CMG EMPLOYMENT NEW HIRE PAPERWORK

Name C\’f\ \QQ DO\\J\'\\(\ W\Gﬁr J\N

First Middle Last Maiden

Present Address (C‘\ C) Qt (\’\ Ne_ éH"Q?% LO\\('W\" o q\ﬁ\q

~Street State le

Telephone Oﬁ e 7)%% QG&F) E-Mail \1\)6 . \",‘:-(i T\;;Q@:E/ . ‘_Tf‘Jh{ @ \(\g\i‘\_q‘\\ =C'S3m
Referred by% -—J[\Q\‘Q?(\i COMNN |

Do you have any responsibilities or commitments that will prevent you from meeting a specified work schedule?

Ye{)’{io If so, please explain

Do you have any pre-scheduled days off in the next three-six months?

. Yew If so, please lists all dates

Military Experience:

Have you ever been in the Armed Forces? _ Y No

Are you currently an active member of the Rese%giaﬁona] Guard? __ Yes  No
Branch Specialty

Date Entered Discharge Date




Application Waiver
In exchange for the consideration of my job application by Corporate Management Group, Inc.,
I agree that:

Neither the acceptance of this application nor the subsequent entry into any type of employment relationship, either in the
position applied for or any other position, and regardless of the contents of employee handbooks, personnel manuals, benefit
plans, policy statements and the like as they may exist from time to time, or other company practices, shall serve to create
an actual or implied contract of employment, or to confer any right to remain an employee of Corporate Management Group,
Inc. (CMG), or otherwise to change in any respect the employment-at-will relationship between it and the undersigned, and
that relationship cannot be altered except by a written instrument signed by an officer of CMG. Both the undersigned and
CMG may end the employment relationship at any time, without specified notice or reason. If employed, 1 understand that
CMG may unilaterally change or revise their benefits, policies and procedures and such changes may include reduction in
benefits. '

I authorize investigation of all statements contained in this application. I understand that the misrepresentation or omission
of facts will result in my disqualification from consideration for employment or, if discovered after 1 begin employment,
will result in my termination. I hereby give CMG permission to contact schools, all previous employers (unless otherwise
indicated), references and others and hereby release CMG from any liability as a result of such contact.

1 understand that a comprehensive background check may be conducted to determine my eligibility for hire by CMG. This
may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen
test as required by clients, government regulations or by CMG policies.

T release CMG and other persons or entities from any claims that might be based on CMG’s decision to conduct a
background check.

I understand that, in connection with the routine processing of your employment application, CMG may request from a
consumer reporting agency an investigative consumer report including information as to my credit records, character,
general reputation, personal characteristics and mode of living. Upon written request from me, CMG will provide me with
additional information concerning the nature and scope of any such report requested by it, as required by the Fair Credit
Reporting Act.

I further understand that my employment with CMG shall be probationary for a period of ninety (90) days or 520 hours
(based on the client site I am employed at) and further that at any time during the probationary period or thereafter, my
employment relationship with CMG is terminable at will for any reason by either party.

Signature of applicant Date:



Form W-4 (2019)

Future developments. For the latest
information about any future developmenis
related to Form W-4, such as legislation
enacted after it was published, go 1o
wwWw.irs.gov/Formiv4.

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal
fncome {ax from your pay. Consider
completing a new Form W-4 sach year and
when your personal or financial situation
changes.

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

= For 2018 you had a right to a refund of ali
tederal income tax withheld because you
had no tax fiability, and

« For 2019 you expect a refund of all
federal income tax withheld because you
expect to have no tax liability.

It you're exempt, complete only fines 1, 2,
3, 4, and 7 and sign the form to validate It.
Your-exemption for 2019 expires February
17, 2020. See Pub, 505, Tax Withholding
and Estimated Tax, to learn more about
whether you quality for exemnption from
withholding.

General Instructions

If you aren't exempt, follow the rest of
these instructions to determine the nimber
of withholding allowances you should ctaim
for withholding for 2019 and any additional
amount of tax to have withheld. For regufar
wages, withhoiding must be based on
allowances you claimed and may not be a
flat amount or percentage of wages,

You can also use the calculator at
www.irs.gov/W4App to determine your
tax withhelding more accurately. Consider

Form W-4

Department of the Treasury
Internal Revenue Service

using this caiculator if you have a more
complicated {ax situation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage income not
subject to withhoiding outside of your job.
After your Form W-4 takes efiect, you can
&also use this calculator to see how the
amount of {ax you're having withheid
compares to your projected total tax for-
2019. If you use the calculator, you don't
nead to complete any of the workshests for
Form W-4.

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax return. If you have too [itile tax
withheld, you will owe ax when you file yaur
tax retum, and you might owe a penaliy.

Filers with muitiple jobs or working
spouses. If you have more than ene joh at
a time, or if you're married filing jointly and
your spouse is also working, read all of the
instructions including the instructions for
the Two-Earners/Multiple Jobs Worksheet
before beginning.

Nonwage income. If you have a farge
amount of nonwage income net subject to
withholding, such as interest or dividends,
consider making estimated tax payments
using Form 1040-ES, Estimated Tax for
Individuals. Otherwise, you might owe
additional tax. Or, you can use the
Deductions, Adjustmants, and Additional
Income Worksheet on page 3 or the
calculator at WWW.irs.goviW4App to make
sure you have enough tax withheld from
your paycheck. If you have pensiot: or -
annuity income, see Pub, 505 or use the
calculator at www.irs. gov/W4App to find
out if you should adjust your withholding
on Form W-4 or W-4pP,

Nonresident alien. If you're a nonresident
alien, ses Notice 1392, Supplementat Form
W-4 Instructions for Nonresident Aliens,
before completing this form.

- Separate here and give Form W-4 o your employer. Keep the worksheet(s) for your records.

Employee’s Withhoiding Allowance Certificate

> Whether yourre entitled to claim a certain nu
subject to review by the IRS, Your employer m

mber of allowances or exemption from withholding is
ay be raquired to send a copy of this form to the IRS.

Specific Instructions ‘
Personal Allowances Worksheet

Complete this workshest on page 3 first io -
determine the number of withholding
allowances to claim,

Line C. Head of household please note:
Generally, you may cfaim head of household
filing status on your tax return only i you're
unmarried and pay more than 50% of the
costs of keeping up a home for yourself and
a qualifying individual. See Pub. 507 for
more information about filing status.

Line E, Child tax credit. When you file your
tax return, you may he efigible to claim a
child tax credit for each of your eligible
children. To qualify, the child must be under
age 17 as of December 31, must be your
dependent who lives with you for mors than
half the year, and must have a valid socia]
security number. To fearn more about this
credit, see Pub. 972, Child Tax Credit. To
reduce the tax withheld from your pay by
taking this credit into account, follow the
instructions on line E of the worksheat. On
the workshest you will be asked about your
total income. For this purpose, iotal income
includes all of your wages and other
income, including income earned by a
spouse if you are filing a joint return.

