PO Box 46270
Minneapolis, MN 55344-9956
Tel: 952.835,1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name Phillips First Name__Deonte Middle initial 18
Street Address 104 River Woods Drive AptiSte
City/State/zip __ Saint Paul Park, MN 55071 Soclal Security Last Four XXX-XX-
Phone Number 651-706-5089 Emall Address _DeontePhillips06@gmail.co@

Staffing Agency/Recruitment Partner _ CMG

Applicant Cortification and Authorization

| authoriza Employsr Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. 1 authorize ESSG to make Inquiries of my former employers, exoept as indicated in this application,
reganding my previous duties, responsibilities, paerfarmancs, compensation and eligibifity for rehire,

| understand thet a comprehsnsive background check may be conducted to datermine my eligibiiity for hire by certain clients of ESSG.
This may include but is not limited 1o, Investigations ofctimlnalandloreonvicﬁonmnﬂs,dﬁvlngmwldsandloradmgmnmtas
required by clients, govemment regulations or by ESSG paolicies,

| release ESSG and oﬂwerpe:sonsoranﬂﬂasfmmanyclalmsmatnﬂgmbebased on ESSG's decision to condust a background check.
loemtymatallstatamenismadelnmyappl!oaﬂonamtwaandacwraﬁeandmIhaveno!mnlﬁedanymataﬁalhfonnaﬁonorpmvidad
falss or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideraflon for employment or, if discovered after | begin employment, will result in my termination,

If hired, | agres to abide by the policies and procedures of ESSG.

778

Deonte Phillips o Oct 20,2017
Name (Print or fype) Applicant’s Signature "Date
A copy or facelmile (“fax”) will he considered the same as an original signature, Emall will ONLY he usagd for employment correspondence
__For ESSG Office Use Only A1
DOH NHW 19 8850 w4
Emergency Contactinfo | Backpfound Relsase Form Background Resuits Unamployment Lotter ESC Application
| (if applicahie)

‘ For ESSG QI!entUse
DOH — |ROP ___ Work Site Loo. WC Code

ES8G- CMG-CO Rev. 042017




Form W-4 (2017) D T AR e v N e e e

Basio Instructions. If you aren’t exempt, complete conaidar making estimated tax ents using Form
Purpose. Complete Form W-4 so that your the Personal Allowances Workshest below. #he 1230'55' Es“m;ﬁg'ﬂ de og‘n:'“gr'fg;.
emplayer can withhold the correct federal income workshests on page 2 further adjust your gnnuTtyayln%e Se8 Pub, 805 to find outpif & should
tax from your pay. Consider completing a new Form withholding aflowances based on itemized st mholdlng on Form Wed or WXSOP
W-4 each and when your personal or financial deductions, certain credits, adlustmems to Income, adjust your .
situation changes. or two-eamers/multiple jobs ons, Two earners or multiple Aobs. if ¥ng have ath

on from withholding. If you are exempt, Complete all workshests that . However, you working spouss or more than ona Job, figure the

compaeta onlylines 1,2, 3,4, amﬁ and sign the may claim fewer (or zaro) allowa:pcgls.y For regularyo t'mg“" o l?1f %%%%ﬁﬁ or?g &%ﬁlm
form to validate it. Your exemption for 2017 explres wages, withholding must be based on allowances Wa &%ur vl;lvlamﬁnldlng usually wil b2‘¥nost accurate

February 15, 2018, Ses Pub. 505, Tax Withholdin, u glaimed and not be a fiat amount or
and Estimated Tex. y Pe ges.

