PO Box 46270
i Minneapolis, MN 55344-8956
e HH3F Tel: 952,835.1288

e h

emplriser solutions staffing group,.

New Hire Application
Personal Data- PLEASE PRINT LEGIBLY IN INK

Last me First Name _&x&‘h n Middle lnltial_§__

Street Address H%2 edble Bl ale AptiSte
City/State/Zip 3 \N._SS ' Soclal Security Last Four Y00LXX- 4445

www.esgstaffingsolutions.com

Phone Number (12~ 54~ 6137 Emall Ad 84 @il

Are you legally authorized to work in the Unitsd Statss of America? @lves Cino
Applicant Certification and Authorization

t authorize Employer Solutions Stafiing Group (ESSG) (o use the Information and statements contained in this applioation fo determine my

qualifications for employment. | authorize ESSG fo make inquiries of my former emplayare, except as indicated in this application,

regarding my previous duties, responsibiiities, perfarmance, compensation and eligibiity for rehire,

| understand that a comprehensive background check may be conducted to delarming my elighvility for hire by cerialn clisnts of ESSE,

This may include but is not limfted to, inv lons of sriminal and/or conviction records, driving reconds andlor a drug screen test as

requirad by clients, govemnment ragulations or by ESSG policies,

1 relsase ESSG and other pereons or entities from any cleims that might ba based on ESSG's declslon to conduct e background check.

| ceriify thet all statements mads in my application are true and accurate and that | have not omiitad any meterial information or providad

false or misleading Information. | understand that any material omission or misrepresentation will result in my disqualification from

consideration for employment or, i discovered after | begin emplayment, will result in my termination.

Ifhired, | agree to abide by the policies and procedures of ESSG,

Deleclon Guuen  J e S _d2tzf
Name (Print or type) Applicant’s Signature f Dats |

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 NHW 9 8850 W4
Emergency Contact Info | Background Releass Form Baskground Resulis Unemployt;an;ll.)enar EBC Application
applicable)
For ESSG Client Use
DOH s | ROP | Work Site Loc, WC Code

ESSG- CMG-NSTW4 L Rev. 04/2017



Form W-4 (2018)

Future devalopments. For the iatast
information about any future developments
related to Form W-4, such as legistation
enacled after it was published, go to
www.irs.gov/FormwWa.

Purpose. Complete Form W-4 8o that your
employer can withhold the correct federal
incamie tax from your pay. Consider
completing a new Form W-4 each year and
whan your personal er finanolal situation
changes,

Exemption from withhalding, You ey
olaim examption from withholding for 2018
if hoth of the following apply.

* For 2017 you had a right to a refund of all
fedleral income tax withheld hecausa you
had no tax Jiabillty, and

* For 2018 you expeat 2 refund of all
federal incame tax withheld because you
expect to have no tax Habllity.

1 you'rs exempt, complate anly lines 1, 2,
3, 4, and 7 and sign the form to validate it.
Your exemption for 2018 expires February
15, 2016. 8ee Pub. 505, Tax Withholding
and Estimated Tax, to leam more about
whether you qualify for exemption from
withholding.

General Instructions

i you aren't exempt, follow the rest of
these instructions to detarmine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withhe'd. For regular
wages, withholding must be based on
aliowanaes you claimed and may nat be a
Tlat amount or peroentage of wagas,

You can also use the calculator at
www.lrs.gov/W4App to determine your
1ax withholding more acaurately. Gonsider

rorn WUI=)

using this calculator if you have a more
complicated tax situation, such as If you
have a working spouse, more than one joh,
or a 'arge amount of ronwage income
aulside of your job, Aftar your Form W-4
takes affeot, you oan also use this
ocalculator to see how the amount of tax
you're having withheld compares to your
projected total tax for 2018, if you use the
calculator, you don't nead to complete any
of the warkshests for Form W-4,

Note that if you have too much tax
withheld, you will recaive a refund wien you
#ils your tax return. If you have too liftie tax
withheld, you will owe tax when you file your
tax retum, and you might owe a penalty,
Filers with muliiple jobs or working
Spouses. If you have mare than one job at
a time, or if you'ra married and your
spouse Is a'so working, read all of the
instructions including the instrustions for
the Two-Earners/Multipis Jobs Workshest
before begirming,

Nanwage Income, If you have a farge
amount of nonwage ihcome, such as
intarest or dividends, consider making
estimated tax payments using Form 1040~
ES, Estimated Tax for Individuals,
Otherwise, you might owe additional tax.
Or, you aan use the Dedyctions,
Adjustments, and Other Income Workshest
on page 3 or the caloulator at www.irs.gov/
W4App to make sure you have enough tax
withheld from your paycheck. if you have
pension or annuity incoms, see Pub, 505 or
use the calcuiator at www.irs.goviWaApp
%0 find out if you should adjust your
withholding on Form W-4 or W-4P.
Nonresident allen, I yoirre a nonresident
alien, see Notice 1382, Supplemental Form
‘W-4 Inatructions for Nenresident Alians,
befare completing this form,

Separabs here and give Farm Wed %o your employer. Keep the worksheat{o) for your records,
Employee’s Withholding Allowance Certlficate

» Whether you're ontitied to olsima gartain numb

Specific Instructions

Personal Allowances Worksheet
Complste this worksheet on paga 8 firstto
detsrmine the numbsar of withholding
&allowances to olgim. :

