3 emp,oyer SO,UUOHS Stafﬂng group 301 Ohms Lane Suite 405 Edina, MN

Leveraging Resources in a Changing Market 55439
Tel: 952.835.1288 » F ax: 952.835.1 255 www.esgstaffingsolutions.com

New Hire Application
Personal Data—- PLEASE PRINT LEGIBLY IN INK

LastName E TNECKER FirstName NEIL[_ Middle Initial _A\

Street Address 6 BL ZING STAR TRAT) Apt/Ste

cityistatezip__ CARY T ) oo I3
Phone Number O 1-340- 1565 Email Address_ [NCILEINE(RE @ AT NET

Staffing Agency/Recruitment Partner

All offers of employment are conditional tipon 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? [JYES [INoO
Applicant Certification and Authorization

! release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

provided faise 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, wilt result in my termination.

if hired, | agree to abide by the policies and procedures of ESSG.

NESL ELNE Ced NI 7 / M/ 14

Name (Print or type) Applicant's Signaturé

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

For ESSG Office Use Only
DOH NHwW I-8 8850 W4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH | RoOP ——— Work Site Loc. WC Code

ESSG - Storeroom Solutions Rev. 11/2013




F O’m W'4 (2013) may cla:mﬂwar for M)MFQ feg;ﬂ’:u
wages, withholding must be based an allowances

Purpose. Complste Form W-4 50 that your you claimed and may not be a flat amount or
employer can withhold the correct federal income pescentage of wages.
mxfromyowpay.ConsidaruxnmeﬁnganewFOﬂn Headofhmlsehoueenemny,youcanclaimhead
\n_l-4ead:yearandwhenyourpersonalorﬁnmcial mhomehoidfﬂingstatmonyowtmuemmomyif
situation changes. yuuaveunmapmdm:dpaymmﬂmso%ofﬂw
Exemption from withholding. if you are exempt, cnstsofkaepmgupahomeforyows_elfandymv
complete anly lines 1, 2, 3, 4, and 7 and sign the dependent(s) or other qualifying individuals. Sea
form to validate it. Your exemption for 2013 expires Pub. 501, Exemptions, Standard Deduction, and
February 17, 2014. See Pub. 505, Tax Withholding Filing information, for information.

and Estimated Tax. Taxcreqit& Yqucantakaprq’ectedtaxmdisimo
Nata.tfanoﬂmrpefsoncandamyouasa account in figuring your sllowabls number of

dependant on his or her tax return, you cannot claim withholding aflowances. Credits for child or
exemption from withholding if your income excesds dependent care expenses and the child tax credit
$1.000 and includes more than $350 of unearned may ba claimed using the Personal Aflowances

i i i WMW.S&M.WWMMW
income (for example, interest and dividends). > o

Basic instructions. If you are not . convevthgymomaaedltsmmmwldng

the Personal Allowances Worksheet bel'ow, The afowsnoge.

worksheets an pags 2 further adjust your Nonwage incoma. If you have 2 targe amount of
withholding aflowances based on itemized nonwage income, such as Interest or dividends,
deduclions, centain credits, adjustments to Incoms, consider making estimated tax payments using Form
or two-eamers/multiple jobs situations, 1040-ES, Estimated Tax for Individuals. Otherwiss, you

may owe additional tax, lf-)muhavepensimoravnmy

hwm.seem.snstnfhdoutifyoushouldadmst
your withholding on Form W-4 ar W-4p,

Tmeavwaormulﬁp!ejoba.lfyouhave.a
vwldngspoweormorehanonelob,ﬁgwethe
totalnumberotaﬂowmcesyouareemmwmdaim
maniobsusmwkshee&sfmmomyonef’orm

Nonresident alien. If you are a nonresident alian,
ses Notice 1392, Supplemental Form W-4
Instructions for Nonresident Aliens, before
completing this form.

Check your withholding, After your Form W-4 takes
affect, usePuh.SOStoseehwn'reamoumyouare
having withheld compares to your projected totef tax
for 2013. Ses Pub. 505, especially if your eamings
exceed $130,000 (Single) or $180,000 {Married).

Personal Allowances Worksheet (Keep for your records.)

