www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name Brinton

Street Address 1600 golden valley rd.

City/State/Zip Minneapolis, MN.

First Name _Daniel Middle Initial S
AptiSte S
55411 Social Security Last Four XXX-XX- 6055

Phone Number 9254712435

Email Address Printon.daniel@yahoo.com@

Staffing Agency/Recrultment Partner_R2chel

Ars you legally authorized to work in the United States of America? @JYES (QINO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the infarmation and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employsrs, except as indicated in this application,
regarding my previous dutiss, responsibifities, performance, compensation and eiigibility for rehire.

ldndmsﬁndhﬁtacmnpmhanslvabadmmdche&maybamductedmdetsmﬂne my aligihility for hire by certain cilents 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
raquired by cfients, govemment regulations or by EBSG palicies.

1 release ESSG and cther parsons or entities from any claims that might be based on ESSG's decislon to conduct & background check.
| corlify that all statements made in my application are frue and accurate and that | have not omilted any material information or provided
false or misleading Information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, it discovered after | begin employment, will result in my termination.

If hired, 1 agree fo abide by the policles’and procedures of ESBG.

Daniel s brinton % Dec 12,2017
Name (Print or type) "Date

Applicant’s Signature

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

For ESSG Office Use Only
DOH NHW ] 8860 w4
Emergency Contact info | Background Release Form Background Resuits Unemployment Letter ESC Application
{if applicabie)
For ESSG Client Use
DOH ROP Work Site Lot. WC Code
ESSG- CMG-CO Rev. 04/2017
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Personal Allowances Worksheet (Keep for your records.)
A Entsr®1"foryourself fnooneelsecanolaimyouasadependent. . . . . . . . . ¢ + « o ¢« o+ .+ A1
® You're single and have only one job; or
Enter *1” if: « You're married, have only one job, and your spouse doesn't wori¢; or . B
= Your wages from a second job or your spouss’s wages (or the total of both) are $1,500 or less,

Enter“’l"foryourspomsut.youmyohooaetumter“—()-"ﬂyouaramﬂedmdhaveelmeraworldngspouaaormore
than ene job. (Entering ®-0-" may help you avoid having too Rle tax withheld} . . . . . . . o o 0 o o
Enter number of dependents (other than your spouse or yourself) you will olalm on yourtax retum . . . o o
Eutar“1”lfyouwmﬂleashaadoihomhnldonyourtaxremmmeeoondiﬂonsunderﬂaado!homholdabave)
Enter “1” if you have at laast $2,000 of child or dependent care expenses for which you planto claimacredit .
(Note: Do not includs child support payments. See Pub. §08, Child and Dependent Care Expenses, for details,)
Chiid Tax Cradit (including additional child tax credif). 8ee Pub. 872, Child Tax Credit, for more Information.

= }f your total iIncome will be leas than $70,000 ($100,000 if married), enter “2” for each eligible child; then less *1” if you
have two to four efigible children or less “2° if you have five or more eligible children.

« If your total income will be between $70,000 and $64,000 ($100,000 and $119,000 if manisd), enter “1° for each eligblechild. @
H  Addlines A through G and enter total here, (Note: This may be diffsrent from the numbsr of exemptions you claim on your tex retum.) » H
* if you mwmmheorcwmad]m:unbmmmoandwmnbmduce ur withholding, see the Deductions
audyxd]':lm Waorksheet on = =

mTmU O W
mTmoUoe

11

For acouracy,

completeall } lfyuu aresln&lamdhavamoreﬂtau ona]oh or are marvied and you and your spouse both work and the combined
worksheets avu?s obs exceed sso.ouo ($20,000 if maried), see the Two-Eamers/Multiple Jobs Workshest on page 2
that apply. d having mo fittle tax withhel

0lfnelﬂlarofmsabovasm:aﬁnnsappﬁas.atophmandenmmnmnberﬂom {ins H on fine b of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.

Employee’s Withholding Allowance Certificate

» Whethor you are enfitied to claim a certaln number of allowances or exemption from withholding is
anb}ecttoWWWMVwmmwwhmhmamumm»mm

QMB No, 1648-0074

2017

1 Yaur first name and midtdle Last name 2 Your socinl security number
Danlel Brinton 621036055
Home address {number and street or rural outs) 3C) Single @1 Maried O] Married, but withiold at higher Single rate.
1600 golden valley rd. S

ol =l Note: f manied, but legally separated, or spouse 18 a nonresident allen, check the *Singls” box.
City or town, atate, and ZIP gode 4 1 your lzst name differa from that shown on your social security eard,
Minneapolis, MN. S clseok here. You must oall 1-800-772-1213 for a replacement card, » [
5 Total number of allowances you are claiming {from line H above or fram the applioable workshest on page 2) $|3
8 Additional amount, if any, you want withheld from each paycheck O o 0 o o o 18je 0
7 |olaimexemption from withhoiding for 2017, and | ceriffy that | meet both of the following conditions for examptlon.
» Last year | had a right 1o a refund of all federai income tax withheld beoause | had no tax liabliity, and
 This year | expect a refund of all federal Income tax withheld beoause | expect to have notax
if you mest both conditions, wifte *“Exempt®here, . . . . . b 0 6 0600 o gl 7] 3
Underpenalﬁofpeuury,lEedm‘lhatlhavammlnedmboemﬂoateand.toﬂwbestﬂmmoMedgeandbeuef, it ts true, correct, and complate.
Eﬂ%‘glml:::m?mlaumﬂgnm Poanlels b 12,2017) pate» DEC12,2017
8  Employer's name and address {Employer; Complete lines 8 pnd 10 anly if sending to the IRS) 10  Employeridentification sumber [EIN)

e ¢ s 5 = s .

