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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018086084002UP

Report Prepared: 03/27/2018

Company Information

Company ID: 47429

Employees Information

Company Name: Employer Solutions Staffing Group

Last Name: Hoagland
Date of Birth: 11/03/1987
Hire Date: 03/27/2018

Document information

First Name: Elizabeth
Social Security Number: *** ** 5060
Citizenship Status: A citizen of the United States

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

Document Name: Driver's license
Driver's License or ID Card Number:

Case Status Information

List C Document: Social Security Card

Document State; Minnesota
Document Expiration Date: 11/03/2020

Final Case Result: Employment Authorized
Case Submitted On: 03/27/2018
Closed On: 03/27/2018

Employer Case ID:
Case Submitted By; ZZEP3284
Closed By: ZZEP3284

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized resuit.

SENSITIVE BUT UNCLASSIFIED

3/27/2018, 8:07 AN



Employment Eligibility Verification USCIS

e ouB R tsoue
e an on CES

Expires 08/31/2019

PSTART HERE: Read Instructions carefully hefore complating this form, The Instructions must be avaliable, either in paper or electronically,
during completion of this form. Employers are fiable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is lllsgal to discriminate against work-authorized individuals. Employers CANNOT specify which
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 illegal discrimination.

Bection 1. Employee Information and Attestation (Employess must complete and sign Sechion 1 of Form 1-9 no later.

than the first day of employment, but not hefore acceﬁ?ﬁg ajob Siter ) mi
Last Nama (Family Name) |ﬁr§ma;r; (Given Name) Middle Initel  |Other Last Names Used (Fany) |
Hoagland | Elizabeth J | Bayless

Address (Street Number and Name) Apt. Number | City or Town Stale | ZiP Code

4018 JanetLn N/A Minneapolis Mn 55429

Date of Birth (mm/ddfyyyy) | U.S. Social Seourity Number | Employee's E-mall Address Employae's Telephone Numbsr
11/03/1987 |\ FBRRT |- [T ]| clbaiess@icioud.com 952-529-5465

1 am aware that foderal law provides for imprisonment andfor fines for falss statements or use of false documents in
connection with the complation of this form.

I attest, under penaity of perjury, that | am (check one of the following boxes):

(@] 1. A citizen of the United States
(Dl 2. Anoncitzen national of the United States (See instruations)
g 3. A lawful permanent resident  {Allen Registration Number/USCIS Number): N/A
()] 4. An allen authorized to work  untis (expiration dete, if applicable, mm/ddlyyyy): N /A
Some allens may write "N/A" in the explration date field. (See instructions) |
Aliens authonzed to woris must provida only ane of the fallowing document numbers fo complete Form +9: | et
An Alisn Registration Numbsr/USCIS Number OR Form 84 Admission Number OR Farelgn Passport Number. |
4, Allen Registration NumbenUSCIS Number: N/A ;
OR i
2, Form 1-94 Admission Number N/A ,
OR :
8. Foreign Passport Numbar: N/A -,
Country of Issuance: N/A |
Signature of EMPIoyoe._ gy, Today's Date (mmAldAyyy)  Mar 26, 2018
Thushrin ALV 2, s T ¢

reparar and/or Transiater Cartification (Check one): .
| did not use & preparsr or transiator. (] A preparer(8) and/or translator(s) assisted the employea In completing Section 1.
{Fields below must be completed and signed when preparers and/or translators assist an employes in completing Section 1.)

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

Signature of Preparer or Translator Today's Date (mm/ddiyyy)
Last Name (Famlly Name) First Name (Glven Name)
Address (Street Number and Name) City or Town State  jZIP Code

@ Emplover Completes Next Page g

Form 19 07717/17 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security 0\41]: r(::nl’d;y-om
U.S. Citizenship and Immigration Services Expires 0R/3122019
Hection' 2. Employer or Authorized Representafive Raview and Verifioation ' T
(Employers ar théir authonzed represantative must complete and sign Section 2 w;glln 3 business days of the amplayee’s first day of employment. Yau
imu&t physicatly examine ene document from List A OR a eambinafion of ong daoumgqt fmrm List B and ene document from List C a3 fisted on the "ists
of Agseptable Doguments. ) S U AT y [ X
Last Name (Family ) First qu_a {Given Nams) Ml, | Citizensh p(lmmlgratlon Stahis
Employes Info from Section 1 FFD 3 ; 14!301 Eleabetty |7 | ctizen
ListA R ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title ' nt Tille ) D i Title A
rwver's licenve SE0al Secor by tand
Issuing Authority Issulng ority Issuing Authority -
Tole oe MN f_)_gbl&& Secirity Adi
Daoument Numbar Document Numher ) ) Dogument Number
r T\ padiy ( -F s 5-13 ~50k0O
Expiration Date (i any){mm/ddiyyyy) Expiration Date (if any)(mm/ddiyyyy) Explraﬁoni)ete {fF any)mmy/ddiyyyy)
l-03-2020 NJA
Document Title .
issuing Authortty Additional information o D L
Document Number
| Expiration Date (7 any)mm/ddiyyyy)
Document Title
Isstfing Authority
Pocument Number
Expiration Date (i any)(mm/ddAyyy)

Cartification: | attest, under penalty of perjury, that (1) | have examined the dooument{s) presented hy the above-named employea,
{2) the above-listed document{s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowladge the
employee is authorized to work In the United States.