percentage of wagss. when all allowances are claimed on the Form W-4

Siacif snniber pamon:oan claln oo as s deomdeal Joad ot housshold. Generally. Vet can.clalm hags for the highest paying job and zero allowances are
fe: it another p an caim you.aa.6 depend Hes uso Bansrallyryou-can ol heas ciaimed o the-others: Ses-Pui. 505 for deteis
ggm w?t’l.mg’l‘dlng it m%:#alcl:nco:le exceeds sf.%so you%ra unmarried and pagn my:lgr than 509 :f ) ﬁgﬂ“"ﬁ'gg‘ g’“i it %argoa "Wﬂ:g‘ugl'}m sf%ra
and Includes more than $350 of uneamed income (for costs of keeping up a home for yoursalf and your N rO:sldent' Al pp ei‘:nefo rmlaﬁn this form.
PR A e B B e sy o
un. ’ LI 2| ur oiding. our Form
ns. An amP}gi’ 8e may be ablé to claim Filing Informetion, for information. -~ effect, uya% Pub. 605 to.sgsa how‘{he amount you are
exsmption from withholding even if the employee Is having withheld to cted total tax
a dependent, if the employes: Tax credits, You can take projected tax credits into i 2’6917 SeesP ﬂgg’“ ecylg?r roje ;
= Is age 65 or old account In figuring your allowable number of revls, ub. 505, especially If your eamings
apsealrocer, withholding allowances, Credits for child or dependent exceed $130,000 (Single) or $180,000 (Married).
e [s blind, or care expenses and the child tax credit may be claimed Future developments. Information about any future
» Will claim adjustments o Income; tax Ii: or using the Parsonal Allowances Workshest below. lde’vlslalcs ments dfgc;lgag F°mr1el w-4 (sucwh“ lals)
itemized deductions, on his or her fax retum. 2‘:%1;' ?ﬁgmgﬁgmwgmg e aefg WWW.DIInB,QDV/W4. R <L
Personal Allowances Worksheet (Keep for your records.)
A Enter *1” foryourself fnoone elsecanclaimyouasadependent . . . . . . . . . . . . . . . . . . A
» You're single and have only one job; or
B Enter*1"if: * You're marnied, have only one job, and your spouse doesn't work; or B
*» Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less.
C  Enter “1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avold having oo littletaxwithheld) . . . . . . . . . . . . . . ¢
D Enter number of dependents (other than your spouse or yourself) you will ciaim onyourtaxretum . . . . . . D
E  Enter *1” if you will file as head of household on your tax return (see conditions under Head of household above) E
F  Enter 1" if you have at least $2,000 of child or dependent care expenses for which you pian to claim a credit F
(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls.)
G  Child Tax Credit (inciuding additional child tax credit). See Pub. 872, Child Tax Credit, for more Information.
® [f your total Income will be less than $70,000 ($100,000 if maried), enter “2" for each eligible child; then less “1” if you
have two to four eligible children or less “2” if you have five or more eligible children.
o If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each eligble child. G
H  Addlines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum)) » H
e If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
Foraccuracy, | and Adjustments Worksheet on page 2.
complete all * If you are single and have more than ane job or are married and you and your spouse both work and the combined
workshests eamlni;s from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Muttiple Johs Worksheet on page 2
that apply. to avoid having too [ittle tax withheid.
® |f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.
o w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
m
veasury » Whether you are entitled to olaim a certain number of allowances or examption from withholding is
P&ﬁ"ﬂ;’m‘ﬁ‘gﬂm subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7

1

Your first name and middle Initial 2 Your soclal security number

2 address (num eranu,L‘;t L“iﬁ'l: hlk}og / 7)3) 7'-7#.,3&56._

: or rurl route) D SR 3 [/ singe [ Marmied [] Married, but withhold &t higher Single rats,
1Al (s } 3 r Note: If married, but legally separated, or spouss s a nonresident allen, check the "Single” box.
Chty or town, stats, aad ZIP code ; ) 4 Ifyour last name differs from that shown on your social security card,
\ M’ (] '
. Q}i_ ﬁ ”L{ﬂ I ﬁ Jf y L-) éj\ [) '7 | check here. You must call 1-800-772-1213 for a replacement card. P[]

5
]
7

Total number of allowances you are claiming {from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld fromeachpaycheck . . . . . . . . . . . . . . 6

1 claim exemption from withholding for 2017, and | certify that | mest both of the following conditions for exemption. i
® Last year | had a right to a refund of all federal Income tax withheld because | had ne tax llability, and
* This year | expect a refund of all federal Income tax withheld because | expect to have no tax liabllity.
If you meet both conditions, write “Exempt® here. . . . . e ki

Under penalities of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, It is true, correct, and complete,

Employee’s signature
(This form is not valld unless you sign it.) » Date >
8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) | 9 Ofiice code {optional) | 10  Employer Identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2017)



Employment Eligibility Verification

USCIS
Department of Homeland Security OME g?lllaf;-?)w
U.S. Citizenship and Immigration Services Expires 08/31/2019

P> START HERE: Read Instructions carefully before completing this form. The Instructions must be available, either in paper or electronically,

during completion of this form. Employers are Hable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It s lllegal to discriminate agalnst work-authorized Individuals. Employers CANNOT specify which
document(s) an employee may present to establish emplioyment authol on and identity. The refusal to hire or continue to employ

Gal icrimination.

