5/7/2018 E-Verlfy Case Processing: View/Print Detalls
‘EVerify,
Case Verification Number: 2018127191724CL

Report prepared: 05/07/2018

Company Information

Company ID: 1284996 Company Name: ESSG - Corporate Management
Group

Client Company ID: 1284996 Client Company Name: ESSG - Corporate
Management Group

Employee Information

Name: Dennis Noyer Jr Date of Birth: 07/15/1988

U.S. Social Security Number; **-*+.5688 Employee's First Day of Employment: 05/07/2018
Citizenship Status: U.S. Citizen

Document Information

List B Document: Driver’s license or ID card issued by a U.S. state or outlying possession

Document Number: n6001618825500 Explration Date: 07/15/2024

State: Wisconsin

List C Document: U.S. birth certificate (original or certified copy)

Case Information

Current Case Result Closed Case Submitted By: Rachel Prickett
Case Status: Employment Authorized Reason for Closure: Employment Authorized Auto
Close

https://everify.uscis.gov/c/cases/2018127191724CLView



www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name NoyerJr

Street Address 205 Helen Street

First Name _Dennis

PO Box 46270

Minneapolls, MN 55344-9956

Tel: 952.835.1268

Middle Inftial

cw’wp Roberts. Wi 54023

Phone Number

7154413412

Staffing Agency/Recruitment Partner

AptiSte

Social Security Last Four YOO(-XX-
Emall Address Noyerd@icloud.com

@

Are you legally authorized to work in the United Ststes of America? @I YES (CINO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the inform

qualifications for employment. | authorize ESSG to make Inquiries of my former

regai

| undarstand that a comprehensive
This may include but is not limited

required by clients, govemment regulations or by ESSG policies,
1MeaseESSGandemommerﬂﬂesManydammmmmbasedeSSdeedsionmeonduaabadzgroundduedx.

| certify that ell statements made In
faiss or misleading Iinformetion, |

aﬁmawmmmhmhapwbaﬁonm«wemy

except as indicated In this application,

rding my previous dulies, responsibilities, performance, compensation and eligibility for rehire.

background chack may be conducted to delermine my eligibiilty for hire by certain cllents of ESSG.
to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as

oonslderaﬁonforemployrmntor.HMeredalhrlbeglneumloyrnent.wlﬂmsuﬂlnmytenﬁnaﬁon.
If hired, | agree to abide by the policies and procedures of ESSG.

myapp!lwﬁonareﬁueandacwatamdﬂmﬂhavenotmmedanymateﬂa!lnfomaﬁmorpmvlded
understand that any material omission or misrepresentation will result in my disqualification from

Dennis Noyer Jr %%l Apr 24,2018
Name (Print or type) Applicant’s Signature “Date

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

For ESSG Office Use Only
DOH NRW -8 8880 w4
Emorgency Contact Info | Background Release Form Background Resuits Unomployment Letter ESC Application
(i appiicabls)
For ES8G Client Use
DOM ROP Work Sito Loc. WG Cods

ESSG - CMG-NSTW4

Rov. 0472017



Form W4 (2018)

Future developments, For the latest
information about any future developments
related to Form W-4, such es iegistation
enacted after R was published, go to
wwav.irs.gov/Form4.

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal
income tax from your pay. Consider
complsting & new Form W-4 each year and
when your personal or financial situation
changes,

Exemption from withholding. You may
cleim exemption from withholding for 2018
if both of the following appiy.

¢ For 2017 you had a right to a refund of all
foderal income tax withheld because you
had no tax liability, and

* For 2018 you expest a refund of afl
federal income tax withheld because you
expect to have no tax labiilty.

If you're exempt, complste anly lines 1, 2,
3, 4, and 7 and slgn the form to vallidate it.
Your exemption for 2018 expires February
16, 2018. Ses Pub. 605, Tax Withholding
and Estimated Tax, to leam more about
whether you qualify for axemption from
withholding.

General Instructions

if you aren't exempt, follow the rest of
these Instructions to determine the number
of withholding aliowances 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
allowances you claimed and may not be a
flat amount or percentage of wages.
You can also use the calculator at
wanw.lrs.gov/WidApp to dstermine your
tax withholding mare accuwrately. Consider

Form W"4

using this calculator if you have a more
complicated tax sltuation, such es If you
have a working spouse, more than ong job,
or a large amount of nonwage income
outside of your job. After your Form W-4
takes effest, you can also use this
calcuiator to see how the amount of tax
you'ra having withheld compares to your
projected total tax for 2018. If you use the
calculator, you don't need to complste any

of the worksheets for Form W-4.