The, oyes’s first da.ym of employment fmm/dd/yyyy): Djl 2'7 I | 3’ {Sae Instructions for exemptions)
= L

gye ! ﬂm Representative Today's Date (mmidddyyy) | Tl ployer or Authorized Representative
73#“‘ Y 0327 (201 wcmt

of Emplayer or Authorized Represantative First Name of Employer or Authorized Representative | Employer's Businsss or Organization Name
'C,QQ_ A 2— t (0 kao\ n\ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Neme) |City or Tawn State | 2IP Code
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE MN

55344

Section 3. Reverification and Rehires (Ta bs complefed and gigned by empiayar or aiithorzed mpl.'esantetivs )

A, New Narmis (If agpiiéanie] A i .. |8 Daw of Rehird (f applicatile)
Last Name (Famlly Name) First Name (Given Name) Middle infial | Date (mm/ddiyyy)

i mpjbyed's pravidus grant of emRICYMent auhoRZETian hag eXPIGd, Arovias the nformation
continying emplgyment authierization in the spage provided haigw, :

Document Tite Document Number Expiration Date (7 any) {mmﬁ&/yyny

fof the tiicumenit or feceipt that esfbishes

1 attest, under panalty of perjury, that to tha best of my knowledge, this employee is authorized to work in the Unitad 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 Employer or Authorized Representative | Today's Date (mm/dodyyyy) Name of Employer ar Authorized Representafive

Form1-9 071717 N Page 2 of 3



- MINNESOTA
| DRIVER'SHGE!‘ :

ELIZABETH JEANE‘ITEHQ@&} AND
421 KELLY ST -
OWATONNA, M

Date of Birth 110
Sex Eyes

|ssueo 06-2017 'f
i C.lx.xyukwgi - M\(

T140244128705
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") (3 ] s
- This card belongs to the Social Security

Administration and you must
return it if we ask for it.

If you find a card that isn’t yours, p’lease return it to:
Social Security Administration
P.O. Box 33008, Baltimore, MD 21290-3008

For any other Social Security business/information, contact your local

Social Security office. Ifyou write to the above address for any business

other than returnifig a found card you
»

will not receive a response.

’

Social SécurityAdministration A o g 170 O .
Form SSA-3000 (10-2007) gf A z 2 !

T T L
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www.esgstaffingsolutions.com

ernsiones solhsions stafing grou

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Hoagland

Street Address

4018 Janet Ln

First Name Elizabeth

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

City/State/Zip Minneapolis, MN 55429

Phone Number

952-529-5465

Staffing Agency/Recruitment Partner

Essg

Middle Initial *

Apt/Sta
Soclal Sscurity Last Four XX(X-XX-
Email Address €libayless@icloud.com @ -

Avre you legally authorized fo work in the United Statss of America? @yes Cno
Applicant Certification and Authorization
Group (ESSG) to use the informafion and statements contained in this application o determine my

| authorize Employer Solutions Staffing
qualifications for employment. | auth
regarding my previous duties, responafbifities, performance,

| understand that a comprehensive ba
This may include but is not fimited to,
required by clients, govamment ragulations or by ESSG policies,

orize ESSG to make in

investigations of criminal and/or convictio

quiries of my former employars, except as indicated In this application,
campansation and eligibifity for rehire.

ckground check may be conducted to determine my eligibiify for hire by certain cilents of ESSG,
n records, driving records and/or a drug screen test as

| releass ESSG and other persons or entities from any olaims that might be basad on ESSG's decision to conducta baokground check,

1 certify that all statements made in
false or misleading information, | u

conslderation for employment or, if discovared after | begin emplayment, il result in my termination.
If hired, | agres to abide by tha policies and procedures of ESSG,

g

my application are true and accurate and that | have not omitted any material Information.or provided
nderstand that any material omission or misrepressntation will result in my disqualification from

Elizabeth Hoagland Tt e Mar 26,2018
Name (Print or type) Applicants Signature “Date

A copy or facsimile ("fax") will be considered the same as an original signature, Emall will ONLY be used for empioyment correspondence

For ESSG Office Use Only
DOH NHW 18 8850 w4
Emergency Contact Info | Background Release Farm Background Results Unemployment Letter ESC Application
{if applicable)
For ESSG Client Use
DOH ROP Work Site Log, WC Code

ESSG - CMG-NSTW4

Rev. 04/2017



Form W-4 (2018)

Future developments. For the latest
information about any future devalopments
retated to Form W-4, such as legislation
enacted after it was published, go to
www.irs.gov/FormWé,

Purpose. Complete Form W-4 go that your
employer can withhold the corract faderal
income tax from your pay. Consider
completing & new Form W-4 each year and
when your parsonal or financial situation
changes,

Exemption from withholding. You may
clalm exemption from withholding for 2018
if both of the following apply.