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

ame (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (i any)
Philles ounte
ress (Strest Mlmber and Name) Apt. Number | City or Town State 2ZIP Code
OY Vel woeds de St oud sk MY 155071
Date of Birth (mm/ddyyyy)  |U.S. Soclal Security Number Empioyee's E-mail Address

Employe'e's Teléf)hone Number

L 89/3//e31  |BI3G]-DI- Mﬂtﬁﬁ&%@;&u
1 am aware that federal iaw provides for Impri

isonment and/or fines for false statements or use of false documents In
connection with the compietion of this form.

1 attest, under penaity of perjury, that 1 am {check one of the following boxes):
[t 1. Acttizen of the United States

[[] 2. Arnoncitizen national of the United States (Ses instructions)

|:| 8. A lawiul permanent resident  (Allen Reglstration Number/USCIS Number);

|:| 4. An alien authorized to work  until {expiration date, Iif applicable, mm/dd/yyyy):
Some allens may writs *“N/A" in the expiration date field. (See instructions)

Allens authorized to work must provide only ane of ihe following document numbers to complels Form 1-9;
An Allen Registration Numbe/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number.

1. Allen Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR

3. Forelgn Passport Number;
Country of Issuance;

Signature of Employee ,pm i {1 22 < gi .

B ey |
Today's Date (mm/ddyyy) / % / -&Q@
Preparer and/or Translator Certification (check one):

I:] | did not use a preparer or transiator. |:| A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/for translators assist an employee in completing Section 1.)

| attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct. !

QR Code - Seotion 1
Do Not Wiite In This Space

Signature of Preparer or Translator Today's Date (mnvddfyyyy)
Last Name {Family Nams) First Name (Given Name)
Address (Strest Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page

Form 19 07/17/17 N Page L of 3



Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

- . i 4 OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expi:esobBIB]ﬂOlg

s
-.”;tmn:.-&iii'}lf -Jl’l?‘v:.?g“{l"‘_lu?fl:.. 'I : b s T | b . " e j ..'}iik g Sre
Employes Info from Section 1 m - ; M(); Citizenship/immigration

ListA ~ OR List B Listc
Identity and Employment Authorization Identity, [/~ ) Employment Authorization
Document Title ?- ) < 77 <
: )
lssuing Autho i
- ¥ M . S
Document Number o be -
P
Expiration Date (i any)(mm/dd/yyyy) ll n Datel(if any) deiyyyy,
f
Document Title 5 [4
i
Issuing Authority ¥| [Additional Information [;?Nggd,,;;:m;g;;
Document Number a;
i
Explration Date (if any)(mm/dd/yyyy) ,‘
k
Document Title &
Issuing Authority q
Document Number ‘
%_;_!
Explration Date (i any)(mm/dd/yyyy) ;

Certification: | attest, under penaity of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genulne and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States,

The employee's first day of employment (mm/dd/yyyy): (See instructions for exemptions)
Signature of Employer or Authorized Representative Today's Date (mm/ddfyyyy) | Title of Empioyer or Authorized Representative

Last Name of Employer or Authorized Representative | First Name of Empioyer or Authorized Representative | Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE MN 55344
\g I ; | ! : T ' . I 7 |" Yy ¥ " ’; . ) i . \.z ; “1 :
A, New Nde (if qpplicable) , : . 8. Datg of Rehire (i
Last Name (Family Neme) First Name (Given Name) Middle Initial Date (mm/ddAyyyy,
EWMWWWM@: Gulfiorizatan had expired, Brovide Ha
oanfinuing employment githorieation In the epace provided below.

