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Case Verification Number: 2017101113553WB

Report Prepared: 04/1172017

Compary information

Campany ID: 47420 Company Name: Employer Solufions Staffing Group

Employes information

Last Name: espinosa First Name: nancy

Date of Birth: 08/23/1887 Sooial Seourity Numbar: ***** 04g1

Hire Date; 04/11/2017 Citizenship Status: A lawful permanent reskdant

Document Information
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Alien Number; 080842988

Casas 8tatus Information

Current Cass Result: Employment Authorized Employer Cass ID;

Cass Submitted On: 04/11/2017 Case SBubmitted By: SGLABSS32
SENSITIVE BUT UNCLASSIFIED
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s PO Box 46270
| Minneapolis, MN 55344-9956

www.esgstaffingsolutions.com =
P 4 Tel: 952.835.1288

employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name 66'?3 oA First Name NZ\Y\CQ Middle Initial
Street Address Apt/Ste

City/State/Zip ‘é"‘ pﬂb\ { MN:’ Sj;j l} Social Security Last Four XXX-XX-mﬂ,

Phone Number _ 60 | OQZQJS% 0 T Email Address MOoNo \r\gg @9 md{i - COM\

Staffing Agency/Recruitment Partner 6 M é’

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.
Are you legally authorized to work in the United States of America? ; iYES ONo

Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make Inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

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

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

| certify that all statements made in my application are true and accurate and that | have not omitted any material Information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will resuit in my termination.

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

\
legll_ﬁignﬂjﬁ
Name (Print or type)

o4 ] u !ZOI':b

Date '

A copy or facsimile ("fax") will be consldered the same as an originai signature. Email will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW -9 8850 W4
Emergency Contact Info | Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG_SM Rev. 04/2017



The exceptions don't apply to emental es Nonwage Income. If you have a large amount of
FO l'm W"4 ( 2017) greater ﬁlpﬂ.i‘l 3] .ooo.ngap et wed nonwag% Income, such as lnterastag dividends,
Baslc Instructions, If you aren’t axempt, oorn%eta conslder making estimated tax payments using Form
]

Enter “1" if you will file as head of household on your tax retum (see conditions under Head of housshold above)
Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit
(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)

G  Child Tax Credit (including additional child tax credit). Ses Pub. 872, Child Tax Credit, for more information.

» If your total income will be less than $70,000 ($100,000 if married), enter “2 for each eligible child; then less *1” if you
have two to four ellgible children or less “2” if you have five or more eligible chiidren.

» If your total income wili be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1* for each eligible child. G
H  Addlines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) » H

s [f plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
Foraccuracy, | and Adjustments Worksheet on page 2.