* For 2017 you had a right {0 a refund of all
federal Income tax withheld because you
had no tax liabllity, and

» Far 2018 you expeat a refund of all
faderal income tax withheld because you
expect to have no tax liabliity,

If you're exempt, complets only lines 1, 2,
3, 4, and 7 and sign the form to valldats it.
Your exemption for 2018 expires February
15, 2019, Ses Pub, 605, Tax Withholding
and Estimated Tax, to leam more about
whether you quallfy for exemption from
withholding,

General Instructions

if you aren't exampt, follow the rest of
these instructions to determine the number
of withholding allowances you shouid claim
for withhalding for 2018 and any additional
amount of tax to have withheld. For regular
wagss, withhelding must be bassd on
allowanoes you claimed and may notbea
fiat amount or peroentage of wages.

You oan also use the calculator at
www.irs,gov/W4App to determine your
tax withholding more ascurately. Consider

Form W"'4

using this caloulator if you have a more
complicated tax situation, such as if you
have & working spouse, more than one job,
or & large amount of nonwage income
outside of your job, After your Form W-4
tekes effect, you can also usa this
caloulator to see how the amount of tax
you're having withheld compares to your
projected total tax for 2018. If you use the
calculstor, you dor't need to complete any
of the workshesta for Form W-4,

Note thet if you have too much tax
withheld, you will recelve a refunid when you
file your tax retumn, If you have too fittfe tax
withheld, you will owe tax when you file your
tax return, and you might owe a pensity.
Filers with multiple jobs or working
spouges. If you have more than one job at
a time, or if you're manied and your
spouse Is also warking, read all of the
instructiona Inoluding the instruations for
the Two-Eamers/Muitiple Jobs Workshest
before beginning,

Nanwage income, If you have & large
amount of nonwage Income, such as
interest or dividends, consider making
estimated tax payments using Form 1040~
ES, Estimatad Tax for Individuals.
Otherwise, you might owe additional tax.
Or, you can usa the Deduotions,
Adjustments, and Other iIncome Worksheet
on page 8 or the calculator at www./rs.gov/
W4App to make sure you have snough tax
withheld from your paycheck. if you have
pension or annully iIncome, see Pub. 605 or
usa the calculator at www.irs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident allen, If you're a nonresident
allen, sse Notice 1382, Supplemental Form
‘W4 Instructions for Nonresident Aliens,
bafore complsting this form.

Separate here and give Form W-4 to your employer. Keep the workshset{s) for your records,

Employee’s Withholding Allowance Certificate

Specific instructions

Personal Allowances Workshest
Complets this worksheet on page 3 first to
determine the number of withhoiding
allowaneces to claim,

Line C. Head of household please note:
Qerigrally, you can claim head of
housshold filing status on your tax retum
only if you're unmarried and pay more than
50% of the costs of keeping up a hame for
yourseif and a qualifying Individual, See
Pub, 601 for mors information about filing
status,

Line E. Child tax credit. When you file
your tax retum, you might be eligible to
claim a credit for eash of your qualifying
chiidren, To qualify, the ohild must be
under age 17 as of Dagcamber 31 and must
be your depandent who lives with you for
more than half the year. To leam more
about this credit, ses Fub. 872, Child Tax
Credit. To raduce the tax withheld from
your pay by taking this credit into account,
follow the instruotions on fine E of the
workshest. On the workshset you will be
asked about your total income. For this
purpose, total income includes all of your
wages and other income, Including income
eamed by a spouss, during the year.

Line F, Credit for other dependents,
Whan you file your tax return, you might be
eligible to alaim a credit for each of your
dependents that don't qualify for the chlld
tax oredit, such as any dependent children
&ge 17 and alder. To Jearn more about this
credit, see Pub, §05. To reduce the tax
withheld from your pay by taking this cradit
into account, follow the Instructions on line
F of the workshest. On the workshsst, you
will be asked about your total Income. For
this purpose, total income Includes all of

OMB No, 1645-0074

D ey | T e Pl e e e e vt | 2018
1 Your first name and middie initial Last name 2  Your sonial security number
Elizabeth J | Hoagland 475-13-5060

Home address (number and street or rural route) a@sme QMW i .ﬂManled,hmmu\huldathlghersmlsme.

4018 Janet Ln ) Note: if marfied filing separately, cheok *Married, but withhold at higher Single rate.®

City or town, state, and ZIP code 4 i your {ast name differs from that shown on your social securtty card,

Minneapolis, MN 55429

check here, You must call 8007721218 for a replacement card, »g

8§ Total number of gllowances you're ¢laiming (from the applicable 'warhahaet on the following pages) . .