Document Title Document Number Expiration Date (if any) (mm/ddAryyy)

1 attest, under penaity of perjury, that to the best of my knowledge, this employee Is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Empioyer or Authorized Representative Today's Date (mm/ddAyyyy) Name of Employer or Authorized Representative

FormI-9 07/17/17 N Page 2 of 3
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EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: DQ()VUI:O LCU/"IOVH' WA/ / / [‘do.s

(First) (Middie) (last)
W e ————
Current Address Since: O y Q, : , M/U
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address Frong Y 50 3 SP,[ fmﬂ ﬂ’ f\‘def :& l I,S ]ﬂ I
(Mo/¥r) (Streety (City) (tate/Zip)
Previous Address From:é !H A uﬂé &4,2 zb ; Si ' 512&141 , M 3 M 3
(Mo/¥r) (Street) (City) (State/Zip)

Soclal Security Number: g37 — A F335 pos:__ 09/ 20,/ S
Phone Number: _ég/ , 2’3& \6'58?

Driver’s License Number/state: _&M 249 / 3

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 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.

| further authorize any individual, company, firm, corporation, or public agency to divuige any and al 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 alj information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, socjl security
numbers, and dates of birth,

oate: (0L 20/
Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.
O 1 wish to receive a copy of any Background Check Report on me that is requested.




5 Preliminary Questions
Sm.,ﬁ For CMG use only

Name: DD)_‘;{) nt.e “p;\,.er/‘ }'.«PS

Date: IO Jdes [/ 7

1. If hired are you willing to take a drug test?

2. Do you have any known food allergles to soy, wheat, Peanuts, or milk? (LD
3. Areyouableto work with pork?

*To be completed during or after interview*

Have you ever been convicted, plead Bullty or contest to 5 Felony? Yes No_l/
If yes, please Jist when, where and the nature of the offense(s):

Have you ever been convicted, plead Builty or contest to 3 Misdemeanor? Yes ‘/ No

———

If yes, please Jist when, where and the nature of the offense(s):

circumstances, ang the nature of the PBasition for which you apply,

By signature below, | certify that the information Provided above is trye and complete that | have discussed the
above with my interviewer gs disclosed, | understand and agree that any misrepresentation by me will be sufficient
cause to elimingte me from Consideration for employment and/or terminate employment at any time if | have been

employed, p p e 17, 17
Applicant signature: : 2o j, MZ@ __Date: /(3 -/:QQ ;%,




SECTION 1= BASIC INFORMATION

.f'r o
N

' Leveraging Resources in a Changing Markst .
Direct Deposit/Payroll Debit Card Authorization
Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If yo id by Ps i

do not provide a written election, wages will be paid

SECTION 2

|| Payroll Debit Card (Please

{ PAYROLL ELECTION
|| Direct Deposit (Please complete Sections 3 and 5 below)

SECTION 3 DIRECT DEPOQSIT

complete Sections 4 and 5 below)

I understand and acknowledge that if I do not provide a
. volded check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect.

Date

SECTION 4 PAYROLL DE

verify your

Federal law requires all financial institutions to obtain, verify,

Except for the routing and account mumber, BSSG does not have access to
transactions. On your first payday, yon will receive your new Payroll Debit Card, and a packet
ﬂmnsignanknowledgingthntyonreceivedﬂlePaymllDebitCmdmdpanketYomPaymnDebitCardwﬂlbemloadadoneachpaydayynnmoeive

Tohslpusavoidmnldnganm,pleaseaﬂachaoapyofavuidedoheck.(adepoﬂtalipwmnntwork)
Ifyuuchmgebauh,dunntclnseyonroldbankammnnnﬁlyourdhwtdeposhhasstamdatﬁlenuwbank,wlﬂnhmayuthwpm'lods.

BilT CARD (GLOBAL CASH CARD)

and recard information that identifies each person who opens an account, In arder to
reqnestaPaymllDebitCardforyou,wemustpmvideaﬂofﬂwﬁnﬂowinginﬁlmaﬁmﬂmtvﬁﬂemhleﬂwﬂnmciﬂimﬁmﬁmmidmﬁfymlf
wudomMaDheaDmoﬁﬂPmnDebﬁCndAMWBSSGwiﬂpmﬁduﬁemmy'

Cardtopayyum:wages.memmmﬁnmhﬂmdﬂhsﬁmﬁmmyukmbmﬁdeﬁmaddiﬂmﬂﬁmﬁﬁmﬂmMmsoﬁwm

any information regarding your Payroll Debit Card acconnt or
containing all of the terms and conditions. You will

mﬁmnatinnandissueyuugPaymllDehit

‘wages.,

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

First Name ML Last Name Date of Birth
Street Address (ronnxmucmmmz) Social Secnrity#
City State Zip Cell Phons (mobils)

