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Employes Acknowledgemant and Authorization <1 hereby apply for the group bensfit(s) as indicated. I acknowledge that all entries are true and complete and that
any misstatements or failure to report information may be used as the basis for cancellation of coverage for me and my depandent{s), if any, from the original
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Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55432
Phone: 952-787-9519 Fax: 952-767-9515
Email: Health@employsrsolutionsgroup.com