Purpose, Complets Form W-4 so that your the Personal Allowances Worksheet below. 1040-ES, Estimated Tax for Individuals. Otherwise,
employer can withhold the comrect federal Income workshests on page 2 further adjust your ﬁgﬁ%ﬂ%ﬁm%mgég g#n'aa:&p"em‘ggﬁgmd
tax from your pay. Conslder oompletlnlg a new Form withholding aflowances based on itemized wllei"lhselgln 5 Form W.a W-&.i’
W-4 each year and when your personal or financial deductions, cartain credits, adjustments to Incoms, adjust your 0iding on Frorm W-4 or .
situation cmrges. or two-eamers/multiple jobs ons. Mrldnmm or multiple jobs. if {og' havaﬂ ath
Exsmrtlan from withholding. If you are exempt, Complets all workshests that . However, you Wariing apouse ar mare than one Job, figure the
complete only lines 1, 2, 8, 4, and 7 and sign thp; may clalm fewer (or zero) allowa:ggls.y For mgularyo mmlalpu?s sfsl?: anowanrleh?;ts ygltl, are e eg "g claim
form to valldate it. Your exemption for 2017 expires wages, withholding must be based on allowances Wl v wthBoL wil mg;t e
February 16, 2018. See Pub. 605, Tax Withholding you clalmed and may not be a flat amount or when allu;llnwanngngreuaculala“ymed onthe Fonnmw 8
and Tax. percentage of wages. for the highest %ylng Job and zero allowances are
Note: if another person can claim you as a dependent Head of household. Generally, you can claim head claimed on the others. See Pub. 505 for detalls.
on his or her tax retum, you can't olalm axsmption of household filing status on your tax retum i Nonresident allen. If you are a nonresident alien,
from withholding Hm Income excesds $1,050 you are unmarried and pay more than 50% of the Nu{l'oe 1382 Sua:i % B ""',"’, % lnstrucﬂon'ssf:e
and Includes more $350 of uneamed Income (for costs of meglng al:ﬁ & home for yourself and gour Nonresident All P Sif’ﬂeh rmleﬁ i r
example, Interest and dividends). dsgendemés or other qualifying Individuals. See (=1 ens, belore completing b
ns. An empl may be able to claim Pub, 501, ptions, Standard Deduction, and Check your withholding, After your Form W-4 takes
exemption from withholding even if the employes is Fliing Information, for information. havlaﬂmn %’;‘;& ggrsnm ssetgn\:l:!:a g}‘&"&%ﬁ
a dependent, if the employee: Ig;:m' 2 Im"Bﬂ' Z:.']: “"f:';';,g,’,’jﬁ,‘e",,"w‘:;,‘e,"’of* S for 2017, See Pub, § espeglally your eamings
* Is age 85 or older, withholding g!luwgnyges. Credits for child or dependent exceed §130,000 (Single) or $180,000 (Masried).
o |3 biind, or care expenses and the child tax credit may be olaimed Future developments. Information about any future
o Wil claim ad) ents to Income; tax - gsl thb? ggsr%gnlar:fﬁlluwanm Work?nheat l:elomvtvt.I flevl:llu ments mc;mng Ft:armral w-4 (Sutev‘l“ lag
ustim cr Bd]ml rmatl enacted ease e posted
temized deductions, on his or her tax retum._r c;emt;’ Into wﬂh{mldlng ang,',‘.,g.’,'o?;""’ G aatg wwwsg.gavlw& Lo e §
Personal Allowances Worksheet (Keep for your records.)
A  Enter “1” foryourself fnoone elsecanclaimyouasadependent. . . . . . . . . . . . . . . o o & {
» You're single and have only one job; or
B  Enter*1”if = You're married, have only one job, and your spouse doesn't work; or B i
* Your wages from & second job or your spouse’s wages {or the total of both) are $1,500 or less.
C  Enter “1” for your spouse. But, you may choose to enter *-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avoid having too iittle tax withheld) . . . . . . . @
Enter number of dependents (other than your spouse or yourself) you will ciaim on your tax retum . 0 =

mmo
TMOO

compiete all ® If you are single and have more than one Job or are mamied and you and your spouse both work and the camblined
worksheets earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Johs Worksheet on page 2
that apply. to avoid having too little tax withheld.

= [f neither of the above situations applles, stop here and enter the number from fine H on line 5 of Form W-4 below.

Separate here and give Form W-4 to your employer. Keep the top part for your records.

L w_4 Employee’s Withholding Allowance Certificate OMSB No, 1545-0074
orm
veasury P> Whether you are entitled to claim a certaln number of allowances or exemption from withholding Is 2
f’,,‘:.’,’,,,”..f'“.;'f.},’:,'ﬁ.’,‘gnm subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. @ 1 7
1 Your first name and middle Initial Last name 2 Your soclal security number

A Y
Nancy E5pin052 Glasg 049 |
Home address {fhumber and street or rural route) | 3 lsingle [ Married [0 Married, but withhold st higher Single rate.
+ { M 1L} | Wote: if merred, but lgally ssperated, or spouse is s nonvesident alen, check the “Single” hox.
4 I your last name differs from that shown on your soctal security card,
check here. You must call 1-800-772-1218 for a replacement card. P ]_—_l
5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5| 2
6  Additional amount, if any, you want withheld fomeachpaycheck . . . . . . . . . . . . . . 8|8
7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption.
» Last year | had a right to a refund of aii federal income tax withheld because | had no tax liability, and
» This year | expect a refund of all federal income tax withheld because | expect to have no tax ilabliity.
If you meet both conditions, write “Exempt®here. . . . . . . . . . . . >z
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, It is true, correct, and complete.

pate> VA [ (|2

d10 only if sending to the IRS)) | 9 Office code (optional) | 10  Employer Identificatidh number (EIN)

City or town, state, and ZIP code

Employee’s signature
(This form Is not valid unless you signit) »

8  Employer's name and address (Employer: gpnfﬁlate

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200 Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security OMII: 1?1:11115;?0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