A Enter"1”foryoumelﬁfnooneelsemnclaimyouasadepmdent. oy .
* You are single and have only one job; or
B Enter "1" if- * You are married, have only one job, and your Spouse does not work; or

* Your wages from a second job ar your spouse's wages (or the total of both) are $1,500 or Isss, }
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.) .

nmo

Enter number of dependents {other than your spouse or yourself) you will claim on your tax return . . W @
Enter “1” if you will file as head of household on your tax retum (see conditions under Head of household above) .
Enter “1” if you have at least $1 900 of child or dependent care expenses for which you plan to claim a credit

mTMmooO

(Note. Do not includs child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit {including additional child tax credit). See Pub. 972, Child Tax Credit, for more Information,
* If your total income will be Iss than $65,000 ($95,000 if married), enter “2” for each eligible child; then less =1” if you

have three to six eligible children or less “2" if you have seven or more eligible children.

For accuracy, an on pagse 2.

compilete all * If you are single and have mors than one job or are married you and your spouse both werk and the combined
worksheets eamhgsfroman]obsexwedsdo,ooo(swocnﬂmﬂed).metheTWo-Eamerslmpb obs on page 2 to
that apply. avoid having too little tax withheld,

-lfnelmerofmeabovesimaﬁonsappﬁa,s&ophereandentertfwnumbafromﬁneHonlheSofFomeelow.

Separatnhemandglve anmmyowe!npbyer.xeepmehppan{aryourreeords.

w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
Ezmmmmhrm,, bmmwumenuuedmdaanawmmnmumwumﬂmmmmis 2@13

Intemal Revenua Servica wmmmnnlnavwmommmmwmmammmmmmm

Your first name and middie inftiaj Last name

NefL A EINZLKER.

2 Your soclal security number

323-H6-3Y429

rome address (fumber and slrest or rural routs) 3 [ singe P Marriea L] Marrled, but withhold t higher Singfo rata,

166 DL 3 8\] % 51;;{; 8L ote, I maried, bt logally separated, or spousa is  narvesident allen, check the “Sigis® box
City or town, state, and ZIP coda 4 lfmhstnmmdiﬂushmﬂntsfummywraodal-wwwu.

CARY TL 600]3 check here. You must call 1-800-772-1213 for a replacement card. » [
§5 Total mﬁnbarofallowancas you are claiming (from line H above or from the applicablaworkshaatonpage 2) 5 Q)

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

7 I claim exemption from withholding for 2013, 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 llabliity, and
® This year | expect a refund ofaﬂfederalincometaxwiﬁxheldbecauselexpecttohave no tax llability.

lfyoumeetboﬂ;condiﬁons,write“Exempt"here. o oW o o BAR WD N . o ST L

. 18]$

Underpenaiﬁesofpeﬁury, ldac!amﬂ‘:atlhaveexaminedﬁiscerﬁﬁcateand.tothebestofmyhtowledgaand belief, it is true, correct, and complete.

Employee's signature
(This form is not valid unless you sign it.) »

Date» il/l"I/Zl 014

8 Employer's name and address {Emplayer: Complete'lines 8 and 1 only if sending to the IRS) | 9 Office code (optional) | 10 Employer identification number EN)

For Privacy Act and Pagerwork Reduction Act Notice, see page 2. Cat. No. 102200 Form W-4 2013



2 7 400 Employment Eligibility Verification USCIS
! Form 1-9
U Department of Homeland Secarity OMB No. 1615-0047
03 /

AN SEe U.S. Citizenship and Immigration Services Expires 03/31/2016
P-START HERE. Read instructions carefull i i .

Section 1. Employee Information and Attestation (Empioyses must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job affer,)

Last Name (Family Nams) First Name (Given Name) Middle Initial | Other Names Used (i any)
EINECKER NEI| A

Address (Strest Number and Name) Apt. Number | City or Town State Zip Code

166 BLAZING sTAR TRATL CRRY IL | ool

Date of Birth (mm/dddyyyy) U.S. Social Secunty Number | E-mal Address Telephone Number
02/b2 lae| |[F23HHe} B4 NE1) etveckeR @ ATT. NET 241-516-405¢

| 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.

la under penalty of perjury, that | am (check one of the following):
citizen of the United States

[[] A noncitizen national of the United States (See instructions)
[] Atawful permanent resident (Alien Registration Number/USCIS Number):

[] An alien authorized to work until (expiration date, if applicable, mmiddfyyyy) - Some aliens may write "N/A” in this field.
(See instructions)
For aliens authorized to work, provide your Alien Registration Numnber/USCIS Number OR Form 1-94 Admission Nurnber:

1. Alien Registration Number/USCIS Number:
OR 3-D Barcode

Do Not Write in This Space
2. Form 1-94 Admission Number

If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number

Country of Issuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)

Sgnature of mplayee: 7)) - | g&lﬂu Date (rmtdaryyy: 2 | ) / 2014

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the
employee.)

| attest, under penalty of perjury, that | have assisted in the completion of this form and that to the best of my knowledge the
Information is true and correct.