Line F. Credit for other dependents,
When you file your tax retumn, you may be
eligible o claim a eredit for other
dependents for whom a child tax credit
can't be claimed, such as a qualifying child
who doesn’t meat the age or social
security number requirement for the chiid
ax credit, or a qualifying refative. To learmn
more about this credit, see Pub. 972. To
reduce the tax withheld from your pay by
taking this credit into account, follow the
instructions on line F of the worksheet. On
the worksheet, you will be asked about
your total income. For this purpess, total

OMB No. 1545-0074

2019

1 Your first name and middle il

EW\ 3\? o h

Last name

2 Your social security number

650- 83- SN

Home addféss (Momber and street or rural route)

DN Bl ne Sieel

Makne”
N

3 &S::gle [ married
Note: If'married fiiing separately, check “Martied, but withhald at higher Single rate.”

[J Married, BTt withhold at higher Single rate—

City or town, sthte, and ZIP cogg

Co_Fos -

4 i your last name differs from that shown on vour social security card,
check here. You must call 800-772-1213 for a replacement card, ™ L__l

\mﬂ\g\\\z\M \
5

Total dumber of allowances yoU're claiming #rom the applicable wor
8 Additional amount, ff any, you, want withheld from sach paychecis

ksheet on the following pages) . . . . 5

Ve

6

7 lclaim exemption from withholding fdr‘kéﬁ"fg, and | certi
* Last year 1 had a right to a refund of all federal incom
* This year | expect a refund of all federal income tax
If you meet both conditions, write “Exempt” here .

fy that | meet both of the following conditions for axemption.
e tax withheld because | had no tax ltability, and
withheld because | expect 1o have no tax liability.

> 7] EXevan

Under penalties of pefiuty, | declare that [ have examined this certjf

Employee’s signature
(This form is not valid uniess you sign it.) »

’

icate and, to the best of my knowledge and belief, #f & 'trh‘é'.‘coﬂ}ect\,’énd complete.

Date »- \\—Il |G//U\

1
8 Employer's name and address (Employer: Cécypieﬁ bo,
boxes 8, 9, and 10 if sending to State Directofy of New

[ N
45 83nd 10
ire

and compiste

9 First date of

10 ‘Employkr identification

employrnent number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 4.

Cat. Ne, 102200

Form W-4 2019)




Form W-4 (2019)

Page 2

income includes zk of your wages and
other income, including income earned by
a spouse if you are filing a joint return.

Line G. Other credits. You may be able to
reduce the tax withheid from your )
paycheck if you expect to claim othar tax
oredits, such as tax credits for education
{see Pub. 970). If you do so, your paycheck
will be larger, but the amount of any refund
that you receive when you file your tax
return will be smaller. Foliow the
instructions for Workshest 1-6 in Pub. 505
if you want to reduce your withholding to
take these credits inte account, Enter *-0-"
on lines E and F if you use Worksheet 1-6.

Deductions, Adjustments, and
Additional Income Worksheet

Complete this workshest to determine if
you're able o reduce the tax withheld from
your paycheck 1o account for your itemized
deductions and other adjustments to
income, such as IRA contributions. If you
do so, your refund at the end of the year
will be smaller, but your paycheck will be
larger. You're not required to complete this
warksheet or raduce your withholding if
you don’t wish to do so.

You can also use this worksheet 1o figure
out how much to increase ihe tax withheld
from your paycheck if you have a farge
amount of nanwage incoms not subject o
withholding, such as interest or dividends.

Ancther option is to take these items Into
account and make your withholding more
accurate by using the calculator at
www.irs.gov/W4App. |f you use the
calcutator, you don't need to complete any
of the worksheets for Form W-4.

Two-Earners/Multipie Jobs
Worksheet
Complete this workshest if you have more

than one job at a time or are married filing
jointly and have a working spouse. If you

don’t complete this workshset, you might
have too little tax withheld. if so, you will
owe tax when you file your tax return and
might be subject io a penalty.

Figure the total number of allowancas
you're entitled to claim and any additional
amount of tax to withhold on all jobs using
worksheets from only one Form W-4, Ciaim
all allowances on the W-4 thai you or your
spouse file for the highest paying job in
your family and claim zero aliowances on
Forms W-4 filed for all oiher jobs. For
example, if you earn $60,000 per year and
your spouse &arns £20,000, you should -
complete the workshests o determine
what to enter on lines 5 and 6 of your Form
W-4, and your spouse should enter zero
(*-0-") on lines 5 and 6 of his or her Form
W-4, See Pub. 505 for details.

Ancthar option is to use the calculator at
www. irs. gov/W4App to make your
withholding more accurate.

Tip: If you have a working spouse and your
incomes are similar, you can check the
“Warried, but withhold at higher Single
rate” box instead of using this workshest. if
you choose this option, then each spouse
should fill out the Personal Allowances
Warksheet and check the “Married, but
withhold at higher Single raie” box on Form
W-4, but only one spouse should claim any
allowances for credits or fill out the
Deductions, Adjustments, and Additional
Income Worksheet.

instructions for Employer

Employees, da not complete box 8,9, or
10. Your employer will complete these
boxes if necessary.

New hire reporting. Employers are
required by law to report new employees 10
a designated State Directory of New Hires.
Employers may use Form W-4, boxes 8, 9,

and 10 to compiy with the new hire
reporting requirement for a newly hired
employsa. A newly hired employee is an
employee who hasn't previously bean
smployed by the employer, or who was
previously employed by the employer but
has been separated from such prior
empioyment for at least 60 consecutive
days. Employers should contact the
appropriate State Directory of New Hires to
find out how te submit & copy of the
compieted Form W-4. For information and
links to each designated State Directory of
New Hires (including for U.S. territories), go
1o www.acf.hhs.gov/css/employers.

If an employer is sending a copy of Form
W-4 to a designated State Directory of
Naw Hires to comply with the new hire
reporiing requirement for a newly hired
employee, complete boxes 8, @, and 10 as
jollows.

Box 8. Enter the employer's name and
zddress. If the employer is sending a copy
of this form to a State Directory of New
Hires, enter the address where child
support agencies should send income
withholding orders.

Box 9. if the employer is sending a copy of
this form to a State Directory of New Hires,

_enter the emplayee's first date of

employment, which is the date services for
payment were first performed by the
employee. If the employer rehirad the
employee after the employse had been
separated from the employer's service for
at least 60 days, enter the rehire date.

Box 10. Enter the employer's employar
identification number (EIN).