Line C. Head of huusehold please note:
Gererally, you can claim head of
housshold {fing status on your tax retum
only if you're unmarried and pay more than
§0% of the costs of kesping up a homs for
yourself and a qualllying individual, See
Pub. 801 for more information about fillng
status,

Line E, Child tax oredit, When you fie
your tax retum, you might be eligible to
clalm a credit for each of your qualifying
children. To qualify, the child must bs
under age 17 as of December 31 and must
be your depsndent who lives with you for
more than half the year. To fearn mora
about this oredit, see Pub, §72, Child Tax
Cradit. To reciuoe the tax withheld from
your pay by taking this credit Irto account,
follow ths instructions an iine & of the
workshset, On the workshest you will be
asked about your total income, For this
purposa, total income includes all of your
wages and other income, including income
eamed by & spouse, during the year,

kine F, Credit for other dependsants.
When you file your ax retum, you might be
eligible to claim & credit for each of your
tependents that don't qualify for the child
tax credit, such as any dependent children
age 17 and older. To learn more about this
credit, see Pub. 508. To reduce the tex
withheld from your pay by taking this credit
into aceount, follow the Instructions on line
F of the worksheet, On the workshest, you
will be asked about your total income. For
this purpose, total income includes all of

OMB No, 1545-0074

m%%&m subjsat to review by the IRS. Yommplwmmgur;:mm 8 copy onfngl;nnh mm 2@ 1 8
1 Your first name and middle intti) Last name T2 Yoursoolal security number
Dk S -éﬂamhg____ ‘428 -¥3- "’gﬁ S

Hams address (humber and streat or rural routs) 3 ngla Married Marriad, but withhold at higher Single rats.
W28 O X W0 54~ $7 Coblde  H\) | Noteritmanied fing separatey, cheak "Mawied, but withibokd at higher Singlo rate”
City or town, state, and'ZIP eade ‘ 4 It yourlast name differs from that shown on your soclal sacurity eard,

check here. You must call 800-772-1218 for a replacement card,

>0

Wged by $12 ¢
8 Total numbedot lowances'you’ra claiming (from the applicable wo

8  Additional amount, if any, you want withheld from each paycheck . . . . .

7 | claim axemption from withholding for 2018, and | certify that | mest both of the following conditions for exemption.
® Last year | had a right to @ refund of all faderal incoms tax withheld beoause | had no tax liabili , and

» This year | expect & refund of all federal income tax withheld bacause | expact to have no tax liabllity,

If you mest hoth conditions, write “Exempt” hara .

rishest on the following pages) . ., . §

. gls 1

N2kl

Under penalties of perjury, | declare that | have examinad this certifioate and, to the bast of my knowladge and heliaf, It Is true, coreat, and somplete.

Employee's sig

Daor ¥ [772 ) 201N

nature
(This farm is not valld unless you sign ity py )252 Eé-‘:‘; :-... o
8 Employer" & baxes B it sending 1o IRS and complate

I (@ First 10 € identif
oo 5., a6 e puoyar GomIE bes 8 |® g, [10 Etmlorer denifosbon
: U0 BroadwoN Aue st Paw) PoX I MN S5O 09/26f20\¢ -
For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 10220Q Form W-4 pog)



MERGENCY CONTAC FOR ON

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

Employse Name: _J )¢ Gry
Address: _2U § 2 cible M alcae, oaft & \MMVW(:} mn
Home Phone; ﬁlz_—_ﬁﬂ_—_-éf??

EMERGENCY CONTAGTS
Please list two people (in priority order) who could be contacted in case of an emergency

Contact #1 Homwe Phone: -
Namo: CL"“"‘“ Shew Cell Phone: SO~ 338~ 39 ¢4
Relationshipy/W ot ot 1 Work Phone: ™~

Contact #2 Home Phone:  ~

. ~ ~ 295-S132
Neme: eyl Groms Cell Phone: (012~ 2 #5513
|Relationship: Siyte 1 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.



STATEMENT OF CONFIDENTIALITY
This agreement made thisJ2__day of fv uz;""i , 2018, between
Employer Solutions Staffing Group LLC, hereinaffer referred to as “employer”,
and lx%é Coor hereafter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or fermination 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 waivsr by
the employer of the right to prevent any such violation in equity or otherwise.

Employer Solutions Staffing Group LLC, Representative




-

Sy e L a ceee - o s e ol e -~
L bt "'1: --v-c [ W S |

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 accommadated.

RESPONSIBILITIES OF THE INJURED WORKER: _

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
heaith 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 disabllity 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 return 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
retum fo 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 emplover | iately of a ew 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 fo receive
compensation for the time away from work. The physician must compiete a
Report of Workability.

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

Signed:

Printed Name: h %/‘/‘“D-Q [




Employment Eligibility Verification USCIs
Departmant of Homeland Security ovB 612007
U.S. Cittzumship und Tmmigration Services

T Expirus 08312019

PSTART HERE: Read instructions sarelully beforo compiating this form. Tho instructions must be avallable, either In paper or elostronioally,
during completion of this form, Employers are llable for errors inthe complation of this form.

an individuat bacause the documentation prasanied has a future expimﬁun date may also consfitute llegal diserimination.