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax retum. if you have too litle tax
vithheld, you will owe tax when you file your
tax retum, and you might owe a penalty.
Fllers with multiplo jobs or working
spouses. If you have mare than one job at
a time, or if you're married and your
spouss Is also working, read all of the
Instructions including the instructions for
the Two-Eamere/Multiple Jobs Workehsst
bsfore beginning.
Nonwage income. if you have a large
amount of nonwage Income, such as
interest or dividends, cansider making
estimated tax paymente using Form 1040-
ES, Estimated Tax for Individuals.
Otherwise, you might owe additiona) tax.
Or, you can use the Deductions,
Adjustments, and Other income Workshest
on page 3 or the calculstor at www.irs.gov/
W4App to make sure you have enough tax
withheld from your paycheck. if you have
penslon or annuity Income, see Pub. 505 or
uss the calculator at wwav.irs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident alien. If you're a nonresident
allen, see Notice 1392, Bupplemental Form

‘W-4 instructions for Nonrgsident Allens,

before completing this form.

Separate here and give Form W4 to your employer. Keep the worksheet{s) for your records,
Employee’s Withholding Allowance Certificate

Specific Instructions

Personal Allowances Worksheet
Complete this worksheet on page 3 first to
determine the number of withholding
allowances to claim.

Line C. Head of household please note:
Generally, you can claim head of
housshold filing status on your tax return
only if you're unmarried and pay more than
6096 of the costs of kesping up a homs for
yourself and a qualifying Individual. See
Pub, 501 for more information about filing
status,

Line E. Child tax credit. When you file
your tax retum, you might be efigible to
claim a credit for each of your quallfying
children. To qualify, the child must be
under age 17 as of Dacembar 31 and must
be your dependent who lives with you for
more than half the year. To lsam mare
about this credit, sse Pub, 872, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit into account,
follow the Instructions on (ine € of the
waorkshest. On the worksheet you will be
asked about your total income. For this
purposs, total Incoms includes all of your
wagee end other Income, including income
eamed by a spouss, during the year.

Line F, Credit for other dependents,
When you file your tax retumn, you might be
eligible to claim a credt for each of your
dspendents that don't qualify for the child
tax credit, such as any dependent children
age 17 end older. To learn more about this
credit, see Pub. 505. To reduce the tax
withheld from your pay by teking this credit
into account, follow the instructions on line
F of the worlsheet. On the workshest, you
will be asked about your totel income. For
this purposs, total Income includes all of

OMB No, 1548-0074

> Whaother you'ro ontitied to olalm a certain number of allowances or examption from withholding lo
mm" Wbmhmmethanﬂamdmmbwm 2©18
1 Your firat namo and micidia Initial 2 Your sockal seounity number
Dennls A Noyer Jr 475155688
Hame eddress (number and etreet of rural routa) 8 (Jsingte @Mamed (O Marted, bust withhotd at bigher Singfo rate.
205 Helen Strest B mumummmmmmmummwm"
Cdy or town, stats, end ZIF cods 4 If your last name differs from that chown on your social scounty card,
Roberts, Wi 54023 chech here. You must cofl 800-772-1218 for a repiacement card. bm
6 Totalnumberofa!lmneasyoumda!mmg(ﬂnrntheappﬂeabiewaﬁehaetonﬂ\efollowlngpagas) 5 0 o 56

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

7 Idalmeuamptlonfrmmmholdhﬂorzma.andieerﬁfytha!lnmtboﬂuofﬂtefoﬂowhgwndmomhrmpuon
® Last year ) had & right to a refund of all federl incoms tax withhald becauss | had no tax Uabiiity, and
* This year | expest a refund of all federal incams tax withheld because | expsct to have no tax liblllty.

if you mest both conditions, write “Exempt®here. . . .
Underpemmesofparjunyldecimmlhavaemnﬂnedmlseatﬂﬂeatamtomehauotmykwwladgeandhelm.mstma.mmwmm

818 o

> 17

oyee’s signature M’LW

(‘i'"h'lg!fmnhnotvandunbssyoueimn.)b Oepeda Noyes ke 0L Apr24 2018
Eﬂwﬁ.mﬂwu hﬁmwmmwammtommmm © First date of ' o &Wﬁtﬁrﬂm

For Privacy Act and Paperwork Reduction Act Notice, 620 pags 4. Cat. No, 102200 Form V-8 2018)



m1 DEPARTMENT W-4iVIN
OF REVENUE
2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complete and glve this form to your employer ¥ you do any of the foliowing:

+ Ciaim fewer Minngsota withholding aliowances than your federal allowances

» Clalm more than 10 Minnesota withholding allowancas

» Want edditiona! Minnesota tax withhzld from your pay each pay period

¢ Claim to be exempt from faderal withholding or claim to be exempt from Minnesota withholding

Do not complete this form if you are clalming the same numbar of Minnesota allowances as federa! and ths number claimed is 10 or less.

Employee’s first name and inhtal tast ramo | Eraployeo’s Soctal Securtry number
Dennls Noyer Jr : { A475-15-5688
Permarent addross | Waarito) stotus (chack one bow)
205 Helen Street Sote I 7 o e ppaporatat: 7
Gty Stme P ende Married
Roberts, Wi 54023 Married, but withhold at highsr Singla rote

\
Employees: Read Instructions on back, complets Section 1 OR Saction 2, sign and giva the complated form to your employer. (Do not complate
both Section 1 and Section 2. Completing both sections will make the form invalid.)