Form W-4 (2019)

Page 3

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself e A
B Enter “1" if you wilf file as married fiting jointly . B -—
C  Enter®{"if ybu will file as head of household . e e e C _—
* You're single, ar martied filing separately, and have only one job; or
B Enter ™" { « You're married filing jointly, have cnly one job, and your spouse doesn’t work; or D
= Your wages from a second job or your spouse’s wages (o the total of both) are $1,500 or less.
E  Child tax credit. See Pub. 972, Child Tax Credit, for more information.
* If your total income will be jess than $71,201 ($103,351 it married filing jointly), enter “4” for each efigible child,
* If your total income will be fram $71,201 to $172,050 {$103,351 1o $345,850 i married filing jointly), enter *2” for each
eligible child, .
* fyourtotal income will be from $179,051 to $200,000 ($345,857 to $400,000 if married filing jointly), enter “1” for
each eligible child.
* [f your total income will ba fhigher than $200,000 {$400,00C if married filing Joirtly), enter “-0-" E
F  Credit for other dependents. See Pub., 972, Child Tax Credit, for more information,
* If your total income will be less than $71 201 (103,351 if married filing jolntly), enter “1” for each ¢ligible dependent.
» if your total income will be from $71,201 o §1 78,050 ($103,351 to $345,850 if married fifing jointly), enter *17 for gvery
two dependents (for exampie, *-0-" for one dependent, 1" if you have twa or three dependents, and “2” if you have
four dependents),
» If your total income will be higher than $178,050 ($345,850 if married filing jointly), enter "-0-" Coe F
G  Other credits. li you have other credits, see Workshest 1-6 of Pub. 505 and enter the amount from that workshest
hers. If you use Warksheet 1-8, enter “~0-"onlines Eand F . G
H  Add lines A throtigh G and enter the total herg . > H
* If you plan to itemize or claim adjustments to income and want to reduce your withholding, or if you
have a large amount of nonwage tncoma not subject to withhoiding and want to increase your withholding,
For accuracy, sea the Deductions, Adjustments, and Additional Income Worksheet below. .
complete all * [f you have more than one Job at a time or are married filing jointly and you and your spouse hoth
workshests work, and ths combined earnings from all jobs exceed $53,000 (524,450 if married filing jointly), see the
that appiy. Two-Earners/Multiple Jobs Worksheet on page 4 to avoid having 1oo fittle tax withheld.
* if neither of the above situations applies, stop here and enter the number from fine H on line 5 of Form
W-4 above,
Deductions, Adjustments, and Additional Income Worksheet ] _
Note: Use this warksheet only if you plan to itemize deductions, claim ceriain adjusiments to income, or have = large amount of nohwage
incoma not subjest to withholding.
1 Enter an estimate of your 2019 itermized deductions, These include qualifying home morigage interest,
charitable contributions, state and Iocal taxes {up to $10,000), and medical expenses in excess of 10% of
yourincome. See Pub. 505 for details . ., ., . . o e 18
$24,400 § you're married filing jointly or gualifying widow(er)
2  Enter [ $18,350 if you're head of household ] 23
$12,200 if you're single or married filing separatefy
3 Subtract line 2 from finz 1. If zero or less, enter *-0-" e e 3%
4 Enter an estimate of your 2019 adjustments to income, qualified business income deduction, and any . :
additional standard deductian for age or blindness (see Pub. 505 for information about these ftems) . 4 %
5  Addlines 3 and 4 and enter the total e 5%
6  Enter an estimate of your 2019 nonwage income not subjest to withholding (such as dividends or interest) . 6 §
7 Subtract line 6 from line 5. If 2ero, enter “-0-", if less than zero, enter the amount in parentheses . 7%
8 Divide the amount on line 7 by $4,200 and enter the result here. If a negative amount, enter in parentheses,
Drop any fraction e . ' 8
9:ssENTISN e NUMber.from the. Personal Allowances,V Orksheet, N H. ADOV B i s mempeszsiosiios o Do
Add lines 8 and 9 and enter the total here. If zerg or less, enter “-0-". If you plan to use the Two-Earners/
Multiple Jobs Workshest, also enter this total on line 1 of that worksheet on page 4. Otherwise, stop here .
and enter this total on Farm W-4, line 5, pagetl . .. . . L 0 0 .o 10




Form W-4 (2019) Page 4
Two-Earners/Multiple Jobs Worksheet
Note: Use this worksheet only if the instructions under line H from the Personal Allowances Worksheet direct you here.
{  Enter the number from the Personal Allowances Workshest, line H, page 3 (or, if you used the
Deductions, Adjustments, and Additional income Worksheet on page 3, the nurnber from fine 10 of that
Worksheet)........_.............__r........1
2 Find the number in Table 1 below that applies to the LOWEST paying |ok and enter it here. However, if you're
married filing jointly and wages from the highest paying job are $75,000 or less and the combined wages for
you and your spouse arg $107,000 or less, den't enter more than *3" . e e e e 2
D —
3 [fline 1 is more than or equal to fine 2, subtract fine 2 from line 1. Enter the result here {if zera, enter “-0-")
and on Form W-4, line 5, page 1. Do not use the rest of this worksheset . e e e 3
—
Note: If fine 1 is less than line 2, enter “-0-" on Eorm W-4, fine 5, page 1. Complete lines 4 through 9 below to
figure the additional withholding amount necessary 1o avoid a year-end tax bill.
4 Enterthe number from line 2 of this workshest . . . . - . =~ - - 4
§  Enterthe number from line 1 of this worksheet . . . .~ -~ « - - = 5
6 Subtractiine5fromiined . . . . - . o . . e s .o 8
7 Find the amount in Table 2 below that applies 1o the HIGHEST paying job and enterithere . . . - - 7%
8  Mutltiply kne 7 by line 6 and enter the result here, This is the additional annual withholding neaded . . . 8 %
9 Divide line 8 by the number o pay periods remaining in 2049. For example, divide by 18 {i you're paid svery
o weeks and you complete this form on a date in late April when there are 18 pay periods remaining in
2019. Enter the result here and on Form W-4, line 6, page 1. This is the additional amount to be withheld
fromeac:hpaycheck...........................9$____________
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
1 wages from LOWEST | Enteron 1f wages from LOWEST | Enteron If wages from HIGHEST § Enter on If wages from HIGHEST | Enter on
| paying job are— line 2 above | paying job are— fing 2 above paying job are— line 7 above | paying job are— fine 7 above
§0 - 55,000 0 $0 - $7.000 0 £0 - 524,900 $420 50 - $7.200 $420
5001 - 9,500 1 7,001 - 13,000 1 24,901 - 84,450 500 7201 - 38,875 500
8,501 - 19,500 2 13,001 ~ 27,500 2 B4,451 - 173,900 910 36,976 - 81,700 g10
$9,501 - 35,000 3 27,501 - 32,000 3 173,901 - 326,950 1,000 81,701 - 158,225 1,000
35,001 - 40,000 4 32,001 - 40,000 4 326,051 - 413,700 1,330 158,226 - 201,600 1,330
40,001 - 45,000 5 40,001 - 60,000 5 413,701 - 617,850 1,450 201,601 - 507,800 1,450
48,001 - 55,000 6 0,001 - 75,000 6 817,851 and aver 1,540 507,801 and over 1,540
55,001 - 60,000 7 75,001 - 85,000 7
60,001 - 70,000 8 85,001 - 95;000 8
70,001 - 75,000 g 95,001 - 100,000 2
75,001 < 85,000 10 10,001 - 110,000 10
85,001 - 95,000 11 110,001 - 115,000 1
95,001 - 125,000 12 115,004 - 125,000 12
125,001 - 155,000 13 125,001 - 135,000 13
155,001 - 165,000 14 135,001 ~ 145,000 14
165,001 - 175,000 15 145,004 - 16C,000 15
175,001 - 180,000 16 180,001 - 180,000 16
180,001 - 185,000 17 180,001 and over 17
195,001 - 205,000 18 :
205,001 and over 19

s Withholdingsallowances;:providing:

Privacy Act and Paperwork Reduction
Act Notice. We ask for the information on
this form ta carry out the Internal Revenue
taws of the United States. Internat Revenus
Code sections 3402(f)(2) and 6109 and
their regulations require you to provide this
information; your employer uses it to
determine your federal income tax
withholding. Failure to provide a property
completed form will result in your baing
treated as a single person who claims no

cities, states, the District of Columbia, and
1.8, commonwealths and possessions for
use in administering iheir tax laws; and to
the Department of Health and Hurnan
Services for use in the National Directory of
New Hires. We may also disclose this
information to other countries under a tax
treaty, to federal and state agencies to
anforce federal nontax criminal laws, or to
federal law enforcement and intelligence
agencies to combat ferrorism.

to a form or its instructions must be
retalned as long as their contents may
become material in the administration of
any Internal Revenus law. Generally, tax
returns and return information are
confidential, as required by Code section
6103.

The average time and expenses required
to complete and file this form will vary
depending on individuat circumstances.
Eor estimated averagss, see the

fraudulent information may subject you to
penatties, Routine uses of this information
include giving it to the Department of
Justice for civil and criminal litigation; 10

ST ErEN FrequiTed 10 provide the
information reguested on a form that's
subject to the Paperwork Reduction Act
unless the jorm displays a valid OMB
conirol number. Books or records relating

HEtFET N orFyouFTEEme tak rettm:

If you have suggestions for making this
form simpler, we would be happy to hear
fram you. See the instructions for your
incorne tax return.



Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9

s . o . OMB No. 1§15-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

b START HERE: Read instructions carefully before completing this form, The instructions must be available, =ither in paper or slectronically,
during completion of this farm, Employers are liable for errors in the compietion of this form,

ANTH-DISCRIMINATION NOTICE: It is illzgal to discriminate against work-authorized individuals. Employers CANNQOT specify which
dosument(s) an employse may present to establish amployment authorizaticn 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.

it 1. Employee information and Attestation (Empioy
" ment, but not before gecepting @ job o

ees fust comipltaand Sign Section 1 of Foir

Last Name (Family Name) First Name (Given Name) Middla |nitial Other Last Names Used (if any)
» - 3
WK ey Exy e )
Address (Street Wumber and Name) Apt. Number | Gity ar Town Staie ZIP Code

A RAlane Sktesl LDY\Q\{\(Y_\\(\)r Cy | S50l

Date of Birth (mm/‘dd/y],'yy) U.S. Sogial Security Number Employse’s E-mal Address Employes's Telephone Numbar

U 1G00- 07 - Bl \ne .\ e . Qenite, 26 G\V]O 555~ 900
| am aware that fedel’al law provides for imprisonment andfor fines for¥alse statemenﬁ%& S%T\WQMmS in

connection with the completion of this form.

[ attest, under penalty of perjury, that | am {check one of the following boxes)
[EL A citizen of the United States

D\Q A nencitizen nafional of the United States (See insiruciions)

I—__I 3. Afawiul permanent resident  (Alien Registration Number/USCIS Number):

D 4. An alien authorized to work  uniil {expiration date, if applicabie, mm/ddiyyyy):
Some aliers may write "N/A" in the expiration date fiald. (See instructions)

Aliens authorized to work must provide only one of the following document numbers to compiete Form [-9: e ﬁ?,?,:;z ms f‘};;i;g;ace
An Allen Registration Number/USCIS Numbar OR Form I-94 Admission Number OF Foreign Passport Number. )

1. Alien Registration Number/USCIS Number:
OR
2. Form 1-94 Admission Numbear;

CR

3. Forelign Passport Number;

Country of lssuance:

Signature of Employes @\ﬁ\” . \II\'\\{'\\ Today's Date (mm/dd/yyy) ‘7 ( }q / /q
; fic: :

;

7

Br

| attest, under penalty' of perjury,"t{';\at I have assisted in t
knowledge the information is true and correct.

Signature of Preparer or Translator

he compiation of Section 1 of this form and that to the best of my

Today's Date (mm/ddAyyy)

Address (Street Number and Name) City or Town State ZIP Code

Form 1-9 ¢7/17/17 N Page | of 3




Empleyment Eligibility V erification USCIS

Department of Homeland Security Form -3
y OB N, 1615-0047

U.S. Citizenship and Inmmigration Services Expires 083172019

Emplayee Irfo from Section 1 W\lar‘.\ﬁf\ (Family Wama) . i;:{qut Namek(({iven Namsa) WLt | Citizenship/immigration Status
" 4
AMNNET — e D US evhrtn
List A OR List B ) AND ListC
Identity and Employment &uthorization dentity Employment Authorization
Document Title | Docyment Titie DocumentJ’itie
B 4 . . -
| ‘ o Sociod Secuy v (AR
Issuing Authority tesuing Authorit Issuing Autholity
Ci\giode
Cocument Number | Pocument Numbar Documeant Number _
k- Pe- ol (D~ 05-55 A
Expiration Date {if any){mm/dd/yyyy) 1 Expiration Date {if any)(mm/ddfiy) Expiration Date (i any)(mmiddlyyyy)
1 ollonl2e2™
Document Titis
fssuing Authority | | Additional Information TR Cate - Sectone
Document Number s

Expiration Date (i any)(mmidaiyyyy)

Document Title

|

Issuing Autherity

Documient Number

Expiration Date (I any)(mm/dolyyy)

. |

Cartification: | atfest, under penzlity of perjury, that (1) | have examined the docurment(s) presented by the above-named employes,
(2) the above-listed document(s) appear to be genuine and to relate to tha employee named, and (3) to the bast of my knowledge the
employee is authorized to work in the United States,

The employee's first day of employment {rum/ddlyyyy): q’\%'l\ 7,0\ &I {See instructions for exemptions)

Signature of Employar or Authorized Reprasaniative

Ny ¢
R AAAL,
La;( Neme of Employer or Authnri!ed Representative

Toda{‘s Date (mm/ddhyyy) | Title of Employer or Authorized Representative

“ladls014 Cordings

First Name of Employer or Authorized Representaiive Employer's Business of Organization Name

20y Jomit otfosalt WAvagLmpnd0ye

Employer's Business of Orga‘nizatmddress (Street Number and Nams) | City or Town State 71p Coda 1
D@0 D Wieningtm oF Sl 350 hgmdm Lo | go2dl
S ifi oS (Tobe 3

EX

wiNamigfifapplicel 4D EERGE:
Widdie Initial | Daie {(mmiddAyyy)

Last Name (Family Name)

Document Titie

Document Number Excpiration Date {ii any) (mm/du‘/nw)J.

| attest, under penalty of perjury, that to the pest of my knowledge, this employes is autherized 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 1o the individual.