GET TEXT ALERTS, when your paycheck is deposited on your card! [[JYes, sign me up, for text alerts
All we nieed to know your cell phons service provider and mobile number above! My mobile service provider is:

RECEIPT OF PAYROLL DEBIT CARD (fo be completed when yon pick up your Payroll Debit Card)

Payroll Debit Card Routing #
073972181

Payroll Debit Card Account #

1 am agroeing to the program terms,
conditions, and disclosures,
Employee’s Signature;

Ihnvexeceivedmy?aymﬂDethnd,wdmmebmnhmqpmgrmfees,pmgmtums,
ImhnﬂzetheﬁnmcialinsﬁtuﬁnnmdebitmyPaymllDebitCatd

I anthorize BSSG to directly deposit my periodic wages/compensation payments, net of

mdiﬁms,mddixnlnmea.ByaoﬁvaﬁngmyPaymllDebitCard,
cmdiﬁm,mddindnmﬁﬂmhnhdedmmdeavnﬂaﬂehmﬁmﬁmehﬂmeﬂmﬁeﬁnmdﬂhsﬁhﬁml
nccountﬁ:rﬂmﬁesdesoﬂbedinﬂleﬁeschedxﬂeﬂmisputofﬂ;epmgmmtaxms,

required tax withholdings, other required withholdings

Date:

maﬂnﬁzeddedncﬁmhhmymcomt(s)udesiglmdabmmdmhﬁﬁm,ifmm, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stnb information.
*E-mail: @ o
thisinﬁ:rmaﬁonwiﬂonlybeusedtosendynurpaysmbselectmnim]ly
Employee's Signature: Date:




EMERGENCY CONTACT INFORMATION

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

Employee Name: Deonte Phillips
Address: 104 River Woods Drive Saint Paul Park, MN 55071

651-706-5089

Home Phone:

Contact #i T I;Iorr;e Phéna:
Name: Tiffany Phillips Cell Phone: 6512300503
Relationship: Work Phone:

Contact #2 Home Phone;
{Name: LeeAnnAger Cell Phone: 6517031600
Relationship: 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.



employer solutions staffing group..

This agreement made this day 2012 between
Employer Solutions Staffing Group LLC, hereinafter referred to as *employer”,
and hereafter referred to as “employee®.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.




INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

primary health care providers. Discuss with your employer any change in health
care provider.

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

Obtain a Report of Workability from your physician at every appointment, a
minimum of onge 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 wark may or may not be on your
usual shift,



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

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 recejve
compensation for the time away from work. The physician must complete a
Report of Workabllity.

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

Signed: M

Printed Name: _ Deonte Phillips
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Important/Importante

LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, eic.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. 8 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 policfa
antes de que podamos voiver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copla de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deduclira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Deonte Phillips

§§gnaturelFirma: m%mmum Qekan, 20




LICY

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
necesgary training and protections for employees at the facility.

(8) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

(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

» 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 actnal 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.
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»— 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 o 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 ar 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
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,



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 (ESSQG) at 952.835.1288/1.866.496.7578 with any
questions I may haye 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, T 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)
Deonte Phillips

Employee’s Signature:

%&%’#ﬂ Date:_0¢t20,2017




o SS90 Pre-Screening Notice and Certification Request for
iege il ) the Work Opportunity Credit OMB Na, 1645-1600

e Rovensn tam | » information about Form 8350 and its separate Instrustions Is at Www.irs.goviformBa50.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Yourname  Deonte Phillips Soclal security number > 337743885
Street address where you live 104 River Woods Drive

City or town, state, and ZIP cods Saint Paul Park, MN 55071

County Telephons number  651-706-5089

If you are under age 40, enter your date of birth (month, day, year) 09/30/1984

1 Checi here if you received a conditional certification from the state workforee agency (SWA) or a participating local agenay
for the work opportunity credit.

2 Check here If any of the following statements apply to you.
* | em a member of a family that has recelvad assistanoce from Temporary Assistance for Needy Familles (TANF) for any 9
months during the past 18 months,
* {am & veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAF) benefits food
stamps) for at lsast a 3-month period during the past 15 months.

* | was referred here by a rehabilitation agency approved by the state, an employment network under the Tickst to Work
program, or the Department of Veterans Affalrs.