T sectfon 1 — Detarmining Minnesote allowsnces

Complete Section 1 Hf you claim fewer Minnesota allowances than your federal allowances, AND/OR if you want additiona! Minnesota withhold-
ing deducied each pay psriod.

1 Total number of fadera! allowances claimed on federal FOTMW-E ... ....vouieieeenserennerrnennenrns 1 6
2 Tota! number of Minnasota aliowances (fine 2 connot be more than e 1) ... .....oeveeneensennnnn. . 2 X
3 Additional Minnesota withholding you want deducted each pay PEriDd. . ... ...\ tvivueerennsennsrenn.s 3 &

T section 2 — Exemption from Minnesota withholding
Complete Section 2 if vou claim to be axempt from Minnesota Income tax withholding (see Section 2 Instructions for qualifications). ¥ applicable,
check one box below to Indicate the reason why you believe you are exempt:
E | meet the requirements and claim axampt from both federal and Minnesota income tax wititholding.
Even though { did not claim exempt from federal withho!ding, | claim exempt from Minnesota withholding because | had no Minnesota

income tax iablilty last year, | recelved a refund of all Minnesota income tax withhe!d, AND | expect to have no Minnesota income tax lablity
this year.

[ﬂ My spouse Is @ milltary service member assigned to a military iocstion in Minnesota, my domiclle (legal residence) is in another state, AND !
am in Minnesota solely to be with my spouse. My state of domicile Is
E I am an American Indlan llving and working on s reservation.
| am a member of the Minnesota National Guard or an active duty U.S. military member and claim exempt from Minnesota withho!ding on
my military pay.
Q { raceive @ military pension or other military retirement pey as calculsted under Thie 10, 1401 through 1414, 1447 through 1455, and 12733
and cislm exempt from Minnesota withholding on this retirement pay.
| tertify that all information provided in Section 1 OR Section 2 Is correct. | understand there is @ $500 penalty for filing a false withholding allow-
ance/exemption certificate, .

Pl swer Qall Mgk °* Apr24,2018 Davimethem 154413412

Employees: Give the completed form to your emplayer.

Employers

if you are required to send a copy of this form to the Denartment of Revenue (see Instructions}, you must enter the employer information beiow
and mal this form to: Minnesota Revenus, Malil Station 6501, St. Paul, MN 55146-6501. (Incomplete forms are considered Ivalid.) A $50 penaity
may be assessed for each required Form W-4MN not filed with the department.

Xeep a copy for your records.
Naine of employer Federsl employer 1D number (FEN) | Minresots tx ID number
Adgress ity Steta P code

Wee2717 Questions?  Website: www.revenue.state.mn.us. Email: withholding tax@state.mn.us. Phone; 651-282-9839 or 1-800-657-3594.



Empioyment Eligibllity Verification USCIS

Form 1-9
Department of Homeland Sccurity OMB No. 1615-0047

U.S. Citizenship and Immigration Services Expirus 08312019

&
m
%
» START HERE: Read instructions carcfully before complsting this form. The Instructions must be avalizbis, elther In papar or etectronicatly,
during completion of this form. Employars are Hable for errors In the complotion of this form.

ANTI-DISCRIMINATION NOTICE: It is iltsgal to discriminats against work-authorized individuals. Employers CANNOT spacify wiich
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute lllagai discrimination.

Section 1. Employee Information and Attestation (Empioyses miust somplete and sign Soston T o7 Form 19 w0 Tarer
ihan the first day of employment, but nof before accepiing & job offer.)

' Last Name (Family Nems) First Name (Given Nams) ~|midsie Inital  |Other Lest Names Used (Tany)
Noyer Jr Dennis A N/A

Address {Sirset Number and Name) Apt. Number | City or Town Siete  |2P Code

205 Helen Street n/a | Roberts wi 54023

Date of Birth (mmAsdyyyy) | U.8. Social Securlty Number Employee's E-mall Address Employes's Telsphone Number
07/15/1988 W - ﬂ_rﬂ Noyerd@Icloud.com 7154413412

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents In
connection with the complation of this form,

| attest, under penalty of perjury, that | am (check one of the following boxes):
{@J 1. Actizen of e United States

(D) 2. A noncitizen nationel of the United States (See instructions)

(J 3. Alawtul permanent resident  (Allen Registration NumberUSCIS Number):

fJ] 4. An ailen authorized to wark  untll (expiration dat, i epplicebla, mmiddlyyyy): |
Soma aliens may wrile "N/A™ In the expiration date fleld. (See instructions) |

|
| Afisns authorized to work must provide only one of the Toliowing document numbers to complete Form 1-9: | Pl A
| An Allen Registration Number/USCIS Number OR Form -84 Admission Number OR Foreign Passport Number.