8  Additional amount, i any, you want withheld fromeachpayoheck . . . . . .

7 | claim exemption from withholding for 2018, and i certify that 1 mest both of the followin
* Last year | had a right 1o a retund of all federa) income tax withheld becauss | had no tax fiabllity, and
» This year | expect a refund of all federal income tax withheld because | expect to have no tax liab[ﬂ_nm

7 1

i you mest both conditions, write "Exempt hare. . . . . g .q

1610

AR ]
g conditions for exemption.

. >

Under penalties of parjury, 1 declare that | have examined this certifioate an,

Employea’s signature

d, to the best of my knowle

dge and beliaf: It Is true, comect, and compiste.

A, Mar 26, 2018

(This tarm is not valid unleas you g'g_n ityp WIHLINY Date
3 's nams and address Complete boxes 8 and 10 if sending to IRS and complste 8 First date of 10 ioyer Identification
Do o, v 0 T sanre (employsn Compiets boea 8 ) o employmont it
For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cut. No. 102200 Form We4 (2018)



m1 DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate
Employees

You must complete and give this form to your employer if you do aay of the following:

¢ Claim fewer Minnasota withholding allowances than your federal allowances

o Clalm mare than 10 Minnesota withholding aliowances

* Want additional Minnesota tax withheld from your pay each pay period

* Clalm to be exempt from federal withholding or clalm to be exempt from Minnesota withholding

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

Employee’s firse name and initfal Last nama Employer’s Satial Security number
Elizabeth Hoagland . 475-13-5060
Permanent address | Marital statva fcheck one box)
4018 JanetLn @l mmynammmmwm
Gy ' Sate 2Ip code Married
Minneapolis, MN 55429 Married, but wishhold at higher Sngle rate

Employees: Read Instructions on back, complete Saction 1 OR Section 2, sign and give the completed form to your amployer. {Do not complste
both Section 1 and Section 2, Campleting both sections wiil make the form invalid.)

L..] section 1 ~ Determining Minnesota allowances

Complete Section 1 if you claim fewer Minnesota allowances than your federal allowances, AND/OR If you want additional Minnesots withhald-
Ing deducted each pay period.

1 Total number of federal allowances clalmed an 7ederal FOMM WA ... tueseveerrenrssossoncsesssannsas 3
2 Total number of Minnesota allowances (/ine 2 cannot be more then fine 1) .......... 00000000 0000000 00083 m——0
3 Additional Minnesota withholding you want deducted each pay period. oo vvvvevvn.n. . 9009000 ooa00a000f) S

{33 section 2 — Exemption from Minnesota withholding

Complate Secton 2 if you clalm to be exempt from Minnesota Income tax withholding fsee Section 2 Instructions for qualifications). I applicable,
check one bax below to Indicate the reason why you believe you are exempt:

[ mast the requirements and clalm exemp? from both federal and Minnesata Income tax withholding.

Even though | did not claim exempt from federal withholding, 1 claim exsmpt from Minnesota withholding bacause | had no Minnesota
Income tax llability last year, | received a refund of all Minnasota Income tax withheld, AND | expect to have no Minnesota income tax fability
this year.

D My spouse Is a mllitary sarvice member assigned te 2 military {ocation In Minnesota, my domicile {legal residence} Is In ancther state, AND |
am in Minnesota solely to be with my spouse. My state of domicile Is

D | aman American Indlan living and working on a reservation,

am a membar of the Minnesota National Guard or an activa duty U.S. military member and clalm exempt from Minnesota withholding on
my military pay.

| receive a military pension or other milltary retirement pay as caleulatad under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnesota withholding on this retirement pay.

1 certify that all Information pravided in Section 1 GR Section 2 Is carrect, | understand there is o $500 penolty for filing a false withholding allow-
ancef/exemption certificate. .
Employes's signature Date

e —- Mar 26, 2018 YIRS g 6a.529-5465

Employees: Give the completed form to your employer.

Employers

if you are required to send a copy of this form 1o the Department of Revenue {see Instructions), you must entar the employer Information below
and mall this form to: Minnesota Ravenue, Mail Station 6501, St, Paui, MN 55146-6501, {Incomplete forms are considered Invalid.) A $50 penalty
may be assessed for each required Form W-4MN not filed with the department,

Keep a gapy for your records.
Name of employer Federal employer 1D number (FEIN) Minnesota tax ID number
Address Cry State 2P code

ev32/17) Questions?  Website: www.revenue.state.mn.us. Email: withholding.tax@state.mn.us, Phone: 651-282-8999 or 1-800-657-3584.



employsr solriors swff g gz'ﬁu;; :
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by Payroll Debit Card.