9 Offiow cude optional)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Oat. No, 102200 Form W4 (2017)



% DEPARTMENT W-4M
', OF REVENUE N

2017 Minnesota Employee Withholding Allowance/Exemption Certificate
Employees

You must complete and give this form %o your employer if you do any of the following:

* Clalm fewer Minnesota withholding allowanges than your federal allowances

 Clalm more than 10 Minnesota withholding allowances RSN s Beee T
* Want additiona! Minnesota tax withheld from your pay each pay period

» Claim to be exempt from federal withholding or claim to be exampt from Minnesata withholding

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

“ : ;"' Emplayes's first name and initial Last nama Employes’s Sanlal Sasurity number
5 Daniel s brinton - 621036055
Parmanen eddress Wiarital status (check ons box)
_1300 golden valley rd. hsa  Single vl?;ﬂsd. bit l%smmd: or
Clty Swate Z1P code ) Manted
Minneapolis, MN. 55411 K1 Marmied, but withhold at higner Singlo rate

Employees: Read Instructions on bask, complete Section 1 OR Section 2, sign and give the completed form to your employer.
{Do not complete hoth Section 1 and Section 2. Completing both sections will make the form invalid.)

i Section 1.~ Dstermining Minnesota sllowances

Complete Section 4 if you claim fewer Minnesota allowances than your federal allowances, AND/OR if you want additional Min-
nesota withholding deducted each pay period.

1 Total number of federal allowances clalmed on federal FormWe ... ...c.cviveirscenrcransas 000000 1
2 Total number of Minnesots allowances (ne 2 cannot be more thaniine 1) ........ 900000000 oooaoo £3
3 Additional Minnesota withholding you want deducted each pay peried ...... 5000000000000006000000 &) e 1

47 [T section 2 Exemption from Minnesota withholding

_ Complete Section 2 If you claim to be exempt from Minnesota income tax withhalding (see Ssction 2 instructions for qualifica-

: tions). if apphoable, check one box below to indicate the reason why you believe you are exempt:

s g | mest the requirements and clalm exempt from both federal and Minnesota income tax withholding,

o | ﬁ Even though | did not claim exempt from federal withholding, | clelm exempt from Minnesota withholding besause | had no

E E Minnesota income tax jlability last year, | received a refund of all Minnesota income tax withheld, AND | expest 1o have no Min-
g y nesola Income tax liability this year.

m My spouse I8 a military service member assigned to & military location In Minnesota, my domioile (legal resldence) Is In another
state, AND | am In Minnesota solely 1o be with my spouse, My state of domiclle is

| am an American Indian living and working on a reservation.

[ 1 am a member of the Minnesata National Guard or an activa duty U.S. military member and claim exempt from Minnesota
withholding on my military pay.
| receive a military pension or other military retiremer pay as calculated under Title 10, 1404 through 1414, 1447 through
1455, and 12733 and claim exempt from Minnesota withholdIng on this retirement pay.
0 | eertify that all Information provided in Section 1 OR Section 2 Is corract. | understand there is a $500 penalty for filing a false with-
@ holding altowance/exemption certificate.
Employen's signstire Date

Dec 12,2017 gl

Employees: Give the completad form to your employer.

Employers

if you are requived to send a copy of this form to the Department of Revenue (see instructions), you must enter the employer information below
and mall this formto: Minnesota Revenue, Mail Station 6501, 8t. Paul, MN 85146-6501. {Incomplete forms are consldered invalid.) A $80
penalty may be assesaed for aach required Form W-4MN not filed with the department.

Kesp a copy for your records.

E . Nome of employer Federal employer ID number {FEIN) Minnesota tax ID number

} E . Addiess City State 2iPcode

wevazaw Questions?  Website: www.revenue.state.mn.us, Emall; withholding.tax@state.mn.us. Phone: 651-282-9899 or 1-800-657-3594.



Employment Eligibility Verification : USCIS

Department of Homeland Security e
U.S. Citizenship and Immigration Services Expires 08/31/2019

P> START HERE: Read instructions carsfitlly before complating this form. The instructions must be avallabls, either in papsr or electranically,
during complation of this form. Employers ars fiable for errors in the complstion of this fonm.