! 1. Alilen Registration NumberAJSCIS Number:
|
|

OR

2. Form 1-84 Admission Number: !
OR

3. Foreign Passport Number:
Country of Issuance:

Signature of Employee I Today's Date (nmiidyyy) - Apr 24, 2018

Denris Koyer I i 0

reparer and/or Translator Certification {check one):
1 did not usd & preparar or translator. A preparer(s) and/or transiator(s) assisted the smpleyes in completing Section 1.
(Fields below must be completed and signed when preparers and/or fransiators assigt an employas in completing Section 1. )

| attest, under penaity of perjury, thet | have assisted in the completion of Saction 1 of this form and that to the best of my
knowiledge the information is true and correct.

Signature of Preparer or Transisior Today's Date (mmiddAryyy)
Last Name (Family Name) Flrst Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ ,Employ:er C‘omjzlcre.r Next Page 0

Fam 19 071717 N Page ] of 3



Employment Eligibility Verification USCIS

Department of Homeland Security U Wi
Y : ey 3 4 OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Saclion 2 within 3 business days of the employes's first day of ermployment. You
must physically examine one decument from List A OR a combination of one document from List B and one document from List C a8 listed on the "Lists
of Accaptable Documaents. *)

me iy Mame) {GivemName) I. | Citizgnship/immigration Staws
v g o Sl WTA‘Q Sy BIGGST AT
0

ListA ListB AND ListC
Identity and Employment Authorization identity

"Documant Tiie

Employment Authorization

Issuing Authorlty

Document Number

Expiration Date ( any){mm/ddiyyyy)

Document Title

issuing Authority Additional Information 1 S Cols Sacions =,

Document Numbsr

E e
| Expiration Date (iIf any)(mmiddAyyy)

| Document Title

‘f_leaulng Authority

| Document Number
{

!'Exparauon Oato (¥ eny){mm/ddiyyyy)
l

tion: | attest, under penalty of psrjury, that (1) | have examined the document(s) presented by the above-named employes,

above-listed document{s) appear to be genulne and to relate to the employee named, and (3) to the best of my knowiedge the
emp! is authorized to work In the United States.

The oyea's first day of employment (mm/dd/yyyy): a{ trag t ml 8 Wﬂons for exemptions)
pRnatypd of Bmplarerbel ’ T ployer or Authorized Representative
-?m.._ i’ ,ly o

———04[%¢[2)] ChiLq
f{Noa of ipmioredios Authorized Repressniabve : ‘ 2r gr Authorized Representative | Employer's Busingss or Organization Name

Employer's or Organzetion Address (Street Number and Nams) | Clty or Town State | 21p Code
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE MN $3344

[@ection 3. Reverification and Rehlres (To be completad and signad by empioyer or authorized representative )

'A. New Namo (f agpheable] : _ B. Oate of Rehirg ( appbcabie) &%
Last Nams (Famlly Name) First Name (Given Nams) Imm initiel | Date (mmAtd¥yyyy)

| | J

[B. T he employes's previols grant of eMmployment autharizalion hab SXpied, fravide The Tnfermalion for The Bocumant oF rcolpt el SsbTThes
continying empioyment authqrization in the space provided below. o R
Document Titla . Document Numiber Expiration Date (i eny) (mm/idiyyyy)

‘I attest, under penalty of perjury, that to the best of my knowledge, this employes is authorized to work In the United States, and if
the employee presented document(s), the documentis) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative | Today's Dats (mmddiyyyy) Name of Employer or Authorized Representative

Form1-9 071717 N Pags2of3






CERTIFICATE OF BIRTH

STATE FIiLE NUMBER  1988-MN-035821
FULL NAME DENNIS ARNOLD NOYER JR.

e
i Ll daa A 5 *
i

iy fo

DATE OF BIRTH JULY 165, 1988
SEX MALE :
PLACE OF BIRTH SAINT PAUL RAMSEY MINNESOTA

PARENT TANA MARIE

NAME PRIOR TO
FIRST MARRIAGE

PARENT
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THIS IS A TRUE AND CORRECT RECORD OF BIRTH REGISTERED ‘_

LU

62A-000749154

ISSUED: OCTOBER 20, 2017

 THIS CERTIFICATE IS VALID ONLY.
_ SECURITY PAPER WITH A SEC

w=t J’" A aas uuuuuuuuuf4uuuu Mlda s h A MIAR I ASAE 4404,

4 3 iNYAIll!ATII}N




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Dennis Noyer Jr
(First) {Middle) (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 06/15 205 Helen Street, Roberts, Wl 54023
{Mo/Yr) {Street) (City) {State/Zip)

Previous Address From: 11/11 1106 Charlotte Street #5, Boyceville, Wi 54725

(Mofyr) . (Street) (City) (State/Zip)
Previous Address From: 07/06 1478 Landon's Ave, St Paul, MN 55104
(Mo/Yr) {Street) {City) (State/Zip)
Social Security Number: __475-15-5688 DOB: 07/15/1988
7154413412

Phone Number:

Driver's License Number/State: N600—1618—825_5-00 wi

The Information contained in this application is correct to the best of my knowledge.

| hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatlves to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
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 ali 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 pertalning 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 malntain all information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Signature; ___ i2ldbusr. 2 Date:  Apr24,2018
LA SIY § Rt

Please check th box below if you wish to receive a copy of a consumer report that is requested.
[0l1 wish to receive a copy of any Background Check Report on me that Is requested.