Today's Date (mm/ddAyyy} Name of Employer or Authorized Representaiive ‘

(Signature of Employer or Authorizad Representative

Form I-9 07/17/17 N Page2 of 3



nzmﬁmmv mpmz meM NEZ







LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A
or a combination of one selaction from List B and one selection from List C.

LIST A LISTE LIST C
Documents that Establish Documents that Establish Documents that Establish
Both Identity and P ldentity Employment Authorization
Employment Authorization OR . AND

1. U.8. Passport or U.S. Passport Gard Driver's license or 1D card issued by a 1. A Social Security Account Number

Permanent Resident Card or Alien

Registration Receint Card (Form 1551}

Foreign passpori that coritains a
tsmporary i-551 stamp or temporary
[-551 printed notation on 2 machine-
readable immigrant visa

State or cutlying possession of the
United Staies provided it contains &
photograph or infermation such as
name, date of birth, gender, height, eye
color, and address

Empleyment Authorization Documant
that contains a photograph (Form
{-766)

ID card issuad by fedsral, state or iocal
governmant agencies or entities,

card, unless the card includes one of
the following restrictions:

(1} NOT VALID FOR EMPLOYMENT

{2) VALID FOR WORK ONLY WiTH
INS AUTHORIZATION

(3} VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

provided it contains a photograph or
informatfon such as name, dats of birth,
gender, haight, eye color, and address

For a nonimmigrant alien authorized
to work for & specific employer
because of his or her status:

a. Foreign passport; and

b. Form [-94 or Form 1-B4A that has
the foliowing:

(1) The same name as the passport;

and

{2) An endorsemsnt of the alien's
nonimmigrant status as long as
that pariod of endorsement has
not yet expired and the
propesed employment is not in
conflict with any restricticns or
limitations identified on the form.

. Certification of report of birth issued

by the Depariment of State {Farms
DS-1350, F8-545, FS-240)

Schoo! ID card with a photograph

. Voter's registration card

U.S. Military card or draft record

Military dependent's ID carg

. Original or certified copy of birth

certificate issued by a State,
county, municipal authority, or
territory of the United States
bearing an official seal

LS. Ceast Guard Merchant Mariner

Native American fribal document

Card

U.8. Citizen ID Card (Form |-197)

Native American tribal document

Driver's license issued by a Canadian
government authority

Passpart from the Federated States of
Micronesia {(FSM) or the Republic of
the Marshall Islands (RMI) with Form
84 or Form 1-94A indicating
nonimmigrant admission under the

Compact of Fres Association Betwsen [
the United States and the FSM or RMI |}

Identification Card for Use of
Resident Citizen In the United
States (Form 1-179)

For persons under age 18 who ara
unable to present a document
listed above:

0. School record or report card

1. Clinic, doctor, or hospital record

2. Day-care or nursery school record

. Employment authorization

document issued by the
Department of Homeland Security

Examples of many of these documents appear in Part 13 of the Handbook for Employers (M-274).

Refer to the instructions for more information about accepiable receipts,

Form 1.9 07/17/1% N
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Emergency Contact Information

In the event of an -eme:geﬁcy CMG will contact the follow contacts

Please list two people in order of priority.

. Contact # 1 Horme Phone: ?)’06— W 8 - \%L{S
| Name: D\%{ Wlﬁﬂ&’a_

Relstionstip: Wy~ | Cell Phone: 3553y Gy GHUG

| Contact # 2 Home Phone: BQB’Q 14«
Name: L\O%Q\“\Gﬂ\kmz_’ 78 3 ]ﬁ

Relationship: T

i Yine(™ Cell Phone: %0'3‘) L\b},{‘ W:bjoq

Additional infom?ation you would like CMG and our clients to know in the event of an smergency:

hY
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Direct Deposit/Payroll Debit Card Authorization Form

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

Employee Name: z:‘{\r\l—‘??‘ A\ QL K‘(\.@ZJ

Payroll Election:

Direct Deposit (Please see Section A)
O Payroll Debit Card (Please see Section B)

Section A: Direct Deposit
Bank Name:
Routing Nmber:\ 0\7(3

Account Number:

%)

Account Type: Chcc&& Savings; _Other

I understand znd acknowledge that i I do not provide 2
voided check with this direct deposit form, I am respomsible
for any delays in payroll or extra cests incurred if the account
information that I provided is fncorrect.

Drate: ‘7})(7”0

Toitial: (C Ry 4D
=N T T

~—

Gectiou B: Payroll Debit Card
Routing Number:
Account Number:
Inittal: Date:

I have recetved my Payroll Debit Card, welcome brochure,

program fees, conditions and disclosures. By activating my
Payrolil Debit Card on my first pay day I am agreeing to the
program terms, conditiors and disclosures that are included
or made available to me from time to time from the financial
institution. I authorize CMG to debit my Payroll Debit Card

account for the fees described to me in the provided material.

Section C: Additional Accounts

Bank Name:

Routing Number:

Account Number:

| “Aceownt Type: Check _ Savings: | Other:___ "~

I request that the following funds be deposited to the account
listed in Section C:

0 % of my orginal deposit
o $ from my original deposit

Inittal: Date:

\___.

1 authorize CMG to directly deposit my wages and
above and 1o initiate, debit entries and adjustments

other payments as necessary into my accouni(s) as designated
for any credit entries made in er¥or to my account(s).

1 have been informed how to gain access to my electronic pay stubs if needed.

Employee Signature:

Date:




To: All Employees
Quien: Todos Empleados

From: Corporate Management Group & Employer Soiutions Group
Der Corporate Management Group y Employer Sotutions Group

Re: Stop Payment Check Fae
Re: Tarifa de chegue parado

Eifective immediately, to replace a lost or stolen check, $50.00 will be deducted from the replacement check for
a stop payment fee and for a reprocessing fee. Efectivo irmedigiamente, para reemplazar un chegue de sueldo
perdido o robado, §50.00 de tarifa sera deducido de el chegue reemplazado para parar el cheque original y
para procesario denuevo,

If you lose your check, we will first have to verify that it has not been processed through the bank. If it has not,
a new check will be issued, mizus the $30.00 fee. Sf usted Ppierde su cheque, tendremos gue verificar que no ha
sido procesado en el banco. Si no, un chegue mitevo sera processades, menes las tarifa de $50.00.

If your check is stolen, we will first need a copy of the police report before a new check can be reissued. After
wersceive a copy of the police report, a new check will be issued following the same procedures as listed
above. S s cheque es robado, necesitaremos una copia de el reporte de policia antes de que un chegue nuevo
sera procesado. Despues de obtener una copia del reporte de policia, un cheque nuevo sera procesado usande
los mismos procedimientos mencionados arriba.

If you have any questions regarding this new policy, please contact your On-Site Representative or the
Comporate Offics (3 03-920-1425). 57 usted ene preguntas sobre esta poliza, por fivor contacte a su
representante de CMG o la oficing corporal al (303-920-1425}

Thank you for your contimed dedication and hard wark!