RGN BRSO N O I A T N

| Boployee Name byrobeth Hoagland SSN# (lam4 digis) g5oep) Effective Date ygr 56, 2018

: ORI e TN
©)] Direct Deposit (Please complete Sections 3 and S below)
()| Payroli Debit Carsd (Pleass complete Sccrions 4 and 5 below)

CSECTION S DIREST WEPEST]

' | Note: Direct Deposit accounts may take ap to 7 days 10 be activated.
(1 Update Bank Acco

= S unt 1understand and acknowledge that i do not provide a

BankNeme: el Fargo voided check with this direct deposit form, ] am

Routing# 091000019 i responsible for any delays in payroll or extra costs
' incwrred if the account number that I provide is tncorrect,
Account# 2275907331

Account Type: Cheoking|[] Savings [[JOther _____ § Iniiat EH Date 03/26/2018

*  Tohelp us avoid making an error, please attach a copy of a voided check. {a deposit slip will not work)
e Tfyou changebanks,donotdmyowoldbmkamnmtmﬂlyowdirectdepoaithautmtedmthenewbank,w}dchmaymzpaypadods.

| SECTION L PANRO L DELIT GARD

Fedemllnwmqtﬂxesallﬂnmﬁnlme&mﬁ%.@mﬂhfmmﬁm&atidmﬂﬁucmhnmmwhowmammhmﬁam
mqnestaPayronDebitCardforyou,wcmustpmviduﬂcﬁ‘mefoﬂowinginfomaﬁonthatwmenabbtheﬁnmdalmsﬁmlmmidmﬁfymﬁ
yuudonntMammMDwmmﬁmm%mmaanmmmWaPaymnDeblt
Cmﬁtopay_mwages.Fwympmucﬁom.thcﬂmncialhsﬁmﬂmmayaskmmmﬂdeﬂamaddiﬁonalidmﬁﬁcnﬁminformaﬁmsotheycan
verify your identity,

Wﬁrﬁemuﬁngmdammmbu,Bsscdouthacmmmhﬁnmaﬁmmﬂngmhymn Debit Card account or
u'ansacﬁons.Onyonrﬂmwday.youwmmodvayumanaymnDebkCarimdapa&ntwmhﬂnsauufﬂwmmdmdiﬁmYoumn
thmsignacknowledgingthﬂmmeivdﬁePaymﬂDebkaﬂmdpankﬁ.YomPaymﬂDebﬂCudwmbereloadedoneachpaydayynurecaive
wages,

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

[C] Paper Chesk (Option available to GA NH and NY residents only)

First Name ML Lost Nams Date of Birth
Strect Address (o BuX NOT ACCTITABLES Social Sccurity®
Crty State Zip | Cell Phone (mobils)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroli Debit Cand Account #

1'have received my Payroll chﬁCnnd.weloomebmohme.pmmfees.pmgrammmdiﬁmanddisclommmuﬁvaﬁngmﬂnymnDebit(.‘ard,

1am agreelng 10 dmprogamtetms,cond‘rﬁons.anddisclosmsmutmincludedormadeavaﬂabletome&umﬁmemﬁmeﬁummeﬁmncialiusﬁmﬁun.I
authorize the financial iusﬁmﬁnntodebitmyPrgrronDebitCmdmoumforﬂwfeesdmrlbedinmefbemhedtﬂethmispmofﬂaepwgrmm
conditions, and disclosures,

Employee's Signature: mmwhmm

SECTONSAUTIHORIZATIONT

T aythorize BSSG 7o directly deposit my periodic wages corpensation payments, net of'required tax withholdings, other required withholdings

or antherized deduetions, into my account(e) as designuted above and to initiate, if necessary, debit entries and adjustmentsfor any oredit entries
made in eror to my secount(s). * E-mail is required for pay stub information.

Date: Mar26,2018

+*E-mail: elibayless@icloud.com 4 @
this information will only be used to send your paystubs electranically

Employee's Signature: TM—‘W Date: Mar 26,2018 .




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Elizabeth Hoagland
(First) (Middle) (Last)

Employee Name:

Former Name(s) and Dates Used; Elizabeth Bayless

Current Address Since: 03/18 4018 Janet Ln Minneapolis, MN 55429

(Mo/¥r) (Street) (City) {State/Zip)
(Mo/¥r) {Street) (City) (State/Zip)
" Previous Address From: 09/17 332 golf course rd Saint David, ME 04736
(Mo/Yr) {Street) (City) {State/Zip)
Social Security Number: ___475-13-5060 DOB; 11/03/1987

Phone Number: 952-529-5465

Driver's License Number/State: T1402441287°§

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.

I further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data 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 maintain 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,

Signeture: ___ il Date: _Mar26,2018

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.

B! 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

FEmployes Name: Elizabeth Hoagland
Address: 4018 Janet Ln
Phone: 952-529-5465
~ BMERGBNCY GONTACIS :
Please list two peaple (in priority order) who could be contacted in case of an emergency
Contact #1 Home Phone:
Name: -NMA— “T DN Cell Phone: 0]?3—) PR )] —.(44)")6"
Relationship: Work Phone:
Contact #2 Home Phone:
Name: N/A Cell Phone:
Relationship: Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients o know in the event
of an emergency:

This information will remain confidentiol and will anly be used in the case of an emergency.
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STATEMENT OF CONFIDENTIALITY

This agreement made this2X | _day of Afarcin , 201_F, between
Empbéer Solutions Stafﬂng Group LLC, hereinafter referred to as “employer”,
and lizabe hereaﬁer 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.