Section 1. Employee Information an ttestation (Empioyess must somplele and sign Section 1 of Form 1-9 no fater |
than the first day of empioyment. but not before accepling a job affer )

Last Name (Family Narna) FistNeme (Given Name) | Middis initial !omerusmames Used (7eny)

;Qrbmo\n [ De¥od tyn S |

| Address {Straet Number and Name) Apt. Number cily of Tawn Siats ZIP Cetie

DY ebbie BN olcowe ol B  Wadbyny My | 58128

Date ot Blrth (mmAtdyyyy) | U.8. Social Securlly Number | Employee's E-mall Address | Employee's Telephone Number
11811497 |uAak]-fk] - W) Kay Lroramen FHR el LN-DG- 6132 |

" 1am aware that federal law provides for Imprisonment and/or fines for false statementa or use of false doouments in
connection with the completion of this form.

i atipst, under penalty of perjury, that 1 am {ehack one of the following boxes):

(% 1. Aditizen ofthe United States v |
) 2 Anonctasn natoral of e Unied Ststes Sowmomatiory T T }
() 3. Alawiul permanent resident _ tAlien Registraion NumhenUSGIS Nomber)

4. An allen authorized fo wark  untl! {expiration date, i applicabls, mmiddiyyyy):
Same allens may write *N/A" in the expiration date fleld. (See inatructians)

Alfens authorized to wark mus! provide cnly one of the following document numbers to complste Form 16; | Do Mt s Bonee
An Alien Registration Number/USCIS Numbsr OR Form -4 Admission Number OR Foraign Passport Number, |

1. Allen Registration Number/USCIS Number:
OR

2. Form 1-84 Admission Number:
OR

3. Forsign Passport Number;
Country of Issrance;

e
St imaatose smpond

o

St wmw%f Today's Date {mm/ddéryyy] Bl22 )20l

reparer and/or Translator €ertification (check one):
I'did not use a preparer or transiator. QI A preparer(s) andlor trans ater(s) assisted the empleyee In completing Section 1.
(Fields below must  be completed and signed when preparers and/or transiaters assist an employee in completing Section 1.)

| attest, under penalty of perjury, that | have assistad in the completion of Section 1 of fhis form and that to the bast of my
knowledge the Information is trus and corrsat.

Signatura of Preparer or Transialos Today's Date (mm/ddtyyyy;
Last Name (Fanly Name) First Name (Given Name)
Addrass (Streat Number and Mame} City or Town Stale 2IP Code

@] Employer Completes Next Page @

Form1-9 0721717 N Page 1 of 3



Employment Eligibility Verification USCIS

Demt of Homel.anﬂ Security o.vnl: ::!?e{gum
U.S, Citizensbip and lunigration Services Expues G8/31/2019

[8ectlon 2. Employer or Authorized Representative Review and Verification o

(Employers or thair autherized representative must complete and slgn Beclon 2 within 3 business days of the emplayes’s first day of emplayment. You
must physically examing ong decument fram List A OR a caombination of ane document from List B and one document from List G as listed on the “Lists
of Accaplable Docurments ) 5

f (Fa 7 m——_
Employse info from Section 1 | = 27e (Fesally Naro) FirstName [Given Name) WL o sz

. 4°) e \€ { S
ListA ListB AND tistC
Identity and Employment Authorization ldentity Employment Authorization

[Dosument Tile Docun : Document Tifle ]
| . || B0 Gty Cord < mmedent 1. |

Tssuing Author o oty i A . 3

s o St Poul_CoMege,

Dozument Nomber Z Doctiment Numbsar

N - £5- 1545 T \35uh6to _

Expiration Date (7 anyimmddiyyyy) Expiration Dﬁ! i’ men/adiyyyy) E!D}\"Sﬂ {# any){mmiadiyyyy)

Docmment Tis i i ;
i 1Ssuing AUThonly | Additional Information . ;“N%ﬂ;sﬁ;“;gg
"Dooument Numbor
Expialon Ba (TR
Dotument Title
“Tsuing Authorlly ‘ *
“Boament Number
Ep:raﬂon Date (7 amyjmmiodlyyyy) :

Certification: | attest, under penaity of perjury, that {1) | have examined the dosumentis) prasented by the above-named employes,
{2) the above-listed document(s) appear to be genuine and to relate to the employee named, angd 13) to the best of my knowledge the
employee is authuorized to work in the United States.

The employea's first day of employment {mm/ddfyyyy): mlzﬁlzp_\g (See instructions for exemptions)

| Signeture of Employegor Authorized Representstive | Today's Date (mm/odAryyy) | Title of Employer or Authorized Representative _:
1/ /7. 72 A ‘ 08]22/201® | Recxyiter |
‘ Last Name of Employer or Aufhorized Representative ‘EFlrstNamaofEnlplwamAuﬂwﬂzad Representative | Employer's Business or Organization Name
; "SON ' MQY\ EMPLOYER SOLUTIONS STAFFING GROUP LLC |
| Employer's Business or Organization Address (Street Number and Name} | Chyor Tawn Blate  [Z1P Code ',
| 7480 FLYING CLOUD DRIVE  SUITE 200 ! EDEN PRAIRIE l MN 58344 ;
Section 3. Reverification and Rehires (To be completed and signad by employer or authorized reprosentative J
A. biew Name (f applicable] ! A {8. Date of Rehire applicable)
| Last Name (Family Name) First Name (Glven Namg) Middle Iniial | Date (mmtidfyyy)