EMERGENCY CONTACT INFORMATION

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

Dennis Noyer Jr

Employee Name:
Address: 205 Helen Street, Roberts, Wl 54023
Home Phone: e
EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency
Contact #1 Home Phone:
Name: Jessica Noyer Cell Phone: 7154413423
Relationship: Wife Work Phone:
Contact #2 Home Phone: 6516446531
Name: Kenneth Kidd Cell Phone:
Relationship:  Grandfather Work Phone:

Addttional 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 cose of an emergency.




emplover solutiz i staT g ooy,
Direct Deposit/Payroll Debit Card Authorization
Employecs have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do nut provide a written election, wages will be paid by Payroll Debit Card.
PSECTION | BASICITNFORMATION
Employee Name 1y s Noyer Jr
' SECTIOWN 2 PAYROLL ELECTICN
&) Direct Deposit (Plcase complete Scetions 3 and 5 below)
I ()] Payrol Debit Card (Please complete Sections 4 end 5 below)
SECTION 5 DIRECT DERFOSIT
: Update Bank Account
Buank Name:

Effective Date Apr24,2018 |

D Paper Check (Gprion available to GA NH and NY residents only)

Q0

1 understand and acknowledge that If I do n provide a
voided check with this direct deposit form, I am
responsible for any deloys in payroll or extra costs |
Incurred if the account number that I provide is incorvect. |

Date 04/24/2018 [

American Express Nationa) Bank
Routing# 124071889

Accountt 6220015029182
Account Type: _[[7] Checkingf (] Sevings[ThOwer . .. tnitiot DN

®  To help us avoid making an ervor. pleasz attach a copy of a vuided check. (a deposit slip will net work)
. lfyouchmgebanks,dnnotcloseyonroldbankmmumtilyowdinmdx-positlmsstmudmlhemwbank.wﬁchmnymkezpnymriods.

)7z €S

Federal law requires all finencial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provids all of the following information that will enable the finnncinl institution to identify you. If
you do not submit a Direct Dzposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issuc you a Payroll Debit
Card to pay your wages, For your protoction, the financia] institution rozy ask you to provide them additional identification information so they can
verify your identity.

Except for the routing and account mumber, ESSG doss wot have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions, You will
then sign acknowledging thet you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
weges.

CARDHOLDER INFORMATION (as vou want your Payroll Debit Card (o be issued)

First Name M.L Last Name Date of Birth
Street Address (o BOX NUT ACCEPTABLE) Sovial Securitys#
City State Zip Cell Phone (mobilz)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payrol! Debit Card)
Payroll Debit Card Routing ¢ Payroll Debit Curd Account #

_ — e
1 bave received my Payroll Dehif Card, welcome brochure, Pprogram focs, program tenms, conditions. aad disclosurss. By activating roy Payroll Debit Card,
1 am agrecing (o the progrem lmns.m\dilimmddindomsmmmindndedwmad;mﬂabhwmﬁmnﬁmhﬁmoﬂumﬂwfmial institution. |
awthorize the financial institudon to debit my Payroll Debit Card account for the fees described in the fee schedule the! is part of the program terms,
conditions, and disclosures.

Employee's Signaiture; mum.u%.znal Date: APr24,2018

SECTION & AUTHORIZATION

authorize ESSG (o directly deposit my periodic wages.compengation peyments, net of required tax withholdings, other requured withtioldings

or authorized deductions, into my eccount(s) us designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
rade in error (o my account(s), * E-mall is required for pay stub information.

*E.mafl: Noyerd@icloud.com @
th‘ninfommﬁmﬁﬁmlybemcdtnmdmpqﬂhsdecﬂmhﬂry

Dute: APFr24,2018

Employee's Signature; _Semsiiover i a4 2018)




STATEMENT OF CONFIDENTIALI

This agreement made this L day of /4101 .ZOK, 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
resuit 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.

Dennis Jr 20

7~ Emplo

Signature

ployer Solutions Staffing Group LLC, Representative
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INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concemned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should .
be a minimum of once every two weeks. Failure to have current medical support
for disability may resuit in termination of benefits, Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with retum to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.

Report to work and perform physically suitable tasks as assigned. These may or
may not be in your regular department. The work may or may not be on your
usual shift,



e ———————

Maintain regular, weekly, communication with your employer if you are unable to
retumn to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status. !

Notify your employer immediately of any new injuries or conditions that impact

your physical condition.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

| have read my responsiblilities and agree to abide by these guidellnes.