* | am at Jeast age 18 but not age 40 or older and | am a member of a family that:
a. Recsived SNAP benefits (food stamps) for the past 8 months; or
b. Recsived SNAP benefits (foad stampe) for at least 3 of the past 5 months, butis no longer eligible to regeive tham,

& During the past year, 1 was convicted of a felony of released from prison for a felony.

* | recelved supplemental ssourity iIncoms (S81) benefits for any month ending during the past 80 days.

* | am a veteran and | was unemployed for a period or pericds totaling at least 4 weeks but less than 8 months during the
past year.

s m] Check here If you are a veteran and you were unemployed for a period or periods totaling at least 8 months during the past
year,

4 m] Check here if you are a veteran entitled to compensation for a service-connected disability and you were discharged or
released from aotive duty in the U.S. Armed Forces during the past year,

B m] Chegk here If you are a veteran entitied to compensation for a service-connected disability and you wers unemployed for a
period or periada totaling at least 8 months during the past year.

6 EI Check here if you are a member of a family that:
» Received TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 8, 1987, and the earliest 18-month period beginning
efter August 5, 1887, ended during the past 2 years; or

* Stopped being efigible for TANF payments during the past 2 years because federal or state jaw limited the maximum time
those payments could be made,

7 [LJ! Check here if you are In a period of unemployment that is at least 27 consecutive weaks and for all or part of that period
you recelved unemplayment compensation.

“Signature ~All Applicants Must Sign

Under penattios of perjury, | deciar that | gaye the abave Information to the employer on o bsfora the day | was offered 2 Job, and 1t 6, to the best of my knowierdge, true,
correct, and complete,

7y e

2
Job applicant's signature B> _ devitepLlpsioam, 0 Date Oct 20, 2017

For Privacy Act and Paperwork Reduction Act Notics, see paga 2. Gat. No. 228811, Form BB50 (Rev, 3-2016)
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. Form A (vev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Locations Position: Starting Wage: $
EMPLOYEE SECTION:
l First Name: Last Name: Suffix: Street Addresss City/State: Zip:
Deonte Phillips 104 River Waods Drive Saint,Paul Park, MN_} 55071
SSik Date of Birth: Ages H;veyouwobrhin for | 1f yes, location:
337743885 this company before?
09/30/1984 Yes[] No[J]
Please complete all questions, and sign and date the form. Yes No
1. Have yon or has anyone living with you received Temporary Assistance to Needy Families (TANF) O G

at any time since Angust §, 19972 (if yes, please provide infrmation below.)
Name of the person receiving benefits: _____ Relationshiptoyou: _____
City: County: State: ____

2. Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? (@] (@]
(if yes, please provide information below,)

Name of the person receiving bengfits: _____ Relationshiptoyow: _____

3. Have you received Supplemental Security Income (SSX) at any time within the past 3 months? a Q
leennta,thlsisuottbesameuSoniaiSeouﬁtybcuaﬁts(SS)orSocialSmsﬁtyDisabﬂity(SSDl)bmeﬁm.
*}f you checked yes pleasa previde a copy of yowur 81 docy ‘

4. Havo yon recelved any type of vocational rehabilitation services within the past two years? @) Q
If yes, please indicate which type of waorked with and provide their Iocation informetion below:
[ Vocational Rehsbilitution Agency E Dept. of Veterans Affsirs Employment Network (Ticket to Work Program)
Nameof Agency: _____ Phonedl:
City: ____ County: State:
*lf you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,
5. Areyoua Veteran of the U.S. Military? */fyes, please provide a copy of your DD-214 and letier of ssparation, Q Q
(If yss, please provide information below. If np, please continue fo question #6.)
Dates of Service - From: To:
Branch of Service:
Are you entitled to or are you receiving compensation for a service-connected disability? a _(_ )|

6. Have you been unemployed at any time during the last 12 months?

a Q

Ifyes, dates of unermpioyment ~ From: To:
Did you recelve unemployment compensation at any point during your unemployment? Q o
Q @

Ifyes, in which state did you recaive unemployment compensation? __

7. Have you been convicted of 3 felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date;

Was this s [J vedernt or E State comvition? 168tste - County: ____ states____

S 5 . Additiohal Tax Credies
IEC (Native American): Are you or your spouse 2 member of a Native American Tribe? a g
Ifyou checked yes plense provige a copy of your CDIB card,
CA Residents: [T] Are you the child of foster parenss?[T]] Do yon receive CalWorks? E Workforce Investnent Act?
[ Are yon a migrant or seasonal farm worker? [[] Have you ever been convicted of 8 misdemesnor?
SC Residents; [[7) Do yon reseive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the information above to be trus and accurate 1o the best of knowledge, and 1 hereby authorize any agency, orgemization, or
individuals t supply such verification or information that may be needed to determine tax credit flity to my emplayer, emplayer rapresentative (Assoclated
Consultants, Inc. dba Retrotax), or the Depariment of Laboy.