ANTI-DISCRIMINATION NOTICE: It is lllegal fo discriminate against work-authorized individuals, Employers CANNOT spacify which
o establish

may
an Individual becauss the documentation presented has a future explration date may elso constitute Hlegal discrimination.

[Baclion 1. Employse Information and Attestation (Empiess musf comalets and sign Seation 1 of Form 10 no later
then ihe first day of employment, bul not befuré scospling e Job offer.)

Last Name (Family Nams) First Name (Given Nams) Middle Initial Otherl.ast Names Used (if any)

Brinton Daniel S N/a

Address (Strast Number and Name) Apt. Number | City or Town State | ZIP Gode

1600 golden valley rd. N/a Minneapolis Mn 55411

Date of Birth (mm/ddfyyyy) | U.S. Social Security Number Employee's E-mall Address Employes's Telephone Numbsr
09271986 p_p;{m*;sl 1 J - ] {11 Brinton.daniel@yahoo.com 9254712435

1 am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
conneation with the completion of this form.

] attest, under panalty of perjury, that 1 am (chack ona of the following boxes):
®)] 1. A citizen of the United States

2. A noncifizen national of the United States (Sse instruotions)
(] 3. A lawiul permanent resident  (Allen Registration Number/USCIS Number): _Na

@ 4. An alien authorized to work  until (expiration date, if applicable, mm/ddlyyyy): N/ !
Some allens may writa "N/A® in the explration date fiald. (Sse instructions) |

Allens authorized to work must provide anly one of the follawing document sumbers to complate Form 1-9: e

An Afisn Registration Numbs/USCIS Numbser OR Form -84 Admission Number OR Foreign Passpart Number. |
| 1. Allen Registration NumberUSCIS Number: N/a

OR
| 2.Form 1-84 Admission Number: N/a
[ OR
|8, Forelgn Passport Number; N/a
Country of Issuance: N/a
Signature of Employee Totay's Date (mm/dd/yyyy)
P - Dec 12,2017

‘Breparer andlor Translator Certification (check ons):
1 did not use a preparer or translator. A preparer(s) and/or iransiator(s) assisted the amployas in completing Saction 1.
1(Fields below rmust be completed and signed when proparers and/or translataors aswt an employee in completing Section 1.)

1 attest, undar penalty of parjury, that | have assisted in the compietion of Section 1 of this form and that to the hest of my
knowledge the information Is true and correst,

Signature of Preparar or Translator Today's Dete (mm/dd/yyyy)
Last Name {Famlly Nams) : First Name (Glven Name)
Address (Street Number and Name) City or Town State  |ZIP Code

@ ' "E’r_;;blé_l-'e'r ézgn‘:pfeteﬁzi{ad Page @

Fomu I-9 071717 N Page 1 of 3

 employment aulhorization and identity. The refusal o hine orconfinue toemploy



Employment Eligibility Verification USCIS

Form 1-9
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expircs 0873172019
ectlon 2. Employer of Author epresentative Review and Verification

|{Empioyers or their authorized reprassniafive must camplets and sign Sselion 2 within 3 business days af the empinyee's first day of amployment. You

must physically axamine one dogument from List A OR a sombination ¢f prie dosument from Ligl 8 and ane document from List C as lisied on the ‘Liste
gf Acgeptable Dacumenis.’)

tdentity and Employment Authorization
"Dooument Tide

haumgammrw
"ﬁowmuu Numbsr

Explraﬂon Dato (i amy;(mm/ddiyyyy)

{Dosument Tiie

Tesuing Authorly
]DWI"MNME?

(Expiration Date (7 enyj(mm/adlyyyy)
|

QR
Do el Wrin InThis Space

| Document Title

I!lsaulng Authonty _ 1

%’Emam Bats [Ty iaal]

Certifibation: | attest, under penalty of parjury, that (1) | have axamined the dosument{s) presantad by the above-named employea,
he abbwe-listed document(s) appsar to be genulne and to ralats tg the employes named, and {3) to the best of my knowledge the
b authorized to work In the United States. ,Z

( ’) {See ctions for exemptions)

GitatrsalltTaryes il

oyer or Authorzed Rapmssmaﬂve Employer's Business or Organization Name

ﬁnp?oyar‘s Business or Organization Address (Straet Numberand Namg) | Gnyor'fown —I-B'm ZIP Code
l {
Seection 3. Reveﬂﬂcaﬁon and Rehiros (To be compleled and s:gnad Qy employer or autharized rapresentalivo )
A, New Naie (1 anajical) - A B, Date of Rehira i S
L.ast Nams (Family Nems) First Name {Given Name) i Middie Inlﬁal
i

TIFIRG GMpIOYaEE AV gntaumwgﬁon Ha# o0, prowds ha rirmfmun Tor 116 OGNS o7 TecAIFY IS GuiaBubgs

npnﬁrmemvinxmamwh tfon l!tths W (el S ‘

Dooument Tiie RN W — mmnnmwann(mam'

1 attest, under panalty of perjury, that to the best of my knowledge, this employea is authorized to work In the Linfted States, and If
the employes prasanted dosumant(s), tha dogument{s) | huve examined appear to be genuine and fo relata {o the individual.