Gracias por su dedicacion continua!

By signing below you are confirming that you understand the ebave policy.
. Con su firma abajo usted esta confirmando que entiende Ia poliza descris,

Signature/Firma: &[\M et U\J\/\\ W
Date/Fecha: “ )[[G | a A7 U
(A | .
O February 2011




CORPORATE

Notification of Colorado Law Regquirement
Unemployment Acknowledgement

According to Colorado Statutes section 8-73-105.3. A temporary employese who Is given a notice
that the empioyee is required to contact or notify the employer upon complation of an
assignment and to be availablie to work, as agreed upon at the time of hirs, during a speciiiad
period of time, on specified dates, or upon cail by the employar on an as-needed basis znd who
does not contact or notify the employar upon completion of an assignment in compliznce with
+ha notice and is not available to work at the sgreed-upon times is deemed to have voluntarily
terminsted employment for the purpese of determining banafits pursuant to section 8-73-108
(5) (e). Also, a temporary employes who agraesio work on an as-neaded hasis and refuses all
work within thres separate pay periods when contactad by the employer is deained to hava
voluntarily terminzted employment for reasons that may or may not allow an award of benafits
pursuant to saction 8-73-103. ' ‘

it is you responsibility to contact or notify CMG onca your assignment ands. If you fail to do so,
it may affect your unemployment benefits.

| understand by signing this form that | am responsible to cortact or notify CMG once an
assignment ands. | also acknowledge that | have raceivad a separate copy of this form.

i\cﬁ)r_(mitian
N 2 vl

Employes Sigpéturg: Date: '

E\\\\f\@ Nvat w3

Erployee (please print your name here




tt is Corporate Management Group’s (CMG) policy that alff employess should be able to
enjoy a work environment fres from all forms of discrimination, including harassment. As
such, CMG is commitied fo vigorously enforcing their Anti-harassmeant Policy. This
policy applies fo aff employess of the organization (without regard o position} and
individuals not directly connectad to CMG (e.g., an ouiside vendor, consultant, customer
or guest). Title VIl of the Civil Rights Act of 1964 prohibits employment discrimination
based on race, color, creed, religion, national origin, sex, marital status, status with
regard to public assistance, membership or activity in a local commission, disability,
sexual orientation or veteran status, Harassment is considered a form of discrimination
and is specifically included among the prohibitions under Title V| of the Civil Rights Act
of 1864. in addition, retaiiation or reprisal taken against anyone who has expressad
concern about harassment or discrimination against the individua] raising tha concarmn is
iflegal.

The Equal Employment Opporiunity Commission (EEOC) defines sexual harassment as
‘unwelcome sexual advances, requests for sexus| Tavors, sexuzl comments, or othar
verbal or physical acts of a sexual or sex-based nature including, but not limited o
drawings, pictures, jokes, and/or teasing where (1) submission o such conduct is made
either explicitly or implicitly & term or a condition of an individual's emiployrment; (2) an.

The Anti-harassment Policy prohibits harassment and/or retaliation by any individual
employed by, doing business with or for, or visiting CMG. Employees who balieve they
have been the subject of harassment and/or retaliation or an employee who may have
been witness to harassment and/or retaliation must repori the incidant immediately.
Information and/or allegations must be reported io & manager of CMG (by telephoning
866.920.1425 or 303.520.1423). Only those who have zn immediate need fo know,

charge are entitled 1o respect and that any retaliation or reprisal against an individual who
is an alleged target of harassment or retaliation, who has made a complaint, or who has
provided information in connaction with a complaint, is a separate violation of CMG's
policy. All information will be disclosed only on a need-to-know basis to allow CMG fo




invesiigate and resolve the incident. CMG recognizas the serious nature of harassment
and therefora will endeavor to protect the employes who may have been subjected to
harassment, any witnesses and the party against whom allegations have been filed to
svery possibie exient.

Harassment is uniawful and has a negative impact on employees. Violation of the Anii-
harassment Policy will not be {olerated by CMG and may result in discipline up o and
including termination. Offensive acts or conduct have no legitimate business purpose;
accordingly, any employee, regardiess of his/her position within CMG, who 1t is
determined has sngaged in such conduct will be mada {o bear the full responsibility for
such uniawiul conduct.

With respect io sexual harassment, the following is prohibited:

1. Unwelcome sexual advances, request for ssxual favors, and all other versal or
physical conduct of a sexual or otherwiss offensive naiure, sspecially whars:

O Submission o such conduct is made either axpliciily or implicitly a term or
condition of embloymeaant;

O Submission o or rejection of such conduct is used as the basis
affeciing an individuzal's amployment; or

0 Such condust has the purposs or effect of creating an intimidating, hostiis or
offensive working environment .

Tor dacisions

Offensive comments, jokes, innuendoes and oihar sexually-oriented staiemenis.

2.
if Harassment Occurs:
1. When possible, confront the harasser and tell him/her to stop. Sometimes a
simpie confroniation will end the situation.
2. If confrontation is unsucesssiul, immediately contact your CMG supsrvisor {o
report the barassment.
3. An investigation will be conducted and appropriate action taken, including

disciplinary measures. We will investigate, in confidencs; all reported incidents of
harassment and retaliation. ‘

pase: Y1101 19 O O

T ‘ L3 )



. Limited Benefit & Self-Funded
Minimum Essential Coverage (MEC) Enrollment Guide
Complete the Enrollment Form to Elect or Decline Coverage

IMPORTANT PLAN INFORMATION: You have two medical plan options. You may enroll in one or
both. Additional benefits are available to add if you enroll in the Fixed Indemnity Medical Plan.

Advantages of the Fixed Indemnity Medical Plan ' Advantages of the MEC Wellness/Preventive Plan

g Covers Day to Day Medical Expenses O Covers Day to Day Medical Expenses

O Satisfies the Individual Mandate ®/ Satisfies the Individua! Mandate

TR AT

You may still be eligible to receive 5 subsidy from You may still be eligible to receive a subsidy from
the health insurance exchange O the health insurance exchange
g Ofters Dental, Vision, Term Life and STD O Offers Dental, Vision, Term Life and STD

. You MUST complete the Enrollment Form as part of your New Hire Process.

. Elect or decfine all benefits on the Enrollment Form.

. You MUST Sign and Date the bottom of the form, even if you dedcline coverage.
Return the Enrollment Form to your Branch Manager.

- Keep the Benefits at a Glance page for your records.

Any parson who knowingly, and with intent to injure, defraud or decsive any insurer, makes any ¢
containing any false, incomplsts ar misleading information is guilty of a felony,

THE FIXED INDEMNI[TY MEDICAL PLAN IS A SUPPLEMENT TO HEALTH INSURANCE. IT IS NOT A SUBSTITUTE FORESSENTIAL
HEALTH BENEFITS OR MINIMUM ESSENTIAL COVERAGE AS DEFINED UNDER THE AFFORDABLE CARE ACT {ACA).