Signed: Dennis Noyer Jr (ABFZ4, 2015)

Printed Name: DPennis Noyer Jr
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gnployer solutions c‘r= TINg 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, efc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido 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 reciutador 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 emitir4 un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Penis Noyer Jr

_S_ignaturelFlrma: Dennls Noyer Jr (Ap>34, 2018)




employer 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 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.

(3) 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 training 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: '

» 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

e Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

¢ 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.



miployer solutions staffing group.

* 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
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 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 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
report to a manager of the host worksite employer and/or ESSG (by telephoning

2.836.1288/1.866.496.7578) 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.



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 952.835.1288/1.866.496.7578 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
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Dennis Noyer Jr

Employee’s Signature:

Qi Date: APr24,2018




o 8850 Pre-Screening Notice and Certification Request for

(Rev. Merch 2016) the Work Opportunity Credit OMB No. 1645-1500
P Ty > Information about Form 8850 and its separate instructions Is at wiww.re.gov/formB850.

Job applicant: Fill in the fines below and check any boxes that apply. Complete only ti\ls side.
Yourname  Dennis Noyer Jr Social security number»  475-15-5688

Street address where you live 205 Helen Street

City or town, state, and ZIP cods  Roberts, W1 54023

County  StCroix Telephons numper 7154413412

If you are under age 40, enter your date of birth {month, day, year) 07/15/1988

1 [ Checkherelfyouraceivedacondiﬁonalcerﬂﬂcauonﬁommastatewoﬂdomeagenoy(SWA)orapamlpaﬁngloca!agency
for the work opportunity credit.

2 [ Check here I any of the foliowing statements apply to you.

* | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

° larnaveteranandammnberd!afanﬂ!yﬂxatmee!vedSupplemmNutrHonAsslstancergram(SNAP)bemﬂte(food
stamps) for at lsast @ 3-month pariod during the past 15 months.

° lwasreferredherabyamhabmtaﬁonagencyappmvedbyheshte.anemploymentnetwoﬂcunderﬁeﬂckettoWoﬂ(
pragram, or the Department of Veterans Affairs.

» Iamatleaa&age18butnotagetworolderandlamamembefofafamliythat
a.ReoeredSNAPbaneﬂta(foodshmps)foerastSMs;or
b.ReceivedSNAPbeusﬁts(foodstan:ps)foratleastaofmepaswmonths.bmisnolongefellgiblemmcatvethem.

U Duﬂngthepastyaar.lwaseonvlctedofafalonyone!easedfmmprisonforafelony.

° lraceivedsupplementalsecumylrmme(Ssobeneﬁtsforanymonmmingduﬂngmepastﬁt)days.

. lamaveteranandlwasunemployadforapmlodwpeﬂo&totallngatleasMweeksbutlmthaannﬂasduﬂnghe
past year.

|g Checkhereifyouareaveteranandyouweraunmploysdforapeﬂodwpeﬂo&tomlhgathasﬁmouﬂwduﬂngthepast
year.

CheokherelfyouaraaveteranmﬁuwmeomnaaﬂonMaswe&connecmddhawityandyouwemdlschargsdw
re!aasedfrwnacﬁvedutyintheU.S.ArmedForeesdurlngﬂwepastyear.

&

§ E Cheokhemlfyoumaveteranenﬂttedtoeompensaﬂontoraserv!oe-conn'edaddlsabl}ﬂyandyouwemunemployedfora
periodorperlodstotaﬂngatleastemonﬂ\sduﬂngmepastyear.

Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or :
o ReceivadTANFpaymentsforanywmonﬂ\sbeghning after August 5, 1997, and ths earfiest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or
o Stoppedbelngel!gibleforTANFpaymemsdwlngmepast2yearsbeuusefedaralurstateiawﬂmltedmemaxlmumﬁme
those payments could be made.

7 [Qcheckhefeifyouareinaperlodofunemploymeﬂthatlsatieasﬂ?consecutlvewed«sandfwallorpmiofﬁatpeﬁod
you received unemployment compensation.

Signature—All Applicants Must Sign

Undummpwny.lmmmmavsmemwlmwmﬂmmmwmwmlwasoﬂaedalob,mddls.bhshludwhuwmm.

comect, end complete.

Job applicant’s signature b %W Date APr24,2018

For Privacy Act and Peperwork Reduction Act Notige, soe page 2, Cat. No. 228811 Form 8880 (Rav. 3-2016)




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:
Dennis Noyer Jr 205 Helen Street Robegts, Wi 54023
S8 Date of Birth: Age: Have you worked for | If yes, location:
this company before?
475-15-5688 07/15/1988 29 Yes(J No (@) N/A
Please complete all questions, and sign and date the form. Yes No
L. Have you or has anyane living with you received Temporary Assistance to Needy Families (TANF) O @

at any time since August 5, 19972 (If yes, please provide information below.)
Name of the person receiving benefits: Relationshiptoyou; ______
City: County: State:

2. Have you or has anyone living with you recelved Food Stamps (SNAP) at any time during the past 15 months? @ O
(If yes, please provide information below.)
Name of the person receiving benefits: ~—— Relationshiptoyou;, _____
City: County: ____ Swmte: ____

3. Have you received Supplemental Security Income (SS1) at any time within the past 3 months? @ G
Plesse note, this is not the same as Socin! Security benefits (SS) or Social Security Disability (SSDI) benefits,
*lf you checked yes please provide a copy of vour SSI documentation.