»START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: it is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to estabiish 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.

olon 1. Empleyse Infermation and Alsstanon (Emar ’ mus: mmplata andwn Beaton 10f Farm 191 nacatar
tha thg et day of ompfoymnt but ! ok spvepting 8 of o) _ . e =
Last Name (Family Name) - Flrst Name (Given Nams) Mlddle lnitial Other Last Names Used (if any)
Espinosa Nancy

Address {St'mot Number and Name) Apt. Number | City or Town State ZIP Code
49 Maryland Ave W 3. P MN | S 3
Date of Birth (mm/dd/yyyy) | U.S. Soclal Security Number Employee's E-maii Address Employee's Telephone Number

0%/2%) 1983 |lelUA-5Bl-pld)| Moonahceapmilen 6512745 073

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

I attest, under penalty of perjury, that | am (check one of the following boxes):
[] 1. A citizen of the United States
[] 2. A noncitizen national of the United States (Ses Instructions)

[P73. A lawful permanent resident  (Allen Registration Number/USCIS Number): w

|:] 4. An allen authorized to work until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" in the expiration date field. (See Instructions)

Allens authorized to work must provide only one of the following document numbers to complets Form I-9: oo ﬁf,‘,;‘;?;;m"g;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Allen Registration Number/USCiS Number:
OR

2. Form i-94 Admission Number:
OR

3. Foreign Passport Number:
Country of Issuance:

Signature of Employee

Today's Date (mm/dd/yyyy) 04 , \‘ \ZO l'l_

T analey TFarEtor Corgraon [hask orey Es
r e v usqqmpamwm:wf [ ] A ptepaterts) nor m'ﬁ%taﬂa) awlqwmmwea ] mpmlpow Vo
Flekls below must by eompleted and sigfieq when praparers A/ frapalators assial an amplayee in complsting Ssotion i )

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

Signature of Preparer or Translator

Today's Date (mm/dd/yyyy)

Last Name (Family Nams) First Name (Given Name)

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

@  Emplayer Completps Next Page (D

Form I-9 11/14/2016 N




Employment Eligibility Verification
Department of Homeland Security
U.S, Citizenship and Immigration Services

USCIS

.~ FormI-9
OMB No. 1615-0047

Expires 08/31/2019

(2) the above-listad document{s) appear to be
employee is authorized to work in the United States,

p '  HRepressentative erification M :
(Emplayers.or thelr authorized representstive muyst oomplete and sign Section g within 3 business days of the empioyee's first da of employment: You
must physicaily exemine onie dosumant from List A OR & combination of ane dooument from List B and one document fram List C as listed on the "Liats:
of Adceptable Documents.”) Pt : : ks

ListA R ListB JEMA&T: = ml.lst&—]c =saiskal]

Identity and Employment Authorization Identity Employment Authorization

Document Title cument Title__ D ent Title
e Lt e O B
s i u AP W N
Document Number Docu nb Document Nu
—842 -1 1 CHAT 0 | L9907 TR < 2- s4q ,

Expiration Date (if any)(mm/ddyyyy) | Expiration Date (i mﬁmm/dd/}%w Expiration Date (7 any)(mm/ddlyyyy)

1009119 0 R-23~Fol i
Document Title _
issuing Authority Additional information 55 ok v 283
Document Number
Expiration Date (# any)(mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (if any)(mm/didjyyyy)
Certification: | attest, under penalty of parjury, that (1) | have examined the document(s) presanted by the above-named employee,

genuine and to relate to the empioyee named, and (3) to the best of my knowledge the

The employee's first day of employment (mmv/dd/yyyy): GH (- Zat 2 (See Instructions for exemptions)

Today's Date(mmidlyyyy)
oA lLit[20i %

Title of

ployer or Authol Representative
e crl+ex

First Name of Employer or Authorized Representative

EEL nesSa
Empioyer's Business or Organization Address (Street Number and Name)

Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

City or Town

7480 FLYING CLOUD DRIVE  SUITE 200

State  |zIP code
MN 55344

MINNEAPOLIS

Bection 3, Reverification and Rehires

(T6 be completed and signed by employer or authorized representative.)