New Employee Signature: 20/ ).  Dete Oct20,2017

b "




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 e new i only.

Employers or cons o the d

separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group,

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

New Hire’s Signature; %%L Date Oct20,2017

New Hire Name: Deonte Phillips

Social Security Number; 337743885
Employer Name:

Please check the statements below if they apply to vou.

I declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

O 1 declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofige:

The Intema) Revenue Code of 1836, Section 51, #s amended and fis enacing legislation, P.L. 104-188, peciiy that the Stals Workforce Agencies are the
*designaled® agencies responsible for administering the WOTC oerfifloation procedures of this program. The information you have provided completing this
mmmwmwmmmmsmwmw. Pmﬂsinnufﬁﬁsirﬁunnaﬁmbvdmwhmﬁwmmﬂonlsmquhedb
determine your employer's eligibiifty for the federal tax oredit,

Persons are not required {o mdmﬁb@lwﬂwdhﬂww@ﬂaanmsnapammﬂyvﬂidommwnumber.Rsspmdanls'abllgaﬂmtn
mmplahﬁﬂsfmmismulradhobtahumﬁnbemﬁb(ﬂ.111—5).?ubﬂommrﬁm bwdenhesﬁmbdbavmagewmmepmsqmdudiwme
mmwmmmmmmmmmm.gmmmmmm needed, and completing and reviewing the collaction of
Informetion. Sand comments regeyding s burden estmatato the US, Department of Labor, Divislon of Naional Programs Tools Technical Assistance,
Room C-4510, Washington, D,C. 20210 {Paperwork Reduction Project 1205-0374), Pleese do not submit complated forms o this address,

117-

ETA Form 8175 (Rev. November 2016)



n ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also

opportunity to ask questions and express concerns

during my orientation. Additionally, | understand and support the following:

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. lagree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

4. | am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: IQ Z';Q Z ZZ
Associate's Signature: )

Associate's Printed Name: QD@Z@ vit-2 Phdl / XZAN

Orientation provided by:

i

24



RECEIPT OF EMPLOYEE HANDBODK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my emplo

and agree that it is my responsibility to ablde by the rules, policies and standards set forth in the
Handbook.

| also acknowledge that my employment with ESSG Is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will,

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

| understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

DATE_O/36/ 1)
EMPLOYEE oL /]
Nave_— Deont = Phllios

| BLEASE PRINT
EMPLOYEE £> :
SIGNATURE___

e 4
AN

ESSG \
REPRESENTATIVE

23



Acknowledgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
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 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disabiiity, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print) .
_Deoutte. PhlleS

Employee's Signature:

Deaoud %0 ate: (/30 )7

22
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DRUG AND ALCOHOL
TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG pollcy 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 certaln 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 employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

DﬁDVﬁLP ‘ﬁn Al 1S

Individual’s Name

; bho/17

Date i

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Jjob assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5

calendar days once an assignment ends. | also acknowledge that | have received
* a separate copy of this form.D§P__ (Initial)

- 1>

Employee (please print your name here)

CMG_SM - Rev. 08.2013
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Leveraging Rescurcas

Benefits Enroliment Form

Employse Informati

8]}

employer solutions staffing group.