Jessica Noyer, Wife, Roberts, W1 St Crolx County

4. Have you received any type of vocational rehabilitation services within the past two years? D @
If yes, please indicate which type of agency you worlced with and provide their location information below:
m Vocational Rehobilitation Agency g Dept. of Veterang Affairs [ﬁ] Employment Network (Ticket to Work Program)
Name of Agoncy: ____ Phome#: __
City: County: ___ State: __
*If you checked ves please providz a copy of your active Individual Work Plan and Ticket to Work dacumentation,

Q
®

§. Areyou o Veteran of the U.S. Military? °If ves, please provide a copv of your DD-2]4 and letier of separation.
(If yes, please provide information below. 1f no, please continue to question #6.)

Dates of Service - From: To:
Branch of Service:
Are you entitled to or are you reeeh'lwnsauon for a service-connected disability?

6. Have you been unemployed ot any time during the last 12 months?
If yes, dates of unemployment - From: To:

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

Ol 0 QR
@ @ ap

7. Have you been convicted of a felony or released from prison for a felony conviction In the past 12 months?
Conviction Date; Release Date:
Was this a [[]] Federal or [ State conviction? If State - County: ____ State;

: Additional Tax Credits . 3 s
IEC (Native American): Are you or your spouse & member of a Native American Tribe? QO ®
{f you checked yes please provide a copy of your CDJB card.
CA Residents: [L] Are you the child of foster parents? [[] Do you receive CaiWerks? []] Worlforoe fnvestment Act?
Are you & migrant or seasonn) form worker” D Have you ever been convicted of a misdemeanor?
SC Residents: [T] Do you reccive Family Independence Bensfits?

PLEASE READ, SIGN, AND DATE:
Under penaities of perjury, ldmmwmcm”hmw”mmnwkaqfwm}mmd 1 kereby anthorize any agency, argant=ation, or
individyals 1o supply such verification or information that vm-brmdzdwcﬁmrmmmavdadlgbmwmwcm% empiover representative (Associated

Conxultants, Inc. dba Retrotnx), ar the Departmesy of Labor.,

New Employee Signature: —

i

Date: APr24,2018




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 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, | declare that this information is true and correct to the best of my
knowledge,

New Hire's Signature: Date APr24,2018

New Hire Name: Dennis Noyer Jr

Social Security Number: 475-15-5688

Employer Name:

Please check the statements below if they apply to you.

1 Ideclare that i wasina period of unemployment that is at least 27
‘consecutive weeks and for all or part of that period | received unemployment
compensation.

O  Ideclare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice: :
m:mnemuacmmsas.smnm.mumnwmmumpumm,smmwsmwmwmm
'wmmmwmmmmwmmwmmmmmmmmmm
mmuwwwwmmwmwm:ww. Provisien of this information & voluntary; howsver the Information ts raquired to
dstaming your employer's eligibity for the fadem) tax cradit

Publlz Burden Statemant:
Pma:ammm;xadmwmwmawmmnwmamymomammm.w'mwm
compista this form is requived to abtain or retain banefis (P.L 111-5). Public reporting burden B esfimatzd to average 10 minutes pet responss, including the
mwmmm@mmmmmm@mmm&uﬂmmmmmd
mmmmsmmmmmmmmmwmu&ammummmmmrmemm
mncwo.m D.C. 20210 (Pepenwark Reduction Project 1205-0371), Pisase do ot submi! completad forms to this addrese,

117-

ETA Form 9175 (Rev. November 2016)



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. I 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. | heraby 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 alcoho! and/or drugs. |
understand that the laboratory selscted by ESSG may conduct testing and other
anelysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the resuits of my drug and/or alcohol test and other information
related to the test.

mer%’ma

Individual's Name

Apr 24,2018
Dats

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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HeE: LTHE'\T" I i
Enhanced MEC_Plan 1 =SNG
Bonefits Enroliment Form New Emioves_ Rehire RehireDate e e
ROy T Rt O T D R o e R T e T A e AT TR e

T T e

Name (First and Last)

Address City Bizte [Zip Code
Gender ﬁMata Marltal Status Single | Dets ofBirth Date of Hire
[ Fomate [[] wmarmed Divorced
ne Number: Emall Address:

Please Select Desired Coverage:
Employee Only - [[T] Employee+Spouse - [1]|Employse+Chiid(ren) - {7 Family -
(] Hles