. It tha eniployee's previails arant of employmant authorzelion Kas expijed, pravide the information for the docuiient or receipt {hat eéfE‘ biishes
|oontinuing employmant authorizatian in the space pnovi,dﬁ bralow.

iDocumant Titla Document Number Expiration Date (f any) tmm/ddhyyyy)

1 attast, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United 8tates, and it
the employee presented dacument(s), the dogument(s} | have examinad appear to be genuine and to relate to the individua!,

Signature of Employer op Authorized Representative Today's Date {mmidiyyyy) Name of Employer or Authorized Representative
1l — 02/22)701¥ | Mayi Andevsown

Form1-9 0711747 N Page 2 0f 3




A Comn anigy A: Techuical Collagh

_‘ () SAINT PAUL COLLEGE

De'kaylen

Groman
Issued On: 01/11/2018
_ Tech ID: 13565849

L1
‘w



| STIEbO-zSSTTIVIZg - " anere o

4
_ 235 Marshall Avenue

mn.avnc_gzmﬂo» ._*
651.846.1600

| ﬁ I SURRRRIA R

2040901787877

h A Member of the
( (e gggmﬁﬂ!igg

o



42@5&3’?595

THIS NUMB!a HM Ele‘&ﬂ?ﬁlﬂﬁHED FoR
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iVinnEesota DRriver's License/EnHANCED DRIVER'S License

IpenTiFricATioN CARD/INSTRUCTION PERMIT. APPLICATION Lk A
APPLICATION RECEIPT R ]
Tios 5 NOT A Smannaione BENTIFICATION Document : TYPE RX & RESTRICT/ENDORSE \ VISION
gui:ﬂﬁggs.ﬁggéaﬁ Brrw Dare (MonTH/Dar/Veas) [IReG [JEDL a%qmﬂghwm%g m___ ﬂmwm_m_mz? [J PASS NR
: P = . EWAL [1PASS with CL
nmw.nw <]~ db_ma SO _\__ _.\ RIS |7 I L1 oo D] ADD/REMOVE INCOMPLETE
MC 1 ATTACHED:
_"“_ﬂmnz,s i S Coca g Oc  TIoUP [IMsoR
ioba b WO K Laes (mi ODUP [OGK FEES PAID
G o Rk gl = CPROV CODUP [IAR | AppuCATION
EE_E.Eaoﬁsﬁaacgqﬁngizgugmuraoaﬁgv 8/D E¥DUP  []COMB $ \ s e s PROPER ID
e . C1MBOP [IDUP [ DBL/TRIPLE ¥ J /
2 N 0w [] PASSENGER B”_“Erﬁm el
1 REG P [J SCHOOL BUS MC SB PHYS TR
_ : . I ] [J TANKER $ % SRR
w.Eggggs&zﬁ?ﬂgauggsggggﬂﬁﬁzsggg INDICATORS [0 HAZMAT
R Cebldz 1Y) [ SENIOR 1 bwi REIN FEE  OTHER
Noiex A E smm( b Arrt G [J LTD MOBILITY $ $
: e ‘ [1SNOWMOBILE [ RT Passed
Lo Wessdbua Aal S5 e lzle] | £ FIREARM £ RT Waived ORGAN DONATION
i Swre 2 Covs MNComrv | Moorme $ INVALIDATED
Ornonas Mmuns Anoress (ses #1 o BACK 0 wHITE covr) sﬁnﬁ:ﬁu»ﬁﬁgﬁaaﬂoﬂngzgggg 1 VETERAN _u_.\mu\%
- 1 R Ty e ULS., Post Soroace v, RoT neitven s, 10 tar Resomce Anouess siown asove. INETIAL HERE. a:ﬁgggaigg N : \ Srare: M g
. otess , S A
w ey Aot gt I ,. A B !
Gy | was proyided all privacy Em:::nw as ansaa by state and federai law, Submissior ogrgg .A
constitites consent to registration with the selactiva service system, if required by fetleral law. 1 certify that
L e e o
Aprrcant's : = responsibil an o ing the n around schaol busss.
E N EAC EN EEE D N
Evs Colon Hesuy _ WeermPounos Mg Foge 00 |
), ST : S S
Applicant Signature Appfication Date -
. . (DVS USE ONLY) . | " _
> WODBLRY s.mn.gav to: THIS DOCUMENT IS A RECEIPT FOR THE TYPE OF CARD INDICATED,
LICENSE CENTER our drivif ivi - AND IS NOT A STANDALONE IDENTIFICATION DOCUMENT
I pELTE our driving privileges PAID . _ . |
. = This receipt, in conjunction with an invalidated previous license, instruction
%:_m cmm__w smmca TuE :_ﬁﬁ".wm JUL 17 2018 . permit orID card, may be used as identification,
TOTAL $14.75 Contact Us: DEPUTY RE 167° - This receipt is valid for the type of card indicated, when stamped with the
CASH. $20.00 WASHINGTON proper validation stamp, for a maximum of 60 days from the application
CHANGE $.25 ns: 651-297-3298 date shown above;
fern | WATS2 KRBT oa7 | 651-284-1234 This receipt is void if the applicant is not in compliance with all restrictions
THANK YOU! 651-297-2005 indicated on the driving record.
WASHINGTON COUNTY 5: 651-297-2126 *  Not valid as Enhanced Driver's License (EDL) for border crossings.

651-282-6555

Lost, stolen and duplicate EDL cards are deactivated and rmay not be
used for border crossings.

.