A, New Name (if applicable)

B. Date of Rehire (if applicable)

Last Name (Family Nams) * | First Name (Given Nams)

Middle Initial

Date (mm/ddyyyy)

[G. T ihe employee's previous grant of employment

authorizallon hds explred, provide the Tnformalion Tor The document or recelpi that establishes

continuing employment authorization in the space pravided below.
Document Title Document Number Explration Data (if any) (mmaddiyyy)
1 attest, under penalty of perjury, that to the best of my knawledge, this employee is authorized to work in the United States, and if

the employee presented document(s), the document(s) | have examined appear to be genuine and to

relate to the Individual,

Signature of Employer or Authorized Representative | Today's Date {mm/ddfyyy)

Name of Employer or Autherized Representative

Form I-9 11/14/2016 N



_ PERMANENT RESIDENT CARD

NAME ESPINOSA, NANCY
\
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g ; ity La ““‘:' N
. This card belongs to the Social Security Administration an‘ youn
return it if we ask forit. .
If you find a card that isn’t yours, please return it to:
Social Security Administration -8
P.O. Box 33008, Baltimore, MD 21290-3008"

For any other Social Security business/information, contact your local ]
Social Security office. 1f you write to the above address for any business
other th_an_retuming a found card you will not receive a response. L.

Soclal Security Administration '
Form SSA-3000 (10-2007) F583 91 6,6_ &




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC ("ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal Information: Please print the information requested below to identify yourself for BGC.

Printed name: Nmpw G{j}gi NOSA
First = Middle (O Last '

none)

Other names used:
Current county of residence:

Current and former addresses:

0\ /72015 current 144 Ham_‘znd Ave W 'S'LPZ\U‘. HN;SS”?‘

from Mo/Yr to Mo/Yr Street City, State & Zip
0\|2010  _01[015 haze 19
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencles and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

OB J2%) 1487 el9-38 049

Date of birth Social security number
1,992 1730 (89370 MN Nm_ﬁqzimm_
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: &

o4 ) 1 ?2011

Date




~ employer solutions staffing group.
Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

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 pai 2

SEEIeN ] BASTE ENEORNEN FLON
. . P
o Nanay E5ir032
SECHIONT2  PANROLE RO
ireet Deposit (Please complete Sections 3 and 5 below)  Note; Direct Depaosit accounts may take up to 7 days to be activated
|| Payroll Debit Card (Please complete Sections 4 and 5 below) | | Paper Check (Please complete Section 5 below)
SEGEION S DIREE R DEPOSEL
O Update Bank Account 1 understand and acknowledge that if I do not provide a
Bank Name: voided check with this direct deposit form, I am
\M&“ =5 ﬁw’pf_} responsible for any delays in payroll or extra costs
Routing# oq 1 d- one [q incuorred if the account number that I provide is incorrect,

Accountt 99 4] 9 | 186 ) mitel__ NE Date O‘H ] |aog T

Account Type: Z’Checing O Savings [JOther

To help us avoid making an emor, please attach a copy of a voided check. (a deposit slip will not work)
If'you change banks, do not close your old bank accomnt until your direct deposit has sterted at the new bank, which may take 2 pay periods,

SECTTONTHPDANROEL DEBLE GARD (GEOBAL CASH GARD)

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

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

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

First Name MI. Last Name Date of Birth
Street Address (PoBOX NOT ACCEFTABLE) Social Security#
City State Zip Cell Phone (mobile)

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

Payroll Debit Card Routing # Payroll Debit Card Account #
, 073972181
Thave received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
T am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. 1
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,

conditions, and disclosures.

Employee’s Signature: Date:

SECTHTON S ANUFHORIZA ELEN
T authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: MO h%h ce. @ m\cxl\ 4 CUM

tion will only be used tdsénd your paystubs electronically
Employee's Signature: - Date: 04 ! il l /0 l 1




EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFi:‘ ING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

oyee Name: Nﬁh(—\! MA
Employee Nam i

ns A4 Uarglad Ave W 10\ NN, SSI0K
Home Phone: é)S \ 3761 Sg 0 }

Please st two peapla (in priority order) who oould be cantaated in case of an emargenay
Contact #1 Home Phone:
> \.
Name: d() “ Wﬂ ‘EDP‘ m'SZ\ Cell Phone: é S\ 34’8 O% Q’
Relationship: CS' 8% o6 6 Work Phone:
Listey

Contact #2 Home Phone:
Name: %57\\\73\ mﬂm\\a Cell Phone:r 65 ( ?F)"CH"{’Z‘
Relationship: MO(]" ‘,\ oV - Work Phone:

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

This information will remain confidential and will only be used in the case of an emergency.
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Enhanced MEC Plan_Plan1  'erisson .