Signatura of Employer or Authorized Repmsentative | Today's Date (mm/ddAyyy) Name of Employer or Authorized Reprasaniative

Porm1-9 071717 N Page 2 of 3
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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, soctal security number valldity, 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: Daniel S Brinton
First Middle (3 Last
none)
Other names used:
Current county of residence:
Current and former addresses:
10/2017 current 1600 goiden valley rd. Minneapolis, MN. 55411
from Mo/Yr to Mo/Yr Street City, State & Zip
08/2014 10/2017 6666 w Washington ave. Apt 154 las vegas,nv.89107
from Mo/Yr to Mo/\r Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

09271986 621036055
Date of birth Social security number
Daniel s brinton
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 Okiahoma, you may request

a copy of the report by checking this box:

Fa% Dec 12,2017

Signature ' Date




EMERGENCY CONTACT INFORMATION

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

Employes Neme: Daniel s brinton

Address; 1600 golden valley rd. Minneapolis, MN. 55411

Home Phone; 9254712435

A L AT R A A ...n—g Rﬂﬁhﬁg\‘CONTACTS ’ _
PW ﬂst ﬁvq mbgle{h pridtity arder)_“mh gould be contacted in case of an emergency. et

Contaet #1 Home Phone: 6127034422

Name: Woodrow jefferson Cell Phone:

Relationship: Father Work Phone:
Contact #2 Home Phone: 9256954461

Neme: Kristen fleming Cell Phone:

Relationship: Wife ‘Work Phone:

Additional information you want Employer Solutions Staffing Group and our cilents to know in the event

of an emergency:

This Information will remuain confidential and will anly be used In the case of an emergency.



First Name M. Last Name Date of Birth

Street Address (PO BOX NOT ACCEFTARLE) Social Seourity#

City Stats Zip Cell Phone (mobils)

RECEIPT OF PAYROLL DEBIT CARD (to be completad when you pickup your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #
073972181 e —— e
Thave received my Payroll Debit Card, welcome brodimre, program fees, program tesms, canditions, and disclosures, By activating my Payroll Debit Card,
1amagmeingtomcpmmtams.condiﬁum.mmdmﬂmmmm&dmm&mwemmemmnmmmwmmul

k-

employer solutions staffing group..
Direct Deposit/Payroll Debit Card Aunthorization

Employees have the option of receiving wages by Direot Dsposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be psid by Payroll Debit Card,
SECEIGN T EASIE INEGRMATTON

Kmplo ;w Danie ald OR SSN#O"‘M) 6055 : Dw

SECRION T RPANROLE BLECTTON

©)] Direct Deposit (Please complete Scotions 3 and § below) ~ Nofa: Direct Depusit accounts may take up to 7 days to be activated.
[)] Payroll Debit Card (Please complete Sections 4 and § balow)

SEGEEIGN S B IREEH DRGNS

; Update Bank Account ¥ understand and acknowledge that if 1 do not provide a
N Fenk Name: voided check with this divect depasit form, I am

& Chase bank responsible for any delays in payroll or extra costs

S Routing# 055400137 incurred if the acconnt number that I provide is incorvect,
B Account# 513652016 .. Db Date 12/12/17

Acoouat Type: |11 CheckinglL) Savingd 111 Other

o Tobelp us avoid making an ewor, plesse aitach & copy of a voided chock. (a deposit slip will not work)
- lfyouahangebmks,mmdonymddbmkammﬂymwwmwbdnmmbmkwﬁchwmnwpﬁm

SEETEIN D PANROLL BEBEE EARD) (Gl Gh AT S EE e R

mmemMmmﬁommwmmwmwunmﬂammewaothsycan
verify your identity.

Except for the routing and acoount rmmber, BSSG does not have access to any information reganding your Payroll Debit Card account ar
muﬁmOnyomﬁrstpasday,youwﬂlmodveyomnm?aymnDeanud,mdapaubtmhingaHofﬂwmmdmdiﬁm&wam
thensignacknowbdalmﬂmtyonreue&vadﬂw?moﬂ])ebitCardandpadeomPaymﬂDehitCmdwmberdumicdnneﬂchpnydayyoumdve
wages, :

CARDHOLDER INFORMATION (a5 yon want your Payroll Debit Card to be issued)

authorize the financial institution to debit my Payroli Debit Card acoount for the fees desoribed in the fee schedule that is part of the program terms,
canditions, and disclosures.

Employee’s Signature: Wﬁbmi %mmn' I

SECTION S AUTHORIZS FION
1 anfhorize ESSG to directly deposit my periodic wages/compensation paymsnts, net of required tax withholdings, other required withholdings
or authorized deductions, into my acconni(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any eredit entries
made in error to my account(s). * E-mail is required for pay stub information.

brinton.daniel@yahoo.com
‘this mformation will only be wsed o send your paystubs electronically

; Dec 12,201
Employee's Signature: .% Date: el

*E-mail:




-

employer solutions staffing grjdup..:

v_{'-

ST ENT O NFIDENTIALITY

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and 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.