P533100-36




m" DEPARTMENT W-4MIN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complete and ghve this farm 10 your employer # you do any of the foliowing:

* Claim fewsr Minnesota withholding allowances than your federef allowances

» Cleim mare than 10 Minnesots whthholding allowancas

* Want edditional Minasota tex withhald fram your pay sach pay perlod

* Claim to be auempt from faderal withholding or claim to be exempt from Minnesota withholding

Do not complete this form If you are claiming tha same number of Minnesom allowances as federal and the number claimed is 10 or less.

Empigyed/s first namo antd iniiz! tastnams Employee’ Sotlal Secudgy n
X )zont| en Cropacy—~ 8’§7"‘15‘75
ent address {ehack one box)
SLHEL cobe  Wll_olaye T
Gy e 208 code Married
\/U(:(_ibw | M $512S Mairind, s withiaolé ut highar §igie i

1
Employees: Read instructions on back, complete Section 1 OR Seetion 2, sign and give the completad form to your empiayar, (Do not completa
hoth Saction 1 and Section 2. Completing bath sections will make the form invalid.)

{7} section 1 ~ Detarmining Minnesota allowances

Complete Section 1 if you clalm fewer Minnesota allowances than your federal allowances, AND/OR ¥f you want additional Minnesota withhold-
ing deducted each pay period.

1 Tote! numbsr of fedaral allowanees clalmed on faderal Form Wes ........ 3000G00006HO0dEB000000 ha0o 1. \
2 '!btalnumberofMinnasutaaﬂmvances{lme?:mnotbemrethan:hhel) 267100 51 000 000000000 ool his o o lll | cvemetem rresermsie s

3 Mdlﬂonalmmnesomwlthhcldlngyouwantdeduetedeachpaypeﬁod......... £ 6000000006000060050000E) &
{5 Section 2 — Exemption from Minnesota withholding

Completz Section 2 i you claim 10 be exempt from Vinnesot: income tax withholding fsee Section 2 Instructions for quaflfications). ¥ appliceble,
check bne box below to indicete the reason why you belleve you are exempt: .

E 1 meet the raquiremonts and claim axempt from both faderal and Minnesota income tax withholding.

Even though ! did not cluim exempt from federal withholding, 1 claim exempt from Minnescte withholding because | hat no Minnesota
Income tax ltabiBity last year, 1 received a refund of alt Minnssots income tax withheld, AND | expect to have no Minnesota Income tax iiability
this year, .

IEI! My sgouse is & military service member assigned to 8 military focation in Minnesota, my domiglle {legal rasidenca) is in another state, AND |
am in Minnesota solely to be with my spouse. My state of domicile Is

| am an American Indlan living and working on a resarvation. ]

i am a member of the Minnessta National Guard or an active duty 1.5, military member and claim exernpt from Minnesata withholding on
my militaty pay.

I riacaive & military pension or other militury retirement pay as caleulatad under Thle 10, 3401 through 1414, 1447 through 1455, and 12733
arg tlalm exempt from Minnesota withHoldIngon this retirement pay.

1cartify that all infermotion provided in Section 1 OR Section 2 Js corect, | understand there is o 8500 penalty for filing a Jaise withhalding alfow-
ance/exernption certificate. 2

Employes’s Sgaature Date Daytime phong ‘

1 > L §/22) F G)2=5)9=( 1372
Employees: @ve%ﬁpﬁt&d Tarm Yo your amployer.
Employers

If you are required to send a copy of this form to the Departmertt of Revenue {see Instructions), you must enter the employer information beiow
and mail this form to: Minnesota Revenue, Mail Station 6503, St, Paul, MIN 55148-6501. {Incomplete forms are considerad Invaiid.) A $50 penalty
may be assessed for each raquired Form W-SMN not filed with the department,

Keep a copy for your recards.

Name of employer Federalemployer 1B number {FEIN} Minbesata o D number

Address City State P code

Bee1nny Questions?  Wabsite: www.ravenue.state.mn.us. Emal: withholding tax®state.mn.us. Phone: 651-282-8959 or 1-800-657-3594.



smnpioyer solutions staffing group .
ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with a workplace free from serious
recognized havards and comply with standards, rules and regulations issued
undey 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 famhty

(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.

(6) Provide safety traiving in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following: .

) Responmbﬂlty 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 8 manner as required by the employer and use the
prescribed safety equipment,

You have the following basic rights;

o Right to refuse unsafe work

* Right to know or be informed about actual and potential dangers in the
workplace

* Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



arviphoyer solutions stafing group.

o Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

» Right to gain access to relevant personal exposure and medical records,

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
OBHA 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 13 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 hag expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.885,1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG 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.



ernployer schions siafing croun.

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have recsived 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 952.885.1288/1.866.496.7573 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
952.885.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Dqgg. Hea Gopnal

Employee’s Signature:

ﬁm;‘ Date: g’l Zzll 70]{




om 850 Pre-Screening Notice and Certification Request for
(Rev. March2016) | the Work Opportunity Credit OMB No. 1645-1500
il Sovanis eerues” | P Information about Form 8850 and s ssperats Instruotions io ot wwor.rs.gov/fomm8aso,

Job applicant: Fill in the fines balow and check any boxes that apply. Complete only this side.
Your name EKW}“V\ Gromen Social security number> S 2§ - §3-4595

Street address whera you five uga ool e W A cove b

iy ortown, stats, ma 2Poove  \Wodly  MN L 3912 5
Comty \Wt-dhi gj;uy_\ ‘s,g&'hn; Telaphonenumbsr___(_o’l’ $99-613T

if you are under age 40, enter your date of birth (menth, day, year)

1 [T} Check here if you recsived a conditional certification from the state workforce agency (SWA) or a participating looal agenoy
for the work opportunity credit.