Elkzbeth !J%m Mar 28, 2018)

Employee Slgnature

’-,. v

3 @eém

LSolutlo@__ Staffirlg Group LLC, Representative
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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 fo change
primary health care providers. Discuss with your employer any change in healith
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 return to work planning and that you be released to return to work
at the earliest appropriate time.

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

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be In your regular department. The work may or may not be on your
usual shift.



Maintain reguiar, 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. .

0 our emplover immediately of any new injuries or conditions that impact

your physical condition.

If it is necessary fo 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 physiclan must complete a
Report of Workability.

I have read my responsibilities and agree to abide by these guidelines.
Signed: ﬁfwMﬂW

Printed Name: Elizabeth Hoagland
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Important/importante
LOST OR STOLEN PAYCHECKS

if a paycheck is lost (missing, misplaced, destroyed, lost in the malil, efc.), you
must notify your stafiing recruiter that the check cannot be found. if it can be
verified that the check has not been cashed, ESSG willl 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 recrulter 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

81 un cheque de pago se plerde (que falta, fuera de lugar, destruldo, perdido en
el correo,.etc), usted debe noftificar a su reclutador de personal que el cheque no
se puede encontrar. 5] 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.

Sl su cheque de pago fue robado, primero debe denunclar el robo a la pollcia
antes de que podamaos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emifird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de moide); _Ellzabeth Hoagland

>
ggnathelFlrma: Tieshath Houland (Mar 25,2015,
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arrployer 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.

ESBSG 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 actual and potential dangers in the
workplace

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



empleyer sclutions staifing sroup.

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

e 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 foderal 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.



gmployer solutions stafifing grou.

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 952.885.1288/1.866.496.7578 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
9562.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Elizabeth Hoagland

Employee’s Signature:

gl Date: Mar26,2018




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.

2, | have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consegquences of such conduct; (¢) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may resuit
in adverse personnel action, Including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a 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 resuits of my drug and/or alcohol test and other information
related to the test.

Individual’'s Name

Mar 26,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



o 8050 Pre-Screening Notice and Certification Request for

(Fiev. March 2018) the Work Opportunity Credit ! OMB No, 1545-1500

mm’mgi;?a;mm P Information about Form 8850 and ita separate instructions is at www.ira.gov/form8850,

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

Street address whersyou lve 4018 JanetLn

City ar town, state, and ZIP code  Minneapolls, MN 55429

County Hennepin Telephone number  992-529-5465

If you are under age 40, enter your date of birth (month, day, year)  11/03/1987

1 Check here if you recelved a conditional certification fram the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 Cheok hare if any of the following statements apply to you.
* | am a member of a family that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 8
months during the past 18 months.
* | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program {SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

* | was referred here by a rehabilitation agency approved by the state, an employment network uncder the Ticket to Work
program, or the Dapariment of Veterans Affairs.

* | am at least age 18 but not age 40 or oldsr and | am a member of a famlly that:
a. Received SNAP benefits (food stamps) for the past 8 months; or
b, Recelved SNAP bensfits (food stamps) for at least 3 of the past 8 months, but is no longer eligible to recsive them.

e During the past year, | was convicted of a felony or released from prison for a feiony.

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

¢ |am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months Guring the
past year.

3 Cheok here if you are a veteran and you wera unemployed for a period or periods totaling at lsast 6 months during the past
year.

-

Chack here if you are a veteran entitled to compensation for a service-conneoted disability and you were discharged or
released from active duty in the U.8, Armed Forces during the past year.

[D Chaock here if you are a veteran entitied to compensation for a service-connected disability and you were unemployed for a
. period or periods totaling at least 8 months during the past year.

Cheok here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* Recsived TANF payments for any 18 months beginning after August 5, 1987, and the earliest 18-month pariod beginning
after August 5, 1887, andad during the past 2 years; or

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

~3

Check here if you ars In a period of unemployment that Is at least 27 consecutive wesks and for all or part of that period
you recelved unemployment compensation.

Signature~All Applicants Must Sign

Under panaltias o;‘pedurv.l dsclara that | gave tha ahovs information to the emplayer on or before the day | was offered a Job, and it Is, to the bast of my knowiedge, trus,
corrast, and complete,

s'
Job applicant’s signature > amhmgm‘rmm Date Mar 26, 2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 Rev. 3-2016)



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

EMPLOYER SECTION:
Client:

Company:
Location: Position: Starting Wage: §

EMPLOYEE SECTION:
First Name: Last Name: Snffix: Street Address: City/State: Zip:
Elizabeth Hoagland 4018 Janetin Minneapolis, MN 55429

SSi: Date of Birth: Age: Have yon worg fo; If yes, location:
475-13-5060 11/03/1987 30 (Ve Mm@ | VA

Please complete all guestions, and sign and date the form, Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O @—I
at any time since August §, 1997? (Ifyes, please provide information below.) |
Neme of the person receiving benefits: ______ Relationshiptoyo: |
City: County: State:

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

Name of the person receiving benefits: Relationship to you: ___
City: County: ... States

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O @ E
Please note, this is not the same as Social Security benefits (S8) or Social Security Disability (SSDI) benefits.
*if vou checked yes pleass provide a copy of your SSI dociamentation.