Benefits Enrdllment Form J New Emploves

Employee|Information

Name (First and Last)

] Rehire Rehire Date

Soclal Security Number

|Address \ %l\m 6 [ ﬂ-‘gﬁ!

A9 Nardland Ae W I3 Pl [ pan | o2

¢

Gender LI Male [ Marital Status L[] Single | Date of Birth Date of Hire
O Female | Ol Mamed 1 piygroeg
Phone Number: Emall Address:
Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee-l-ChiId(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
[ Male DOSpouse [ Child
= Last Nams I Female spl:lua Domestic Partner
Social Security # B;rth Date | Sex Relaﬁomhjp
e [CISpouse [ Child
. Last Name E :I:r:mle 0 Domestic Partner
Soclal Security # Birth Date Sex

Other coverage information including Medicara/Mecdlicaicl

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF, DATE
EFF. DATE

Employes Acinowlatigement and Authorization - | heraby apply for the group henefit{s) as Indicated, | acknowiedge that al! entries ars true and compiete and that
any misstatements or failure to report information may be used as the basis for cancailation of covarage for me and my dependent(s), if any, from the originaj
effective date, Further, | authorize my empioyar to make the hecessary payroll deduction of premiums for covarages i have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signaturs \

: Date
— e
EMPLOYEES DECLINING | am DECLINING coverage :
1 understand that | and/or my depénd, If any, waive any coverage and desire to participate in the plan at a later date. Iiwe may be conaidered a late enroliee and
must mest the requirements defined in the Certificate of Coverage for the company's medical or dental plans. If | decline enroliment for myself or my dependents
(including my spouse) because of other coverage, | may, in futura be able to enroli myseif or my depend
days after the other coverage ands. in addition, if a new dependent relationship forms as a result of marriage, hirth, a

of adoption, | may he able to enroll myseif or my dependant, provided | request enrolimen Within 31 days of the evant.

IF DECLINING- YOU MUST SIGN HER

Employee Signature

| w04 1] 70 (E
Employer Solutions Staffing Grouptiealth Benefits Team i '
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 9562-767-9519 Fax: 962-767-95615
Email; Health@employersoluﬁonsgroup.com




Bixed Indemnity Medical Benefits_Plan 2

Y 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate___ /__/
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
RINT USING BLACK or BLUE INK (Must Be Filled Out)

Name | Social Security # ' Home Phone Sex M
Nancy Topinosa 1 E14-sg-o, i

E

Add ! . " Apt.#
ﬂress mvu\zmd Ave \U 7 i

i e i | e of Birth
W &&ul smNN 12‘155\1'4— cDﬁ'sz’ a8

B.DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

DYes D No. If Yes, please continue.

Medicare Health Insurance Claim Number (HICN) f Medicare Effective Date

Name of Covered Person {(s): r

1. P2 a8

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

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

SELECT COVERAGE LEVEL FUCL0 INDEMNITY | ppyry) VISION TERMLUFE | SHORFTERM
EmployeeOnly []|  sa028 )| s all|  s242 B  soe0 2| se20 (@
Employee + 1 [_| $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80
NO to ALL Benefits D DYes I:I No l_:l Yes D No I:IYes D No DYes D N§ |:|Yes D No

' This coverage is not available to residents of NH, HI, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY, or RI.

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

Name Relationship

D. REQUIRED DEPENDENT INFORMATION )
Name Social Security # | Date of Birth | Sex -' Relationship

/7 [ IEI ] Spouse I:I Child EI Domestic Partner

Name . | Social Security # | Date of Birth | Sex Relationship
/7 IE []Spouse [ Ichild [ ] Domestic Partner
Name Social Security # | Date of Birth | Sex Relationship
I / IE [1Spouse [Ichild ] Domestic Partner
Name Social Security # | Date of Birth | Sex Relationship .
/7 ! IE [ spouse [Jchild ] Domestic Partner

SR YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
a limited time and | understand that making no benefit selection is a degimation of coverage.
‘

oate O/ /72003 B> SIGNATURE

This is an Essential StaffCARE Enroliment Form.