2 Chegk here it any of the following statements apply to you,

* | am a member of & family that has received assistanoe from Temporary Assiatance for Needy Families (TANF) for any 8
months during the past 18 months.

*» lam a veteran and a member of a family that received Supplemental Nutrition Assistance Program {SNAP) benefits (food
stamps) for at least a 3-morth perlod during the past 16 months.

* | was raferred here by a rehabilitation agency approved by the state, an employment network under the Ticket (o Work
program, or the Depariment of Veterans Affairs.

* | am at least age 18 but not ags 40 or older and | am a member of q family that:
a. Recelved SNAP banefits (food stamps) for the past 8 months; ar
b. Rageived SNAP bensfits (food stamps) for at least 3 of the past 8 months, but s no longer sligible to receive them.

* Duwing the past year, | was convicted of a felony or released from prison jor a felony.

* | received supplemental security income (SSI) benefits for any month ending during the past 60 days.

¢ 1 am a veteran and | was unemployad for a petiod or periods totaling at least 4 wseks but less than 8 months during the
past year.

3 Check here If you are a veteran and you ware unemployed for a period or peariods tutaling at least 8 munmhs during the past
year. -

4 Cheok here if you are a vateran entitied to compensation for a service-connected disabllity and you were discharged or
released from aotive duly in the U.8, Armed Foroes during the past year,

2

[ﬂ Cheok here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 8 months during the past year,

Cheoi¢ hers if you are 2 member ot a family that:
» Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months baginning after August 6, 1897, and the sariiest 18-month period baginning
after August §, 1997, ended during the past 2 years; or
* Btopped being eligible for TANF payments during the past 2 years because faderal or state law limited the maximum time
thoss payments oould be made.

-~

Check here if you are in a peried of unemployment that is at least 27 consecutive weeks and for all or part of that period
you recelved unemployment compensation.

Signature—All Appliicants Must Sign

‘Under penalties of perury, 1 deciare that | gave 1hs above information to the empioyer on or befora the day | was offered a job, and it is, to the bast of my knowladge. tye,
covect, and completa.

Job applicant's signature b ‘,é),{ Date S 272 ] Zo Y
For Privacy Act and Paperwork Reduction Act Notias, see page 2. Cat. No. 228S1L ; Form (Rhv. 3-2016)




Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

CA Residents: |L] Are you the child of foster parents® [C] Do you raceive CalWorks? [[]] Warkforee Juvestment Act?
Are you i yaigrant or seasonul fiem worker? [D Huve you ever been convicted of a misdemeanor?

EMPLOYER SECTION:
Client: Company:
Location; Position: Starting Wage: $
EMPLOYRE SECTION: : ,
: First Nams: Last Name: Suffix: | Street Address: City/State: Zip: |
Dleilp. OWror 5 | 2UL2 cobble kil sy
| SS#: | Date of Births Age: | Have you worked for _-1f yes, location: ':
| i | this ny before? '
U2y - g3-uss ) )9] laqF |20 | Vel N |
Please complete all questions, and sign and date the form. Yes No
1. Haveyou or has anyone living with you recelved Temporary Assistance to Needy Families (TANF) O @ﬂ’
at any time since Augnst 5, 19972 (i yes, please provide information below.) .
Nome of the person recciving benefits: ___ Relationshiptoyon: f
City: . County: ____ State |
2. Have you or has anyons living with you received Food Stamps (SNAP) at any time during the past 15 months? a W‘
(i yes, please provide information below:) |
Name of the person receiviog benefits: _____ Relattonshiptoyow:
City: County: State: i
{ 3. Have yon received Supplemental Secarity Income (SSI) at any time within the past 3 months? O QX
Please ainte, this is not the same a3 Social Security benefits (SS) or Social Security Disability (SSDI) bensfits. {
“Wyou checkedyes please provide a copy of your SSI docuusntation. [
4. Bave you received any type of vocational rehabilitation services within the past two years? @) Q)/
1f yes, pleass indicate which type of agency you worked with end provide their Jocation information below: !
D Votational Rehnbilitation Agency g Dagpt. of Veterans Affairs Employment Netwaork (Ticket to Work Program) |
Name of Aganey: ____ Phoned: ____ i
City: County: _____ State: {
*{fvou checked yes please provide a copy of your active Individual iWork Plan and Ticket to Bork decumentation. /
| 8. Areyou a Veteran of the U.S. Military? I ves, please provide ¢ copy of your DD-214 and letter of separaion. Q/
(lf)ts}:‘;ﬂusc provido infonmation halow. Iimo, please cnnﬁnuetoquuﬂnn é:)v;m O !
Dates of Service - Fron: To: 1
| Brauch of Sexvice: ____
Are you entitled to or are you recoiving compensation for o servico-conneeted disability? q
6. Have you been unemployed at any time during the last 12 months? O
i 1fyes, dates of unemployment - Frora: To:
| Did you recelve unemployment compensation at any point during your unemployment? O
if yes, ln which state did you receive unemployment compensation? __ »
7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? @)
Conviction Datu: Releag Date: |
Was this a [] Federal or ] State conviction” 1£State - County: ____ Stater_____
i . Auditionsl Tax Credin
IEC (Native American): Are yon or your spouse a4 member of a Native American Tribe? O m/
Yyon checked yes please provide a cony of your CDIB card,
|
|
|

SC Residents: [[]] Do you receive Family Independence B

enefits?