68 [Gea)

'n a Changing Marke:; goup. mplcyer sobsSiom mtinelds g,
e e e TS Benefit Plan Administrators, Inc.
Enhanced MEC Plan_Plan 1
] New Employee [ Rehire Rehire Date

Name (First and Last) Soclal Security Number
—|Address City State Zip Code
Gender L1 Male Marital Status [] Single | Date of Birth Date of Hire
O Female | [ Mamed 4 Divorced
Phone Number: Emall Address:
Please Select Desired Coverage:
Employee Only - I:I Employee+Spouse - [ |Employee+Child(ren) - I:I Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
| A Socal Securty # ' Birth bata | 85% | Mﬁo@p
0 Male [dSpouse [1 cChild
L Last Nams L] Female Domestic Partner
Soclal Security # Birth Date | Sex Relationship
0O Mae OISpouse [ Child
W Last Name [0 Female [0 Domestic Partner

EFF. DATE

EFF. DATE

EFF. DATE

Employee Acknowladgement and Authorization - | heraby apply for the group benefit{s) as Indlcated. | acknowiedge that all entries are true and complete and that
any misstatements or fallure to report information may be used as the basis for cancellation of coverage for me and my dependent{s), if any, from the original
effective date. Further, I authorize my empioyer to make the necessary payroll deduction of premiums for coverages | have electad.

Employee Signature

IF ENROLLING - YOU MUST SIGN HERE

7 Date

EMPLOYEES DECLINING

@ _Iam DECLINING coverage

must meet the requirements

of adoption, | may be able to

1understand that ! and/or my dependents, if any, waive any coverage and desire to participate in the plan at a later date, iwe may be considered a late enrollee and

(Including my spouss) because of other coverags, | may, in future be able to enroll mysalf or my depend
days after the other coverage ends. in addition, if a new dependent relationship forms as a result of marriage, hirth, adoption, placement for adoption of parting suit

IF DECLINING- YOU MUST SIGN HERE

ns. If | decline enroliment for myself or my dependents
in this plan, provided I request enroliment within 31

defined in the Certificate of Coveraga for the company’s medical or dental p

enroll myself or my dependent, provided ! request enroliment within 31 days of the event.

w8730 LD

eoormsiran ) 1,1 %&/QJ

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-9856
Phone: 952-767-8519 Fax: 852-767-9515
Email: Health@employersolutionsgroup.com
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Fixed Indemnity Medical Benefits_Plan 2

219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate __ /__ /
ENROLLMENT FORM ESC CU(UNAC—MN) P1v18.2
PRINT USING BLACK or BLUE INK (Must Be Filled Out)
Name ' Social Securi Zéne Phone | Sex IEI
Deonte PhGos 335 5 3ssc [FN He-sosr
Apt. #
_____ 7 0 ; |
| State 5 Zig\ ' Date of Birth
........ &,Mﬁafk vy 2%07) g 044

£
B.DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYesM\lo. If Yes, please continue

Medicare Health Insurance Claim Number (HICN)

Name of Covered Person (5):

1.

Medicare Effective Date

/3,

C. LIMITED BENEFITS PLAN SELECTION

Payroll Deducted Weekly Rates

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LeveL FUCD NPEMNITY | ppppyy VISION TERMLIFE | SHORETERM
Employse Only [/ s2025 (7| sea7 (1| s2a2 B soe0 )| saz0 {0
Employee +1 [_] $41.10 $12.34 $4.92 $0.90
Employee + Family D $54.88 $20.36 $6.56 $1.80
NOto AL Berefts [ ]| [UYes [INo | [Tes CINo | Clves [INo | Efves (o | Clves (o

"This coverage is not available to resudents of NH, HI or PR.25TD is not available to persons who work in CA, HI, NJ, NY, or RI.
For Term Life / Accldental Death & Dismemberment, please write in your beneficiary information. Accidental Death &

Dismemberment is part he Term Life Benefit.
Relationship | Vs il
o 7

Name___L_WOA yﬂ lu-l{-p?

D. REQUIRED DEPENDENT INFORMATION

Name

| Social Security # Date of Birth | Sex Relationship
_ _J\Qﬂd VJA _10}1 Z/J i 3n3 7| | []Spouse mhuld L] Domestic Partner
Name Social Security # ' Date of Birth = Sex Relationship
. e i M J Spouse[_| Child [:I Domestic Partner
Name Social Securlty # Date of Birth Sex Relationship
A ok | Ly o P g ey / /| ImI[E]  CIspouse [ chitd[]Domestic Partner
Name ‘Social Security # Date of Birth | Sex Relationship

e

RYSEUIARS S s s

|:| Spouse | D Child D Domestic Partner

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

| have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
alimited time and | understand that | maklng no benefit selection is a declination of coverage.

DATE LO /}}L_QI&@ (7

______ D>SIGNATURE Qém p

This Is an Essential StaffCARE Enrollment Form.