$24.00\Week $38.00/Week

$38.00/Week

3.00/Week

Socla! Securty ¢ {BithDate | 8o Relationship
: Male S mD Child D
kil : - W Cesiame B Femals ﬁ Dumgstic Pariner
Sacal Securlty & Birth Oatn | Samt Relationskip
1 e spouse [] cna
Tl Nams R Last Name [ Femee [] Domestic Partner
Dlosnded ™ = = L T T R R T T R R
Social Security # BirthDate | Sex Relationship
PN Gaem D Malo Spouse D ChﬂdD
. 4 -l o Femals po Domesie Partaer
EFF. DATE
EFF. DATE
EFF. DATE
[Ensstoron fstareduinemen oy Auiticitation - 1 horely apply for the

wpmws)mmmnmmmwmlummmmwm
any orfaﬂuabwmmonmwbeumnhhsbluemdhﬁnudmfwmmdwwaﬂw.mmnmm
eﬁeﬂlvedate.?umm.lMOmamunﬂmbmmmommmuMumnefwunImMmlmm

iIF ENROLLING - YOU MUST SIGN HERE
Employes Signature
EA/PLOVIES DEQLINING {am DECLINING coverage

lmnmml-ﬂrmywmﬂmy.wa?vowmgsanﬂdashbwﬁpabhﬁamualatadate.l:’mmayhmamemanﬂ
Mmust meet the requirements dsfined In the Certificate

of Covarage for the company's medical or dontal If1 dacline enroliment for myself ar my dependents
(includmgmylm)bmmdc&wmlmw.mhnmboauﬂomﬂmwwwd In this plan, srovided | request enrefiment within 31
mmmmmmmmmuammmmmbmsaummum. NMWMWuMuﬂMsu&L
dwhulmwwﬂawmuwmwmpmlmmmnmmwmnm .

days of the event.
IF DECLINING- YOU MUST SIGN HERE

Employes SIgNBITe Dennis Noyer It (ApHaé, 2018) ome APr24,2018

Employer Solutions Staffing Group Health Benefits Team
PO Box 48270
Minnsanolis, MN 55344
Phone; 852-787-8519 Fax: 852-767-8515
Emafl: Health@employereolutionsgroup.com

oo Apr24,2018




Fixed Indemnity Medical Benefits_Plan 2

VS| | 219301-ESG1  OFFCEUSESNL  LOCATION ___ . RehveDste__/____ __

ESC CUUNAC-VN) P4 v18.2
S PRINT USING BLACK or BLUE INK (Must Bs Filed O

Social Sscurity # Hore Phone 5e>L__IE] )
Ac aress Aot
City | Stats Zip Dste of Birth

!

' ":""': No. if Yes, plense zomiwe,

Medicare Effective Date

D BENERIIS PIANSELECT O S . .. PayroliDoducted Weekiy Rates
You MUST selact 2 coverage level before any benafss in Section C. Your ccvarags leve! for the all benefits in Saction C will be
idantical. The Fixad Indemnity Magica! 2lan, Dental Plan, Term Li‘e Plan, and Shert-Term Disability plans are undenwritten oy BCS

Insurance Company. The Vision plan 's underviritten by Companicn Life Insurance Company.
SELECT COVERAGE LEVEL " IO INDEMNITY | - popyyy VISION TERMUFE | SHORETERM
Employee Only $20.25 1 - $6.17 .-_;' : $242 | £0.60 : ; $4.20 '-;
Employes = 1 $41.10 $12.34 $4.92 $0.90
Employee + Family $584.88 $20.36 $6.56 $1.80
NO to ALL Banefits @ g\’es @ No Yes _.] No ‘J Yes No Yes ..J No Yes g] No

'This coverage is not availebls ¢ residents of NH, HI, or PR. :STD is not available to persons whe werk in CA, &I, NJ, NY, o Rl

For Term Life / Actidenta| Death & Diememberment, please write in your bensficary information. Accidental Death &
Blismemberment iz part of the Term Life Banofit.

Name Relationship

TIONS I AR T o o Wl s

e RA ?3‘;3 °/f Bifﬂh ﬁ'::i:::zib Child D Doimestic Partner

Name S Serutn Dav}e o/f B]nhD @j ?ﬁ::i:ﬁ child [JDomestic Partner

Name Socia Security # Dat/e c;f Birtl-n[_-_l Eﬁ!gg:z::i oo Domas’a'c s ee
Nehs Social Security # Date of Birth  Sex Relationship

i []__M] gspouse ] ChiH Domastic Partner

S R S U YOU MUST SIGN AND DATE, EVEN (F YOU DECLINE COVERAGE
| have read the benefit packet and understand its limitations, | understand that open enrollment is enly available for
& limited time and ! understard thet msking no bensfit selection is a declination of coverage.

oare A o Dsonaurs LMD

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

SIS B S e e a Ct tm | mwr s e e £ o4 @ o

This /g 87 Essental S:afCARE Ensolimant Form,