Danlels Entnn Eu.zom

Employee Signature

Employer Solutions Staffing Group LLC, Representative



-

employer solutions fﬁng group¢
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibllities

As your employer, we are concemed 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 placas limitations on your right to change
primary health care providers. Discuss with your employer any change in heaith
care provider.

Aftend 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
appolntment 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 physiclan
cooperate with return to work planning and that you be released to retum fo work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representafive. 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 sultable 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.

Nott ur emplover immedi of anv new injuries or conditions that | ct
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.

1 have read my responsibilities and agree to abide by these guidelines.
s‘gned: 15 bririton Bec 12, 2017)
Printed Nage: Daniel s brinton




employer solutions staffing group.:

Important/importante

LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), 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

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sldo cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la 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 emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de moldg): Paniel s brinton

Signature/Firma: 5= straton bec 12,207




employer solutions staffing group..

'Y POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSQ'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.

ESSG is committed o 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 safely equipment.

You have the following basic rights:

o Right to refuse unsafe work

¢ Right to kmow 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.



employer solutions staffing grdum.

‘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 18 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
reporttoamanagerofthehostworkmteemployerandlorESSG(bytelephonmg

2 8.496.7578) and asking for the ESSG Safety Director. Youcan
alsocontactOSHAdJ:ectbmthanyooncem. ESS8G recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.

workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hagardous substances
¢ Right to gain access to relevant personal exposure and medical records.



employer solutions staffing group..

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 952.835.1288/1.866.496.7673 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
952.885.1288/1.866.4986.75'73 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Danlel s brinton

Date: Dec 12,2017




Pre-Screening Notice and Certification Request for
the Work Opportunity Credit

» Information about Form 8880 and its separate Instrustions is at www.lrs.goviTorm8850.
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

OMB No, 1545-1500

Departmant of the Treasury
{nternal Revenus Service

Your name Daniel s brinton Soolal sacurity number > 621036055
1600 golden valley rd.

City or town, state, and ZIP code Minneapolis, MN., 55411

County Telephone number 9254712435

1f you are under age 40, enter your date of birth {monith, day, year) 09271986

1 [[) Check hera if you recsived a conditional certification from the state worldorce agency (SWA)ora ﬁwﬂcipaﬁng {ocal agency
for the work opportunity credit,

2 [ Check here if any of the following statements apply to you.

. lamamambafofafanﬂlymathasreoelvedasslstancefromTemporaryAsslstancefurNeaWFamﬂles(TANF)foranys
months during the past 18 months.

» Iamavetaranandamembarofafamnyﬂ'mtrecelvedSupplamantalNutrlﬁonAssistanoergram(SNAF)beneﬂts(fnud
stamps) for at least a 3-month period during the past 15 months.

» {was referred here by a rehabliitation agency approved by the stats, an employment network under the Ticket to Work
program,ormanaparhnamofVetaransAﬁalrs.

o lamatleastaga18Mndagammddarandlamammberofafanﬁwmm
a. Recalved SNAP benefits (food stamps) for the past 8 months; or
b. Recelved SNAP benefits (food stamps) for at isast 3 of the past 8 months, but Is no longer eligile to receive them.

» Duﬂngthepastyear.lwasconvictadofafelonyorrelaasadfrompﬂaonfnrafelmy.

« | received supplemental security income (SS1) benefits for any month ending during the past €0 days.

° lamaveteranandlwasunemployediorapaﬂodorparlodatatallngatleast4weaksbutlesstlmnBmmhsdmmgme
past year.

3 [al Check hars if you are a veteran and you were unemployed for a period or periods totaling at lsast 6 months during the past
Vesr,

4 I]] Check here if you are a veteran entitied to compensation for a senvice-conneoted disabiiity and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

4 Eﬂ] Check here if you are a veteran entitled to compengation for a service-connected disabllity and you were unemployed for a
period or perlods totaling at least & months during the past year,

6 [[J Check here if you are a member of a family that:
» Received TANF payments for at least the past 18 months; or
» Recelved TANF payments for any 18 months beginning after August 5, 1887, and the earliest 18-month period beginning
after August 6, 1897, ended during the past 2 years; or

» Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the meximum time
those payments could be made.