Signature of Preparer or Translator Date (mm/iddyyyy):
Last Name (Family Nama) First Name (Given Name)
Address (Street Number and Narma) City or Town State Zip Code

@ Employer Completes Next-Page @

Form1-9 03/08/13 N




Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 busingss days of the employee's first day of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the “Lists of Acceptable Documents® on the next pags of this form. For each document Yyou review, recard the following information: document title,
Issuing authority, document number, and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1:

List A OR ListB AND ListC
identity and Employment Authorization Identity Employment Authorization
Document Title; Document Title:
[1ssuing Authority: Issuing Authority:

Document Number; Document Number: Document Number:

42341929 ._
Exﬂa’ﬁog?ae (if any)(mm/ddyyyy): | Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mmv/ddsyyyy):
Document Title;
Issuing Authority:
Document Number;
Expiration Date (if any)(mm/dd/yyyy):

3-D Barcode

Document Title: ; Do Not Write in This Space
Issuing Authority:
Document Number:
Expiration Date (if any)(mm/dd/yyyy):

Certification

| attest, under penaity 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 employee's first day of employment (mm/dd/yyyy): (See instructions for exemptions.)
Signature of Empioyer or Authorized Representative Date (mm/dd/yyyy) Title of Employer or Authorized Representative

Last Name (Family Name) First Name (Given Name) Employer's Business or Organization Name

Empioyer's Business or Organization Address (Street Number and Name) City or Town State Zip Code

Section 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative. )
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middie initial { B. Date of Rehire (if applicable) (mm/ddAryyy):

C. if employee's previous grant of employment authorization has expired, provide the Information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

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

| 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 Emplayer or Authorized Representative: Date (mnvddsyyyy): Print Name of Employer or Authorized Representative:

Form I-9 03/08/13 N Page 8 of 9
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DiISCLOSURE AND AUTHORIZATION [TMPORTANT - PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION
e S TN SALRGROUND INVESTIGATION

Employer Solutions Staffing Group LLC (ESSG) may obtaln information about you for employment purposes from a third party consumer reporting
agency. Thus, you may be the subject of a “consumer report” and/or an “investigative consumer report” that may include information about your
character, general reputation, personal characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
neighbors, friends, or associates. These reports may contain information regarding your credit history, criminal history, social security number
valldation, motor vehicle records {"driving records”), verification of your education or employment history, or ather background checks. Credit
history will only be requested where such information Is substantially related to the duties and responsibliities of the position for which you are
applying. You have the right, upon written request made within a reasonable time, to request whether a consumer report has been requested and
compiled about you, and disclosure of the nature and scope of any investigative consumer report and to request a copy of your report. Please be

is an investigation into your education and/or employment history conducted by Orange Tree Employment Screening, 7275 Ohms Lane,
Minneapalis, MN 55439. Tel.: 800-886-4777 or 952-941-9040. Fax: B00-886-0774 or 952-941-9041. ORANGE TREE EMPLOYMENT SCREENING's
website is at wWww.orangetreescreening.com, or another outside organization. The scope of this notice and authorization is all-encompassing,

neon:l(audMaheawllamoretmbmsmlr Vouhavetheflghtmhspedandrecdveampyofmylnvestmﬁve report req d by €556 by
contacting the consumer reporting agenty identified above directly. You may also contact ES5G to request the name, addiess and telephone number of the
nearest unit of the consumer reporting agency designated to handle inquiries, which ESSG shall provide within § days.

New York applicants or employeesonly: Upon request, you will be informed whether or not a consumer report was requested by £55G, and if such repart was
requested, informed of the name and address of thec reporting agency that fumished the regort. By signing below, you also acknowledgereceipt of
Article 23-A of the New York Carrection Law

Gregon applicants or empioyees only: Information describing Your rights under feders! and Oregon lsw regarding consumer dentity theft protection, the storaga
and disposal of your credit mf ion, and di ilable should you suspect or Find that ES5G.has not maintined secured records is available to YOu ugon
request.

Washington State applicants ar employeesonty: You aiso have the right to request from the consumer reporting agency a written summary of your rights and
remedies under the Washington Fair Credit Reporting Act.