4. Have you recelved any type of vocational rehabilitation services within the past two years? O
1f yes, please indicate which type of agenoy you worked with and provide their location information below:

] Vocational Rehabilitation Agensy  [J] Dept. of Veterans Affuirs [[1] Employment Netwark (Ticket to Wark Program)
Name of Agenoy: _____ Phone#

City: County: State; -

*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

@

{ 5. Areyou a Veteran of the U.S, Military? *}fyes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provids information below. If no, please continue to question #6.)

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

Are you entifled to or are yon receiving compensation for a service-connected disability?
6. Have you been unemployed at any time during the last 12 months?

If'yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
Ifyes, in which state did you receive unemployment compensation? __

Q
(O]

————

ol 0 ap
Q@ @ @P

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

Wasthisa [J] Federal or ] State conviction? I£State - County: _____ Stete:

v

: Additional Tax Credits
IEC (Native American): Are you or your spouse 8 member of a Native Amencao Tribe?
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [L] Areyou the child of foster parents? [L] Do you recsive CalWorks? [[] Workforce Investment Aot?
Are you a migeant or seasonel farm worker? [[] Have you ever been convicted of a misdemeanor?
| SCResidents: [E] Do you recsive Family Independence Bengfits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjwy, 1deviare the information above to be trie and acourate 1o the best of my knowledge, and I hereby authorize any ogency. argenkzation, or

Individugls to supply such verfication or informatian that may be needed 10 determine tax credit eligibilisy to my employer, siployer representarive (Associated
Consultants, Inc. dba Rerroway), or the Department of Labor.

Q
@

New Employee Signature: fzontfofr imosms Date: Mar 26, 2018




L\ U.S. Department Labor OMB Cantrol No. 1205-0371
%)  Employment end Training Administration Expiration Date: Jarmary 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 consuitants submit this SAF to the State Workforce Agency with [RS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: _a_m%_@ Date Mar 26,2018

New Hire Name: Elizabeth Hoagland

Social Security Number: 475135060
Employer Name:

Please check the statements below if they apply to you.

£l 1declare that | was in a period of unemployment that is at least 27
‘consecutive weeks and for all or part of that period | received unemployment
compensation.

3  1declare that | have beenin a period of unemployment since

(Enter start date)

Privacy Act Nofics: y ;

The Intemal Revenus Code of 1988, Seclion 51, as amended and fis enaciing legisiafion, P.L. 104-188, specify fhat the State Workforce Agencies are the
"designated” agencies mmhwmmmmewmwmmmmmsmmmmmmmmmwmﬁmm
form will be disdosad by your smployer {o tha Siats Workforee Agency, Provision of this information s voluntary; howaver the information is required fo
detarmine your employar's eligibliity for fhe feders} tax credit

b T € 0 7 £ 4 100 £ ¢ i 4 0 0200 0 £ G0 4 » w0 6.0 S 8 4o & 0 Gopee ¥ YoTs ®© 40n 0 3 St 0 70 & 4 44t S TR $% PP 0.8 YD P4 v 4.4 G 5 e € 1 G @ 4 A 5.9 A 5 G ® e - 8 G &

Puhlic Burden Statement:

Persons are not required tn respond fo this collsction of information unless it displays a cumently valid OM B control mumber, Respondafiis’ obligation i
complete this form is required to abtain or retain bensfits (P.L. 111-5). Public reporting burden Is estimated to average 10 minutes per response, including the
mmmmmmwmmmmmwmmmmmmmmmandmmmmemuecnmaf
Informetion. Send comments regarding this burden esfimate to the U.S. Dapartment of Labor, Division of Nafional Programs Tools Technical Assistance,
Room C-4510, Wasfiingion, D.C. 20210 (Papemwork Reduction Projact 1205-0371), Please tio not submit completed forms o this address.

117-

ETA Form 9175 (Rev. November 2018)
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Enhanced MEC_Plan 1 ESNG
Benefits Enrollment Form ‘ R Rehire Rehire Date “"‘“.":-_,ﬁ'f;‘;.-

5 el

' Securiy Numbsr

Elizabeth Hoagland | 475-13-5060
Adtress City [ Stete Zip Cods
4018 Janet LN Minneapolis Mn { 55429
Gendar 1| Male | Merital Status W] Singis | Date of Birth Date of Hire
7] Femals [ meried L1 pivorced 11/03/1987 03/27/2018
Phone Number: Emall Address:
952-529-5465 elibayless@icloud.com

Please Select Desired Caverage:
7]l Employee Oniy - [J]Employse+Spouse - [T| Employee+Child{ren) - [T] Family -
Mg