7 Iﬂl Check here if you are in a period of unemployment that is at Isast 27 ponseoutive weeks and for all or part of that period
you received unsmployment compensation,

~Signature—Al Applicants Must Sign
Undler penaliies of perjury, { declare that | gava the above Information to the employer on or befors the day 1 was nﬂmda]ob.andms.tnﬂ\ehastdmymwmdga.m
correct, and complete,

Job applicant’s signature > E% Date e

For Privacy Aot and Paperwork Redustion Act Notics, sse page 2. \ Gat. No. 228571 Form 8550 (Rev. 8-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
Daniel s brinton 1600 golden valley rd. Minneagolis,MN, 55411
S8k Date of Birth: Age: ga;e you worlu:;lo for | If yes, location:
621036055 com hefore?
09271986 31 Yes No@®
Please complete all questions, and sign and date the form. Yes No
1. HaveyonorhasanyonelmugwithyonmaivedTmporaryAssistaneetoNudyFamﬂles(TANF) Q @
at any time since Augnst 5, 19972 (i yes, please provids information below.)
Neme of the person receiving benefits: __ Relationshiptoyou: _____

City:____ County: ____ State:

2. HavcyouorhasanyonelivingwiﬂlyoureceivedFoodStumps(SNAl’)atanyﬁmeduringthepastlSmonths? a (O]

{if yes, please provide information below.)
Name of ths person recelving benefits: _____ Relationshiptoyou: _____
City: ______ Comty: ____ States ____
3. Have yon received Supplsmental Secarity Income (SSI) at any time within the past 3 months? g @

Please note, this is not the same as Sooial Security benefits (SS) or Social Seourity Disability (SSDI) benefits,
*If'you checked yes please provide a copy of your SSI documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? @) @
If yes, pleass indicate which typs of von worksd with and provide their Jocation information below:
gVocaﬂonalRahnbilitaﬁmAgmcy Dept, of Veterans Affatrs [ Bmployment Network (Ticket to Wark Program)

*}fyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.
5, Are you a Veteran of the U.S. Military? *}f yes, please provide a copy of your DD-214 and letter of separation. Q @
{1f yes, please provids information below. If no, please continue to question #6.)

Dates of Service - From: To:
Branch of Servioe:

Anyouenﬁﬂedmormyonnwvhgwmmﬂonforasmlee—mmmddkabﬂity? QI
6. Have yon been nuemployed at any time during the last 12 months? ®
O

Ifyes, dates of unemployment - From: 227 To; %7

Did you receive unemployment compensation at any point during your unemployment?
If'yes, in which state did you receive unemployment compensation? __

Rl @ DOM®

7 Haveyoubmconvmofafelnnyorralmedfmmpﬁsnnforafelnnywnvictinninﬂlcpastumouths?
Conviction Date: Relcase Dates
Wasthisa []] Pederal or []] State conviction? IfStete - Comnty: ____ Stater____

£ g TR B RN B T AT AL e R £ e

Ll o o jel yrast s O nd kB LA : iAgwxﬁgﬁdl{?.r i - g .l e : :
IEC (Native American): Are you or your spouse a member of a Netive American Tribe?
Jfyou checked pravide a copy of your CDIB
CA Residents: LIl Are you the chifld of foster parests? LLi Do you receive CalWorks? [T] Workforos Investment Act?

, 1l Are you a migrant or seasonal firm warkex? [] Bave you ever been convisted of a misdemeanos?
SC Residents: DommeivnmeﬂyIndependmeeBemﬁm?

PLEASE READ, SIGN, AND DATE:

Under ponalties of perjury, Tdeclare the information above 1o be trug and accyrate 1o the beat of my knowledge, and 1 heraby authorize any agency, organization, or
Indtviduals to sugply such verification or information that may be needed ta deterniine tax credit efigibility to my empiloyer, employer representalive {Associand
Consultants, Inc, dba Retrotax), or the Depariment of Labor.

New Employee Signature: __—

O.
.

hds

Dates Dec 12,2017




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.
Emplovers 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 carrect to the best of my
knowledge.

New Hire’s Signature: Date Dec 12,2017

New Hire Name: Daniel s brinton

Social Security Number: 621036055
Employer Name:

Please check the statements below if they apply to you.

[ 1 declare 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.
= | declare that | have been in a period of unemployment since
lof27/17 ]
(Enter start date)
"Privacy Act Nofice:

“The Intema) Revenus Code of 1686, Section 51, a8 amended and fis enacling legisiaiion, P.L. 104-188, specify that the Stete Workforce Agencles ara the
*designeted’ agencies responsibls for administering the WOTC oertifioalion procedures of this program, The information you have provided complating this
form will be disciosexi by your employer to the Stale Workfores Agency. Provision of this inforefion is voluntary; however the information s required fo
datemine your employers elighiiity for the federal tax credit

et 5y € 000 0 S 93 S U § 0 SR S & S @ ® G0 ¥ § SR § 4 A ¥ 3 WD €14 b 0.0 00mm & WAL $ @ ST § @ ok {1 WP D & YD § 4 U S UL 46 A S YD V¢ mm 00 svqumese G te 0 o 4o ammuy

Public Burden Statement:

Pansons are not required to respond tp this collecfion of informafion unless it displays a cumently valid OM B control number, Respondents’ obligafion to
mplehﬂﬁsfonnlsrequlredtanbtahomﬁnbeneﬁh(P.L111-6).mmmmhwdmhaﬁmahdmme10mmumwmmmmw
ﬁmbrmbv&mhmﬁudm&mma@ﬁudahm,mmMmmmMmmmmmmandravlasﬁngﬂlaweuﬁmof
lmmmmmmmmmuawdmmdmmmﬂmm

Room C-4510, Weshington, D.C. 20210 Mmmmﬁz Please do not submit complated forms to this address,

117-

ETA Form 9175 (Rev. November 2016)
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Notification of Minnesota Law Reguirement —
Unemployment Acknowledgement

According fo Minnesota Staiute section 268,095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

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

affirmatively request an additional suitable job assignment, (2) refuses without good
cause an additional sultable job assignment offered, or (3) accepts employment with
the client of the staffing service, Is considered to have quit employment.