ACKNOWLEDGMENT AND AUTHORIZATION

| acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both of these documents. | hereby authorize the obtaining of "consumer reports”
and/or “investigative consumer reports” by ESSG at any time after receipt of this authorization and throughout my employment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, Institution, school or
university (public or private), information service bureau, company, or insurance company to fumish any and all background information requested
by Orange Tree Employment Screening, 7275 Ohms lane, Minneapolls, MN 55439. Tel.: 800-886-4777 or 952-941-9040. ORANGE TREE
EMPLOYMENT SCREENING's website is at: Www.orangetreescreening.com, another outside organization acting on behalf of the company, and/or
the company itself. | agree that a facsimile (“fax”), electronic or photographic copy of this Authorization shall be as valid as the original.

By signing below, you also acknowledge receipt of Article 23-A of the New York Correction Law.

Minnesota and Oklahoma applicants or : Please check this box if you would like to receive a copy of a consumer report if one s obtained by ESSG.

D {Must indude enmail address: )

Signature: ,T)&) EW?AD\AA Date: 01/'4.}20)"1

BACKGROUND INFORMATION

Last Name; [?— ’S’ \\’ (’/ LK ?'0\ First: N€ S’ L' Middle: p\

Other Names/Alias:

Socialsecurity#*:_ 3 4 )~ H o - ¥4 9 Date of Birth (mm/dd/yyyy)*: 09-/03 [ 1 96|
Driver's ticense #: £ 526 - 6VL - |03 State of Driver's License: _ 31| TN OLS
present adress: _1 06 BLAT TNG STAQ TR Telephone # (Primaryl: O 47 - 514~ 056
anssateze_ CRARY  TJ (ool

*This informdtion will be used for background screening purposes only and will not be used gs hiring criteria.



EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIF ICATION INFORMATION

Employee Name: N ZIL EINE QKEP\
Address: _ ] o6 B PZTNG STAR TRATL CHRY TL ool
Home Phone: %Lﬁ '5|(o' HOS(O

M&G@VQ’Y CONTACTS :
Please list two people (in 1 priority order) who could be contacted in case of an emergency

Cintact#1 Home Phone: 247 Sl-405(,
Name: ANNE EINe (K ER Cell Phone: OH7-340-3677
Relationship: ) IFe Work Phone: Q4] - é)3°1 - 2148
oatict i Home Phone: 247 - 5){,- 4 05(,
Name: K Y ¢ ELNE CKER Cell Phone: 247-340- |53
Relationship: & @ N Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergency:

This informatian wilfl remain confidentiol and will only be used in the case of an emergency.




employer solutions staffing group

Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

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 Payroll Debit Card.

SECTION | BASIC INFORMA THON
SSN# (last 4 digits)
23439

Employee Name NELL EINF /\’,
SECHION2 T PRY RO BLECTION
>4 Direct Deposit (Please complete Sections 3 and § below)

| Payroll Debit Card (Please complete Sections 4 and 5 below)
SECTION 5 DIRECT DEPOSLT
[J Update Bank Account
Bank Name:

____BMO HRRRIS R anK
Routing? 531075 66 |

I understand and acknowledge that if I do not provide a
voided check with this direct depesit form, | am
responsible for any delays in payroll or extra costs

incurred if the accoont number that I provide is incorrect.
Acon® 05745010329

Initial 22 C Date QZH /2014
Account Type: 8 Checking [J Savings [JOther

* o help us avoid making an error, please attach a copy of a voided check. {a deposit slip will not work)
®  Ifyou change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SECTION 4 PANROLEL DERIT CARD (Gl ap VL ASH CARDY

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 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 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 cach payday you receive
wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)

First Name ML Last Name Date of Birth
Street Address o Box NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)

GET TEXT ALERTS, when your paycheck is deposited on your card! [[JYes, sign me up, for text alerts

All we need to know your cell phone service provider and mobile number above! My mobile service provider is:
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

122242597

Thave 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 ffom the financial mstitution. T
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,
conditions, and disclosures.

Employee’s Signature: Date:

SECEION 3 AUTHORIZA TIoN
I authorize ESSG to directly deposit my periodic wages/compensation payments, net of requited tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to mitiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stab information.

*E-mail: N ‘QLL ELNECK ER @ M1, NET

formation will only be used to send your paystubs electronically

—
Employee's Signature: /n &X‘ % Date: 7}, / 1Y / ] L{




@ employer solutions staffing group

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_| Y day of FeBRYARN , 2014, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and ET 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.

il Bl

Employee Signature

Employer Solutions Staffing Group LLC, Representative




® employer solutions staffing group
M

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 health 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 retum 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 employer immediately 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 physician must complete a
Report of Workability.