PLEASE READ, SIGN, AND DATE:

Under peualtivs of perjury. ] declare the information above to be true and accurete to the best of my knowledge, and 1 herehy anthorize any agency, orgenization, or
irdiveduals 1o supply such verificatian or information that may be nevded to determine tax credit eligibiluty to my employer, emplover representative (dssoriated

Consultants, Ine. dba Retrotax), or fie Depariment of Lubor.

New Employee Signature: Wﬁ Pt R N
o P

Date: 8/-)7'211 ] K



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.
Employers or consultants submit this SAF to the State Warkforce 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
aroup.

! Under penalties of perjury, I declare that this information is trus and correct to the best of my
knowledge,

L & |
New Hire’s ngnawrgWe—\ Date 222’2 ) 2¢) ¥
New Hire Name: .P;;_L‘_«-;(_Lu__g,_corm"\m

Social Security Number: 42§ - §7-4595

Employer Name:

Please check the statements below if they apply to you.

]  1declare 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,

3 1declare that I have been in a period of unemployment since

(Enter start date)

Privacy Act Notige: N

The (ntamel Revenus Code of 1886, Saction 51, es amended and s snaciing legislafion, P... 404-188, spacify frat the State Werkforce Agancies are the
*designated" agencles responsible for adminisiering the WOTC oeriffication procetures of fhis program, The Information you have provided camplefing this
fom wil ba disc'osed by your smployerto {he Stals Workiores Agency. Provisian of thie informaton isvoluntary; howavar the information s eguiradin
dstemmine your employer's afigihility for the federal tex cradit

Publlc Burden Statement:

Parsons are nol raquired o tespond to tis collesion of information unless it displays & cumenty valid OM B contro! number, Respondents’ abligation fo
completa is fonn is required toobialn or retain banafts (P.L. 114-5). Public reporfing burden is eskimated I everage 10 minuies per respanse, including the
‘tme for reviewing instnuodons, searohing existing data sources, gathesing and maintaining ihe data nesded, and complsting and reviewing tha colleciion of
Informetion. Send commants regarding this burden estimate to the U.S. Depanment of Labor, Division of National Programs Tools Technical Assistance,
Room C-4540, Washingion, D.C. 20210 {Paperwork Reduction Project 1205-0374), Please do notsubmit commpleted formes fo{his eddress,

17-

ETA Form 8175 (Rev. November 2016)



DRUG AND ALCOHOL
TESTING CONSENT FORM

ile ] have been allowed to read and inspect 2 written copy of ESSG policy on
drugs and alcohsl,

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 result
In adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employes 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 entitles acting for or with them, to collect a body component (blood,
urine, breath, or any cormbination 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
disclosure o ESSG of the results of my drug and/or alcohol test and other information
related to the test.

€22 xly
Bate © 7

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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LOST OR STOLEN PAYCHECKS

If a paycheck Is lost (missing, misplaced, destroyed, lost in the mall, efc.), you
must notify your staffing recrulter 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 plerde (que falta, fuera de lugar, destruido, perdido en
el correo, efc), usted debe notificer a su reclutador de personal que ¢l cheque no
se puede encontrar. Si se puede verificar que ef cheque no ha sido cobrado,
£88G se detendrd 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 rebo a la policia
antes de que padamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporgionar una copia de la denuncia a su reciutador de personal que &l
cheque fue robado, St el cheque no ha sido cobrado v si la pérdida del cheque
no fue su culpa, ESSG emitirs un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): ﬂw\
ey )

Signature/Fima; 7\ > é’bg\ S

S T



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: _& (4 n ( CVW\
e [First) {Middle) (Last)

Former Name(s) and Dates Used:

Current Addresssince:_ 4 2F 2 caldolt  H I\ abe ol A1 b

{Mo/¥r) (Street) (City) {State/Zip)
Previous Address From;

(Mo/Yr} {Street) {City) {State/Zip) \
Previous Address From:

{Mo/Yr) (Street) {City) {State/Zip)
Social Security Number: 42§ ~ 8 3-U59 § DOB:

Phone Number: (5 )2 384— ¢ )32

Driver's License Number/State:

The information contained in this application Is correct to the best of my knowledge.

I hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to he
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may Include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

I further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all Information received from this authorization in a confidential
manner In order to protect the applicants personal information, including, but not limited 1o, addresses, social security
numbers, and dates of birth, —

Signaturgr |_______re

| Ndeae— ey s )
N to M d OK Resid $

Please check the bax below if you wish to receive a copy of a consumer report that Is requested,
B+ wish to receive a copy of any Background Check Report an me that is requested,

Date:ng'! 72} 7(-9) g



Fixed Indemnity Medical Benefits_Plan 2

R S ) e OO . RebieDete o f e

ENROLLMENT FORM ESC CUIUNAC-MN 77 v18.2
ks ) OYEE INEORMATION: | _PRiNT USING BLACK or BLUZ INK (Viust Be Fled O3t)
Name: Sodial Sseu ty# Hore 2~ ong C%DDED

Accress Aoz, #

Ciw Steve i Dewz o Birth
) '

o @Yes No. i Yes please contive.