This paragraph applles only ff, at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of a separate document written

in clear and concise languags that informed the applicant of this paragraph and thaf
unemployrment benefits may be affected.

It Is your responsibliity fo contact ESSG through Corporate Managsment Group (for
instance, by calling 303-820-1425 or using any other form of contact) for additional
assignments, If you fail {o do so, it may affect your unemployment benefits.

1 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 thig form. pb __{Initial)

E%Tm' Dec 12,2017

Employes Signaiure: Pate:
Daniel s brinton
Employee (please print your name here)

Telephone: 303-920-1425
12000 N. Washington Street Suite 350
Thornton, CO 80241

.MN, 022013



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. | have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may resuit
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employae 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 bady 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
disciosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

Eﬁiam%nmn

Individual's Name

Dec 12,2017
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Employce Information

Benefits Enroliment Form [} New Employee

Kol

-

eczaptoraruobetcrs sating g |

Enhanced MEC_Plan 1

[l Rehire Rehire

Date 621-03-6055

extpicyer sautors goup.
Tl SLTRCT LR R T B

ESNG
= W 2

:';__g:;hmu#bmuui\#&'im.ﬁ
SR o 1 Rty v

Name (First and Last) Soclal Sscurity Number
Danlel s brinton 621-03-6055
Addrass City “State Zip Code
12/12/2017 Minneapolis Mn 55411
Gonder 1L Male | Marital Statusllll Single | Date of Birth Dats of Hire
I Fomato | Il Memed [ pivorced 09/27/1986 12/12/2017
Phone Number: Emall Addrass:
1600 golden valley rd 0.00
Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
_pd!en!em II Illl | —I - -
Secil oy # Birth Date | 3% Relationship
Minneapolis
= 9254712435 @ Mate @ chd
Bk s e @1 Female spélwnmnuﬁ:pm
[Bependan]
Mn Soolal Security # Birth Date | 8ax Relnﬁonxhlp
(Spouse {3 Child
First Name ML LastName g FM:II:QIO &;‘“ Domestic Pariner
[Bependent 3
55411 Soclal Seourily # BirthDats | Sex Relaﬁnnship
[ Firsl Name ML LastName FM:lr:al D@ Child
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgemeant and Authorization - | hereby apply for the group bensfit{s) as Indicated. ] acknowiadge that all entries are true and complete and that
any misstatements or fallura to report Information may be usad as the basls for cancsliation of coverage for me and my dependent(s), if any, from the original
effactive date. Further, | authorize my amployer to make the necessary payroll deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature

ewpLovessoecinne 1 | am DECLINING coverage
1 understand that | and/or my dependents, If any, walve any coverage and desire to participate In the plan at a later date. lwe may be consldered a late enrolles and
must meet the requirements defined In the Cartificate of Coverage for the company's medical or dental p It | deciina enroliment for myssif or my dependents
{Including my spouse) bacause of ather caverags, | may, In future be able to snroll myself or my depe! In this plan, provided | request enroliment within 31
days after the other coverage ends, In addition, if a new dependent ralationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroll myself or my dependent, provided | request snrollment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employes Signature Danlels brinton {Dec 12,2017)

Date

Date

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270
Minneapolls, MN 66344
Phone: 8562-767-8519 Fax: 952-767-8515
Emall: Health@employersolutionagroup.com




Fixed Indemnity Medical Benefits Plan 2

Vs 219301-ESG-1 | OFFICE USEONLY LOCATION RehireDate____/__/___ _ __
ENROLLMENT FORM ESC CU[UNAC-MN) P1 v18.2
P e D e G M PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Name  poniels brinton Social Security # Home Phone Sex tl\jl
T Q'Arﬁ'tg il e
e T e Eai%é?é.}'tﬁ_“

You MUST select a coverage Ievel before any benefits in Section C. Your coverage Ievel for the aII beneﬁis in Sectlon Cc wnll 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.
seiecrcoverageLevel TOUNENITY | pewtaL | wision | Teamure | BIOIRN
Employee Only $2025 ) $6.17 |, ) $2.42 O, $0.60 ) $a.20 )
Employee + 1 $41.10 $12.34 $4.92 $0.90
Employee + Family [O] $54.88 $20.36 $6.56 $1.80
. NotoAl Bengtts OT | Hlives OIno | Fllves Do | Dllves Cllo | Ellves Klino | Dllves Hno

1Thls coverage is not available to residents of NH, HI, or PR, 2STD is not avallable to persons who work in CA, HI, NJ, NY, or RI._