The Essential StaffCARE Fixed Indamnity Madical, Prescription Drug, Accidental Loss of Uife, Limb & Sight, Dantal and Vision Plans are underwritten by BCS
Insurance Company, Oakbrook Tereace, (linois under Policy Series Numbers 25.1204, 26.12%4, 26.212, and 26.213, The Term Life and Short-Term Disability
Plans arz undenwritten by 4 Ever Lifz Insurance Company, Oakbrook Tarrace, lllinois under Policy Series Number 62,200,

laim for the proceads of an insurance policy

The MEC Wellness/Preventive Plan is an employer-sponsared, self-funded plan that has been deemed to be in compliance
with ACA rules and regulations. More information about Preventive Services may be found on the government website

at: hf:tps://www.healthr.are.gcv/what-aremy-preventive—care-beneﬁts/. For questions or assistance, please call Essential
StaffCARE Customer Service at 1-856-798-0803,

| Avaitability of Summary Health information for MEC/Wallne

Your plan offers a series of health coverage options. Choosing 2 heafth coverage option is an important decision. To helfp you
malke an informed choice, your plan makes available a Summary of Benefits and Coverage (SBC), which summarizes important
information about any health coverage option in & standard format, to help you compare across options.

The SBC is available on the web at: essentialstaffcare.com/shbermeac. A paper copy is also available, free of charge, by calling
Essential StaffCARE Customer Service 1-866-798-0803.

For quastions or aesistance, please call Essential StaFCARE Custorer Service at 1-8656-798-0803.

J—

tos Essential StaffCARE

CMG ESC/MEC ES P2DM v18.2
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_8_| 221900-CMG OFr-ICE USE OMLY LOCATICN . New Hire D RehlreD DaLe _ /__,_f_u ;*__’,_ "

ENROLLMENT FORM ESC/MEC ES P2DM v18.2
A REQUIRED EMPLOYEEINFORMATION [ B VEDICAREINFORMATION____
_PRINT USING BLACK or BLUE INK (Must B Be Fliied Out} _ Doyouorany of your dependents raceive

Name Home Phone Medicare benefits?

L ) _ DND |'FY€;

Sccizl Security # h o ID-at-e 6f Bir.th ) Sex I\Aedm:are Healxh lnsurance Clan‘n Nurnbﬁr {HICI\)
Address ApL # Medicare Ezctive Date

City h Tz T T smte | Nemeof Coversd Persontsh

' 1. 2.

'C. LIMITED BENEFIT PLANSELECTION | . . | Payroll Deducted Weekly Rates.

You MUST enrollin the Fixed Indemnity Medlcal lnsurance Plan betore add;nq any additional benefits in Section C.
Your coverags level for the =dditional benefits in Saction C will be identical to your fixed indemnity medical plan selection.
This plan is underwritten by BCS Insurance Company.

F‘XESE‘DNETST'W DENTAL vision | Termure | SHOREIERN

Employee Only || $23.69 $5.40 $2.42 $0.60 sa20 o
Employes +1 || $48.08 $10.80 $4.92 $0.90
Employee + Family || $64.20 I s1782 $6.56 ‘ $1.80

D NO to AlL Benefits DYes DND DYes D No l:lYes D No I:‘Yes I:I No B

‘ This e:ovgi_'_age is ngt‘_ravallabla to residents of NH, HI, or PR, 2STD is not. avaliable'td persons who work in CA, Hl, NJ, NY, of RI

For Term Life / Accidental Loss of Lifs, Limb & S:ght plesse write in your beneficiary information. Accidental Loss of Life, leb &
Sight is part of the Fixed indemnity Medical Bensfit. -

Narne ___‘_Relationship

'D. REQUIRED DEPENDENT. INFORMATION = . ) -
Nams Social Securlty # Date of Bith  Sex Reiauonshp

—; E . D Spousa [ lchid Cl Domes‘lc Pariner

“Name Social Se;:-urity # Daste of Birth  Sex ' Relationship
‘ /o M. [:| Spouse D Chlld L__l Domesuc Partner

N a'rn; R . o So.c.ial Sécurity ¥ | Da’:e: of é;irth Sex ! Relationshlp

o D Spouse D Chlld D Domestlc Partnnr

g is'plan;
ventive Benefitis NO
AEC:Wells reventive B eﬁ are bllled

'E REQUIRED SIGNATURE You MUST sréN'ANDBATE EVEN IF YOU DECLINE COVERAGE

i have read the Benefits Summary and the Limitations and Exclusions for the Fixed lndem;'{lty Medical Plan. | understand thet | have been
offered ACA compliant coverage (MEC Weiiness/Preventive), and open enroliment is only available for 2 fimited time. | understand that
rhaking no benefi selection isadeclnationof coverege.

paTE _ /. > SIGNATURE

This is an Essentiai StsffCARE Enrollment Form.



C Policy Number 221900-CMG
LIMITED BENEFITS SUMMARY

FIXED INDEMNITY MEDICAL BENEFIT

The Fixed indemnity Medlcal Plan pays a flat amount for a covered event caused by an accident or iilness. ¥ the covered svent costs
more, you pay the difference. But if the covered avent costs less, you keep the difference.

Outpa’c:errt Beneﬁts ) _ [npat:ent Benefrts

Physician Office Visit $100 per day Standard Care ) $500 per day
Diagrostic (Lab) $75 per day Intensive Care Unit Maximum * $400 per day
Diagnostic (X-Ray) N L _‘$ZOO per day i_inpetlent Surgery $3,000 per day
Ambulance Services $300 per day Anesthesiology o $600 per day
Physical, Speach, or Occup tional Therapy ~ $50 per day Skilled Nursing ¢ $?OO per day
Emeroency Room Benefit - Sickness 3200 perdey  First Hospital Admission (1 per year) $250
_Emergency Room Benem Acc;dem . .. 550Cperdesy. . Annual Inpatrent Maﬂmum 3 No Limit
Outpatient Surgery | $500 per day _Accidental Loss of Life, Limb & Sight L
Anesthesiology e $200per day Employse/Spouse’ 320000
Annual Ouipatient Maximum %2000 Dependent (6 months 1o Zbyears $5,000
Prescription Drugs (via reimbursement) 2 ... Dependent (15 days to 6 months) $2,500
Annual Maximum o ..8600 0 0 Weliness Care e e
Generic Copay / Brand Copsy $1 D/$50 Wellness Care (one per year) $100

*all outpatient benefiis are subject to the outpatient maximum - not subject to cutpatient maximurm * peys in addition 1o standard care benefit* for stays in a
skilled nursing facility after s hospitai stay *Subject 1o intermal lirmits orplan

DENTAL BENEFIT iWartmg Penod/Comsurance Annual Max:mum Benefﬂ: $750 _Deductlbie $5® DR
T Coverage A None; /80% L Exams, Cleamngs, intraoraf ilms and Bltewmgs

Coverage B 3 I\/onths /60% R _Fillings, Oral Surgery, and Re airs for Crowns, Bndges and Den‘tures o

Coverage C _‘}2 Months / 50°o o - Perlodonucs, Crowns Brldges, Endodont;cs and Dentures .
VISION BENEFIT B in-Network Out-of-Network