Medicare Sfactive Dare

{3

oy o ———

L ™ Payro!! Deducted Weekly Ra‘!:es

You MUST sale"t 2 covarage Iev=1 cefore 2ny cenaflts in Section C Yo.v o verage ievel for the all benefits in Section C will be
idsntical Tha Fixed lﬂqemnr*y Madical Plan, Densl "!ar, Tarm Lie Pia* andl Shoft-Term Dissbility plans are undaneitien by 3CS

Irsuranae Company The Vision plan Ts underuritien by Comganien Life | nsuranes Sorapany
SELECT COVERAGE LEvEL DD NOEMNITY | pepray | wision TERMUFE | TORETERM
Ersployas Only $20.25 " $6.47 $2.42 , $0.60 $4.20 '
Employss + 1 O] $41.10 | $12.34 $4.92 $0.50
Ermployse + Femily $54.88 | %2036 $6.36 $1.80
WO 72 ALL Bensfits 9_]‘(9.5 Q_-iNo Q]Yes Olno "es )gNo | @_}Yes @ No | £2ves & Ine

“This coverage is notavd ifkle 1o residerts of NH, HI, or PR. *STD is not availeble 10 persons whe work in CA, /i, NJ, NY, or RL

Far Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dlsmemboarment is part of the Term Life Benefit,

Nermz Relationship

e Y e L 0 = e 1 e 4 1y e Aand b dy s oL me—ae va Swmman + oo a3 Hen e g

Smmon e A

Name Soc ai Secun* # Dave of Birth Sex " Relatior shig

/4 O {I——_UE:B Spruse E Lhid D Domestic Pariner
Name Social Security ¥ Date of Binh_ Sax 2lationsh'p

/v O [F:E Spouse[ ] Child [JDomestic Parmer
Name Social Sacuwrity # Date of Bith bax Relationsh'p

i [ELpuL.s: ﬁ Child DDomesuc: Partnar
Nams Social Security ¥ Date of Birth  Sex Relztionship

7 D@@] Speuse D Chikﬁ Domastic Par*naer

ovoe ~men -t e e o B

'E. REQUIRED SIGNATURE' § YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read tha benefit packes and undersiand its limitations. T undestand that opan enrollment is only ava'ab'e for
& limited tims ard | understand that making ne benefit selection 's 2 dec instien of coverage.

PATE ... P>SIGNATURE

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

This s en Essanual SffCARE Enrolimant Farm.
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Enhanced MEC_Plan 1 =SNG

R Ly T Y DT B
-

- ey

ST A e

L A e A

e

Address | Ciyy

Gendar L1 iialo | il St ] Srgle | Bto 1 57t TBeto of Hire
[[] Femalo ;D arfad Divoraad !
{Phone Numbor: “Emall Addrass:

Please Select Desired Coverage:
Employee Only - [ ] Employee+Spouse - 7| Employee+Childfren) - [T] Family -
O ) T,

$24.00/Week $358.00Meek $38.00/Week 83.00\Week

Sooial Security # |BUtaDarn | 30 Relationship
T ; D Nale :SnuuseD Chikd
s : - bl i [] Fomnsie Dumestic Partoer
Sccka! Securiy# Binh Date | Sex | Relatlonship
[ et | spoass [ chis
7 i NETe T Last Name [[] =amat [ 7] DomesticFarmer
Depgnasat | . AR L ik i B I ST SO MR
Soctal Soqurly § Binnbaiv | 8Sex | Rebrionship
RS T TN ‘ { Spouse @MD
EFR DATE
EFF, DATE
EFF, DATE
Smpiearsn Acdegon efiprus oy Anihoviaalion « | heraby apply for the group beasfitls) as indicated. aclnowledge thatall antries are trus end eompleln and that

any misstzinments or falfure to report inforetion may be ysed as tie besis for canceliztion of voverage for me and uiy Uspandent(s), if any, from the eriginat
affectiva datn, Further, ! authorize my employer to make the nesessary payrol deduction of pramiums for coverages | hrave elentod,

IF ENROLLING - YOU MUST SIGN HERE

Employen Signesure Dato

o e g P Bt . b
EUPLOVEESIRCLIING 1 am DECLINING coverage
1 understand that | andlor my dependents, if any, waive any coverage and desire to partisipate inthe plan a8 a later date, Ive may ba gonsidered 8 tate enmlise and
must meat the requitements definad in the Certificate of Goverage for tha sompany's megieal or denta! plans. If] decling snrofiment for myssif ar my depantants
{including my epouse) besause of othor covarage, 1 muy, In futues ba able to anroll mysolfor my dnpaudehts In this plan, provided 1 request enroflmont within 3¢
deys after the other coverage ends. In additon, i 2 new dependantralationship forms as a result of marria

98 birth, adoption, plasemont for adoption of parting sut
of adoption, | may be ableto enrolf rayself or my depantiant, provited | raquest ensoliment within 31 Says of the avant. F

IF DECLINING- YOU N HERE

R

}
Employae Slpnature

Data gj 2’1! ZOIX

Employer Solutions S1maffing Group Health Barefits Tearn ¥
PO Bax 48270
Minnsagolis, N 55344
Phone: 862-767-9519 Fax: 852-767-0515
Einall. Heaith@emplayersolutionsgroup.com