For Term Life / Accidental Death & Dlsmemberment, please write In your beneﬂclary information. Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name Relationship

D
7
[
|

D. REQUIRED DEPENDENT INFORMATION
Name Social Security # Date of Birth  Sex __

Relationship

g o S o e O b ety oo bl i - _ [(Ispouse [ childEl] Domestic Partner _
Name Social Securfty# Date of Birth Relationship
O e o s SR (s . N S ] / / = 8 -. EISP°”3°D]Ch"d.D°mem‘_’.E?3‘."E"
Name Social Securlty# Date of Birth  Sex Relationshi

b e oo B el e s P, i = ) .. -Spouss[ﬁChlldDomesncPaMer
Name " Social Secunty# Date of Birth  Sex Relationshi

ol / / s . |:l Spousﬁl Chuld . Domestic Partner

MUST SIGN AND PATE, EVEN IF YOU DECLINE COVERAGE

nd that open enrollment is' yanly ava}lable for-
nation of coveYaQe i

DATE __/__/____ D SIGNATURE

VEalE Ly L SRR o+ ki s e vt e A Lt L S | ek e e e e bt Tl e e e e e e e 5 oo P e 1 e s i e e el S i i

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

This is an Essential StaffCARE Enrollment Form,
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Benefit Enroliment/Change Form

AL Eraplayee [nfotmation (Al information is
FirstName: §21.03-6055 ' =g

12/12f2017

= ' 1ORE 12713

Address: 1600 golden valley rd | City: Minneapolis State: Mn Zip: g5a11
Daytime Phone: (9254712435 Homephone:{ ) Email:
- qe 0 g OVE 5
Date of Qualifying Event: 0O Add Dependent O Change Name
3 Open Enroliment 0 COBRA/ Term. of Employment O Drap Depandent ’ H Change Address
[ TTNew Enroliment 0 Medicare O Birth/ Death 0 Other
0 Reduction in Hours T Other Coverage 1 Martiage / Divorca

1. Plan Eleation complete Soctions E. & G)
2. Coverage Election | L Employee only [a =mpl dren ]l:lFi—mﬁy

Name (Last, First, Mi) m&'ﬁ?i: onﬁem}:n
L1 Medical
T Medical
1 Medical
O Medical
FEIOther Ihsiwance Coverage Informatioh’ Please checkionel ™
fsholindeheiehiralie: it ik : G

.11 | have enrolled t
federal Marketplace

[ Pollcyhoiders Name: Policynolder’s Date of Birth:
Tnsurance Go. Name: Pollcy Number: Group Number:
Tnsurance Go. Address: Names of covered Individuals:

FECHealth Savings Account

1 Yes, | would Ilke to set up a Health Savings Account (This option is avallable if you enroll in the HSA plan).
Your annual deduction will be divided into equal amounts and deducted from each pay period throughout the year.

1 elect to have an ANNUAL deduction of § 2% maximum of $3,450 for em onae-onP covarage, or $6,900 for all other levels of covera eg reduced

before taxes 1o reimb hinour d Reon bution to the HSA Pl
fr'.?ﬁe'é'ﬁ ﬁ'&'%?mpan? nﬁbﬁgn.mﬁgﬁgylggs v;h%uaraea%g?se g?g?dar lt?an n?ak; a L q‘u%%nmnmymon ar?%‘, O‘Iﬁn ad lt%#\ t% R?S m mau?ns. =

: : (EHBEk B T dec[infﬁg : : z = B

(1 Tunderstand the benefits provided by the Group Insurance Gontract under \ regulations Include Health and/ar Dental coverages. | have reviewed
and understand the benefit options and requirements presented herein. | understan | may not be efigible to enroll ‘I’nfelf and dependents if | desire to
apply for coverage at a later date, unless | qualify to enroll at a later date In accordance with the special enraliment conditions.
1 | understand by not enralling In this plan or a Marketplace heaith plan as mandated by PPACA, that | may be subject to a tax penaity.
[ ; Empidy_ee T T e : == : REARE —
I understand | have the option o pay the premiums for my employer-sponsored health plan through a before-tax reduction of my salary. | understand that if
this amount Increases or decreases during the plan year, my salary reduction will be adjusted to reflect that Increase or decrease.
1 heraby apply for the caverage for which | am now or may be eligible under this group polloy. | hereby authorize the deduction from my eamings of the
required contribution, if any, foward the cost of such coverage. i authorize payment of medical benefiis to all providers, where appllcable, for those charges
coverad by my group insurance benefits. | authorize release to or by HealthEZ of any medioal Information Including coples of medlcal records or Insurance
Information as necessary for claims adjudication, utilization review, or coordination of benefits.

To the best of my knowledge and bellef, the Information | have provided on this form Is complete and correct. | acknowledge that the terms of the Summary
Plan Daescription govern all payments made by the Plans.

B

-

‘Daniels brinton Des 32, 2047) Dec 12,2017
Employee Signature

Date