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

Signed: .
Printed Name: _ NE1L E1VY LKEN

——



VSI-IND 219301-EMP

OFFICE USE
ONLY

ReHireDate______‘__ e S S S PN |

EMPLOYEE INFORMATION
(Must Be Filled Oun

Social Security Number 12.1 i.é_ %iﬁi
DateofBith O 32/ 032/] 9 6 | .

Name NELL EINIZ(‘ KEK

ENROLLMEN

I FORM - PLAN 2 e
Do you or any dependents have Medicare?

[JYes XNo If Yes:

Medicare Health Insurance Claim Nomber (HICN)

SAR P2l 0

Street Address Z$ > nf Names of Covered Person(s)
Cily_‘CR P\\{ State LL Zip Q.Q_.Q.Li 1.
Home Phone ﬁi‘:'_ 51 (o -H 05:6 ;
— y

Medicare Effective Date __/__".___._

BENEFIT SELECTION
MEDICAL
D $20.91 Employee Only

Weelly Rates

D $42.44 Employee + One

E$56.67 Employee + Family

[_] NO to MEDICAL, TERM LIFE, and STD benetits.

You MUST enroll in the Medical Insurance Plan before adding Term Life
or STD. Your coverage level for Term Life will be identical to your
medical plan selection.

REQUIRED DEPENDENT INFORM \TTON

DaeofBith O3 /0 B/ 1 9 9| gux

Relationship: [JSpouse [MChild [J Domestic Partner

DENTAL
D $ 5.99 Employee Only

D $11.98 Employee + One

D $19.77 Employee + Family

Xno

TERM LIFE

[[]vEs
Dq No

SHORT-TERM DISABILITY

PSS
J

$0.60 Employee Only
$0.90 Employee + One
$1.80 Employee + Family

&

$4.20 Employee Only

Short-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island.

BENEFICIARY INFORMATION

Name JIL) E TNECKER
Social Security Number 3 ‘ ﬁ N 9 9) '..6_&.6_5.
Date of Birth .0 B/ Q> / 1993 s.[MN

Relationship: [JSpouse [¥Child [J Domestic Partner

vame CHAD EINECKER
Social Security Number 11&’13."ll_l_
Date of Birth Qé_lgi/.l_iii Sex

Relationship: (] Spouse TH.Child [J Domestic Partner

For Term Life / Accidental Death
in your beneficiary information.

NAME OF BENEFICIARY

& Dismemberment, please write

RELATIONSHIP

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

understand that making no

LF.E oarnf 1 YOR CThAnoa

pue 0 2/23/90] H

NI M7 4 N .




VSI-IND 219301-EMP

OFFICE USE
ONLY

EMPLOYFEE INFORMATION
(Must Be Filled Out)

Do you or any dependents have Medicare?

MEDICAL
[[]520.91 Empioyee Only

l:] $42.44 Employee + One

; D $56.67 Employee + Family

[[] NO to MEDICAL, TERM LIFE, and STD beneits,

Social Security Number ______ - __-_ fD Yes CINo. I vee
. / / B d ;
DateofBirth ____/____/_ . E’ Medicare Health Insurance Claim Number (HICN)
Name
] Medicare EffectiveDate ____/___ /__
treet Address
Names of Covered Person(s)
City State Zip —_— 1.
2.
Home Phone = B '_.____'__._._ ?
\ J |
BENEFIT SELF CTION You MUST enroll in the Medical Insurance Plan before adding Term Life |

or STD. Your coverage level for Term Li
medical plan selection.

RE

fe will be identical to your

QUIRED DEPENDENT INFORMANTION

Name = = E
Social Security Number iéi'é& '_LS:.S_Q
DaeofBith L\ /0571963 &, @@

Relationship: 8Spouse [JChild [ Domestic Partner

-

DENTAL
D $ 5.99 Employee Only

D $11.98 Employee + One

D $19.77 Employee + Family

[Jno

]
TERM LIFE ;(jl\u
D YES $0.60 Employee Only
$0.90 Employee + One
D NO 5180 Employee + Family
L 4

SHORT-TERM DISABILITY

&

$4.20 Employee Only

Short-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island.

Name

Social Security Number ________ _—— i — e s

Date of Birth ____/ / Sex

Relationship: [JSpouse [JChild [J Domestic Partner

Name

Social Security Number

DaeofBith ____/___ /_
Relationship: [ Spouse [JChild [] Domestic

Sex

Partner

BENEFICIARY INFORM \EFTON

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

NAME OF BENEFICIARY

RELATIONSHIP

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

I have read the benefit packet and understand
understand that makin

P> Signature

its limitations. I unders
g no benefit selection is a declination of cov

tand that open enrollment is only available for a limited time and I