$38.00MWeek

$24.00/Week $38.00/Week 3.00/Week

lséalséam:y#- Sex
; ] mae spouse L1 ctwa [
= s { D Famale ﬁ Domestic Partner
TR D Male Spouse D Chi!.dD
= Lo e ] [] Femie [ Domestic Partner
_Bg_@ﬁﬁﬁiﬁi“ ST R T e i
Sax
Ll
BFF. DATE
EFF, DATE
BFF, DATE

Fmpierea fulueadudyerae oot fefhsnation « | hareby apply for the group banafitis) as Indicated. | acimowledge that ait entries are tnue and complate and that
any misstatamunts or falhna to rapost information may be used as the basls for capceliation of coverage for me and my dapandent{x), if any, from tha original
effactive date. Further, | authortzs my amployer to make the necessary payroll deduction of premiums for coverages | have slsgted,

IF ENROLLING - YOU MUST SIGN HERE

?
Employee Signatume  Eimba nd (Mar 23, 1018) : oate  Mar26,2018

EAPLIVRES DESLING [am DECL{E[NG coverage
understand that | and/or my dapendants, ¥ any, walve any coverage and desir to pasticipats in the plan at a later date, IAwe may be considerad a late enzollee and
must mest the requirements delined inthe Cartificate of Covaraga for the company's medica! or dentat plans. if | decling enivolimant far myself or my depandants

(Including my spouss) bocapss of other covarage, § may. in future be ableto enro!l myselfor my depe in this plan, provided | request enrolimant within 31
days after the other coverage ends, In addifion, If a new dependent relafionship farms as a rasult of maryiage, dirth, adaption, placement for adoption of parting suir
ofadopﬁon,lmaybub!awmﬂmpﬂfnrmdspanﬂmgmmalraquastanmnmntwmnmdaysofﬂ\ewm :

IF DECLINING- YOU MUST SIGN HERE

Empioyea Signature pate Mar 26,2018

Employer Solufions Stafing Group Haalth Beneflts Team
PO Box 48270
Minnsapolis, MN 85344
Phone: 952-787-8519 Fax: 952-767-8515
Email: Health@emplayemseluansgroup.com



Fixed Indemnity Medical Benefits_Plan 2

VS 219801ESG osm:ussom 0 a.ocp:**o;\'_____ Relsire Date___/___ 1.

ENR@LLMENT FORM : ' ESC CUUNAC-MN) P1 vi5.2
U} PRINT USING BLACK or BLUE INK (Miust Be Filled Out)
‘Social Sacurhy # Home Phone SQD[@.D
Aadress | = Apt &
City ' - i Stete Zp ' e c?aaa, of 3,:rtn |

P s s - £ e e 144 it s = S = — e o ¢ vy P — e l SIMBE R 85 A B 1 ROE I o T & 1) Gt s ST Su 8 oAV T e 6k LR (MO | et o o

; . 3 Yes. No. h‘Yas, ;pleasa corginue,
Nechcare Fealth hsurance C.a;m Numba {HICN} Med‘ care .:-ﬁec,xve Date

Name of Covered Person fs):

- Srap . s $ @ ey W e —r——

I ED B NS LA e GO ] Payrofl Deducted Weekly Rates

i g ety imenmp s artm——— = —

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

SELECT COVERAGE LEVEL " Ooio IWDENINITY | panpay VISION TERMLIFE | SHORLTERM
Employes Only $2025 || @ sear $242 ;1 %060 .. |  $s20
Employee + 1 $41.10 $12.34 $4.92 $0.90
Employee + Family $54.88 $20.36 $6.56 $1.80
NO 20 ALL Benefits @ @Y&s o) No Yes o] No Yes No nges o] No Yes 9] No

*This coverage is not available to residents of NH, Hi, or PR. *STD is not available to pesons who work in CA, Hi, NJ, NY, or Rl,

Far Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
PRismemberment Is part of the Term Life Benofit.

Name Relationship

e i " Sockel Security® Do of Birth_Sax . Relatonshig.
‘ /! D@E:lﬂ:ﬂ Spouse E Child D Domestic Pariner
Name Social Security # Date of Birth_ Sex lationship
/7 / O] @}-_F_ID , SpouseD} Child DDomestic Pariner
Name Social Security # Date of Bith_Sax Relationship
/7 DE]:l [[Mspouse [[] child [Lpomestic Partner
Name Social Security # Date of Birth  3ax Relaticnghio
/ E@@ Elscouse i) Domestic Pertrer

ot v & —— — e

E REQUIRED SIGNATURE | i g Ty T snsm AND DATE, EVEN IF YOU | DECLINE covsiwsa

N L e D R

| have read the benefit packet. and understand its limitetions. | understand that opan anrohmer-t is only avallable for
a limited tima and | understand that making no benefit selection 's 2 declination of coverage.

DATE _“fa_[%ﬁ_z_"_l?______ P~ SIGNATURE Mﬂ%ﬁqmmm

e — e - T e L —— 1l ek s e AP e Amimg. ek ST e o e ey bries g AR S

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

This is an Ecsential StaffCARE Earoliment Form,