YouPay Plan Pays . JouPay = PlanPays
Eye Exammatlon 2 * (including dilation) $']DCOpay 103% - 100% $35
Exam ‘Options (s (Standard or Premium Contact Lens Fit) Upto$55 or 10% off Retail Pice §0 T oo g0
Frames * “‘80/9, af‘er $’l 10 allowance - $‘I ‘IO pius 20% of remarmng 100% $55 _
Standard_ Pllast:c Lenses (sxngl-:—:-, bifocal, r.rlfocaf) z . 525 Copay e . ']QQ%» o '_ IOD% o $25 $55
i L 5158450r 20‘? oo To0% or 20% oﬁ’ TELall 10@9_6 $D .
2 .. .. $0Ccp=y 8% of remaining $110, plis 15% of remaining  100% 88
Drsposable Cun‘tact Lenses 2 . . $0Copay e $’I1O Pplus baiance o B $88
Medically Necessary Contact Lenses 2 $0Copay ’iOD% _§200

'F"" CDmP‘F-'te P’a“ details,  please ws;t W, essentra!s‘arrcare com/wsron Once every 12 months Once e\re(y 24 moﬂ th .

(reduces to 3;7 SGOeté)S $5,000 ot 70) __Child Amount (6 mos to 26 yrs old)  £5,000
_$5, OOO {terminates st age 70) Infant Amount (15 days to & mos) '$1 Qc0

60% of Salary up 10 $150] Per WEEk ——
7 days up to 26 Weeks o

Pcl;cy Number 8221 9000 M-CMG

WEEKLY LIMITED BENEFITS PREMIUM Medical * "Dental " Vision _ Term Life 57D
Employee Only o '$23.49 $540 242 g0 gz
Employee + 1 e e L. $4B0B 81080 s492 sos0 LT
Employee + Family . . . %6420 g1782 8656 | §iep DT

This is an Essential StafCARE Enrollment Form.
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LIMITED BENEFIT EXCLUSIONS AND LIMITATIONS DENTAL

These are the standard limitations and exclusions. As they may The plan will pay only for procedures specified on the Schedule
vary by state, please see your summary plan description (SPD) for  of Covered Procedures in the group policy. Many procedures

a more detailed listing. covered under the plan have waiting periods and limitations
FIXED INDEMNITY MEDICAL AND ACCIDENTAL LOSS OF on how often the Fan willl pay for them within a certain time
LIFE, LIMB OR SIGHT BENEFIT frame. For more detailed information on covered procadures or
No benefits will be paid for lass caused by or resulting from: ]\z,r:sr:gc;gns, please see your summary plan description.

¢ Intentionally self-infiicted injuries, suicide or any attempt while

sane or insane No benefits will be paid for any materials, procedures or

e Dadared or undeclared war sanvices prgyi'ded under \:vorker’s_ compensation or similar lawy;

< = non-prescription lenses, frames to hoid such lenses, or non-
@ Serving on full-time active duty in the armed forces prescription contact lenses; any materials, procedures or senvices
provided by an immediate family member or provided by you;

® The coverad person’s commission of 2 felony . .
: charges for any materials, procedures, and services to the extent

¢ Work-related injury or s{ickness, whether or not benefits are that benefits are payable under any other valid and colleciible
payable under workers' compensation or similar law or insurance policy or service contract whether or not a claim is

e With regard to the accidental loss of life, limb or sight benefit made for such benefits.
- sickness, disease, bodily or mental infirmity or medical SHORTTERM DISABILITY

or surgical treatment thersof, or bacterial or viral infection
regardiess of how contracted. This doss not include bacterial
infection that is the natural and foressesable result of an
accidental external bodily injury or accidental food poisoning.  © Attempted suicide or intentionally sefi-inflicted injury
No benefits will be paid for: ¢ Voluntary taking of poison; veluntary inhalation of gas;
voluntary taking of a drug or cherrical. This does nota ply to
the extent administered by a ficensed physician. The physician

No benefits are payable under this coverage in the following
instances:

¢ Eye examinations for glasses, any kind of eye glasses, or vision

rescriptions ;
P ] pions L . must not be you oF your spouse, You of Your Spouses child,
¢ Hearing examinations or hearing aids sibling or parent, or a parson who resides in your home
e Dental care or treatment other than care of sound, natural ® Deadared or undedared war or act of war
teet] ums required on account of injury to the cove . . .
eth and gurms requir ountt ot injury 10 t red ¢ Your commission of or atiempt to commit a felony, or anyless

person resulting from an accident that happens while such

erson is covered under the policy, and rendered within 6 sustained while incarcerated Tor the felony

months of the accident ® Your participation in a riot
¢ Services renderad in connaction with cosmetic surgery, except @ If you engage inan illegal occupation
cosmetic surgery that the covered person needs for breast e Release of nuclear energy

reconstruction following 2 mastectomy or as a result of an

accident that happens while such person is coverad under

the policy. Cosmetic surgery for an accidertal injury must be
=rformed within 90 days of the accident causing the injury

s Operating, riding in, or descending from any aireraft (ncluding
z hang glider). This does not z2pply while you are a passenger
on a licensed, commerdial, nontmilitary airerafs; or

and while such person’s coverage is in force e “Work-related injury or sickness.
* Services provided by a member of the covered person’s Short-Term Disability benefits are not available to persons who
immedizste family. - work in Calffornia, Hawail, New Jersay, New York, or Rhode
The fixed indermnity medical plan is not zvailable to residents of lsland. : 3 '
Hawaii, New Hampshire or Puerto Rico. TERM LIFE _
PRESCRIPTION DRUGS No Life Insurance benefits will be payable undler the policy for

death caused by suicide or self-destruction, or any attempt at it
within 24 fnonths afterthe person's coverage under the policy
became effective. ' ‘ '

No benefits will be paid for over-the-counter products or
madications or for drugs and medications dispensed while you
are in a hospital.

For frequently asked questions and network information for the the Fixed Indemnity Medical Plan, please go to
www.essentialstaffcare. com/FAQEC. For frequently ask questions regarding the MEC Wellness Preventive Benefit, as well
as a full list of preventive services covered, please go to www. essentialstaffcare.com/FAQMEC,

-~ |“PLEASE-NOTE:=Your Company has chosen-to take your paytoll ‘deductionsona Post-Tax basis:”

Essential StaffCARE Customer Service: 1-866-798-0803
+ Once enrolled, members can call this number for guestions regarding plan coverage, [D card, claim status, and policy booklets.
¢ Customer Senvice Call Centter hours are M - F, 8:30 a.m. to 8 p.m. Eastern Standard Time. - EEEE

Bilingual representatives are available. = :
¢ Mernisers can also visit www.paisc.com and click on “Your Plan” and enter your group number. B Aol
E.l Eadednd

The MEC SBC is available on the web at: essentialstaffcare.corr/sbemec. A paper copy is also available, fres of charge, by calling
Essential StaffCARE Customer Service 1-865-798-0803.

This is an Essentizl StaffCARE Enroliment Form.



