂ-b{ (558 @ i M

this information will only be used to send your paystubs electronically

Employee's Signature: MLCQ_SLCZM__ Date: {7 54 QZZ £




EMERGENCY CONTACT INFORMATION

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

Employee Name: (% y2¢ 8,0  CnSining
Address: 2802 Hemng hiny A S (Cof4a REour MN SSofe

Home Phone: § S/~ L'//D- Q0 gL

e ,'EME{RGQECY CONTACTS :
Please list two peapla (In priorlty order) wha could be cantasted In case of an emargency L
Contact #1 Home Phone:
Name: Domingo CAS/anc Cell Phone: £(2 - 479 35S &/(
Relationship: Work Phone: és/ 772 0 /O /
Brotes
Contact #2 Home Phone:
Name: M2~/ TORR e Cell Phone: &6/~ 234~ 4.5 /2.
Relationship: F'?,‘ 'y d 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.



~ employer solutions staffing group w‘%

ine Retouses 2 a arke i L@
Leversging Retowies n a Changing Marke employer solutions group. e strs ke . 3

UL L AR Tt FTTRTTY VR 4 Wk o 2l > . v %
TSRS e Benefit Plan Administrators, Inc.

Enhanced MEC Plan_Plan 1

Benefits Enroliment Form 1 New Empioyee

Employeelniormation

O Rehire Rehire Date,

Name (First and Last) Social Security Number

Address City State Zip Code

Gender LI Male | Marital Status [ Single | Date of Birth Date of Hire
O Female | [ Mamed [ pivorced

Phone Number: Email Address:

Please Select Desired Coverage:

:l Employee Only - Employee+Spouse - Employee+Child(ren) - |: Family -
'$63.00/Week

$24.00/Week $38.00/Week $36.00/Week

Socla! Security # Birth Date | S Relatlonship
| First Name M. Last Name E r::ale DspElmnnEesﬁc Partner
Socia) Security # Birth Date | Sex Relationship
O Male [1Spouse [ Child
ame M.1. Last Nama [0 Female O Domestic Partner
Social Security # Birth Date | Sex Relationship
O Male [ O child
Firet Name M., LastName L] Femate O pge Domestic Partner

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgement and Authorization - | hereby apply for the group benefitis) as indicated. | acknowiedge that all entries are true and complete and that
any misstatements or failure to report information may be used as the basis for canceliation of coverage for me and my dependent(s), If any, from the original
effective date. Further, | authorize my employer to make the necsssary payroli deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employes Signature Date

EMPLOYEES DECLINING \ﬁ I am DECLINING coverage

| understand that | and/or my depéndents, If any, walve any coverage and desire to participate in the plan at a later date. /we 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. If | decline enroliment for myself or my dependents
{including my spouse) because of other coverage, | may, in future he ahle to enroli myself or my depend In this plan, provided | request enroliment within 31
days after the other coverage ends. in addition, if a new dependent relationship forms as a resuit of marriage, birth, adoption, piacement for adoption of parting sult
of adoption, | may be able to enroii myseif or my dependent, provided | request enroliment 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
Edlna, MN 65438
Phone: 852-767-9519 Fax: 852-767-8515
Email: Health@employersolutionsgroup.com




Fixed Indemnity Medical Benefits_Plan 2

» VS| 219301-ESG-1 | OFFICE USE ONLY LOCATION ___ RehireDate___ / __ /____ __ __
ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2
S e N R oM PRINT USING BLACK or BLUE INK (Must Be Fillod Out)

Name | Social Security # ; Home Phone Sex [wml[E]
Address | Apt. #
City | State E Zip Dat‘e/. of B}&E 5

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? I:IYesDNo. FYes please continue.
Medicare Health Insurance Claim Number (HICN) ' Medicare Effective Date

Nl\'lame of Covered Person (s):
1. 2. 3.

Payrol Dciucted Weakly 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 " 0 0 INDEMNITY | poypyy VISION TERMUFE | SHORETERM

~ Employes Only [ ] $20,25 8617 oJ)| 242 [ soe0 3|  sez0 (3
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family $54.88 $20.36 $6.56 $1.80

NOtoALLBeneﬁtsm DYes I:INO DYes DNO I:IYes I:INO I:IYgs DNo DYes DNO
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TThis coverage is not availabI; :co residents of NH, Hl, or PR. 2STD is not availabie to perso;\s who work in CA, Hi, NJ, NY, or Rl

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 I Social Security # ' Date of Birth T_;Sex ' Relationship
|/ __/ IE [ 1Spouse[ ] Child ] Domestic Partner

Name ' Social Security # Date of Birth  Sex — Relationship
o0 | MI[F] (Ispouse[]child []Domestic Partner
Name ' Social Security # | Date of Birth E Sex Relationship

- RPNCT St o | ./ IMlE]  Clspouse[Tchild[]Domestic Partner
Name Social Security #  Date of Birth ?Sex Relationship
ot (IMITE] D spouse[chitd [ Domestic Partner

N TS YU WUST SIGN AND DATE, EVEN iF YU DECLINE COVERAGE

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

S U b ot o e s s Sy st e g |48 A4 n e

DA | D>SIGNATURE

This is an Essential StaffCARE Enrollment Form.



