e
COMMERCIAL DRIVER APPLICATION
FILL mmmmnnovm ALL INFORMATION REQUESTED-FRINT OR TYPE

Date: J] Da/ 20 ,5'
Name:  First QEVW

® sue sy sap

maae BERVNOELL Last

oot

Address / Q / E W ﬂﬂl"a Home telephone: 5-57 77/ "‘ﬂ 03
C“)'_S 7. fAﬂ‘L stateM] ‘J Zip Mé Cellular telaphone éS? L"I 0%3?
paseorsir: _ O —1€- 1767

Soclal Security Number: 7¢ & 57 [z‘

1 Street

City State Zip
2 Street

City State Zip
3 Street

City. State Zip

Dates: From To
Dates: From To,
Dates: From To,

'ni-J icense Inform
State M‘\»

e D =634 - 004395713

Expiration Date &B__

State Number Expiration Date
State Number ExpirationDate
Strvaidt truck 08730 1D w830l 5D Miles Radites
= Tieohvakk diven ﬂt&
to
T Typeolvelicla drfven “Dates T Approsiman mlesgedrivm
All Accidents, Iast 3 years: (If none, write NONE)
Date Describe lﬂ:‘ JM E Fatalities Injuries
Date Describe Fatalitles Injuries
Date Describe Fatalities Injuries




List sll Traffic Violations Convictions, last 3 vears; (If none, write NONE) g

Date Vloluﬂon_NQNE State Commercial Vehicle: X_n_@

Date Violation State Commereial Vehlcle: Yea / Ng
Date Violation_ State Commercial Vehicle: Yoz / No
Date Violation State Commercinl Vehicle: Yes / Ng
Date Violation Stats Commerelal Vehicle: Yes / Ng
Date Violation State Commercial Vebiele: Yea / Ng
Date, Violation State Commercial Vehicle: Yes / No
Date Vlolation State Commercial Vehicle: Yes / No

Have you ever had any driver license denied, suspended, revaked or canceled by any Issuing state agency?
Oves Mh If yes; state of issuance; explanation:

81 (If owner/operator, llst easriers leased to)

1) Employer: % ¢ WE_RJ . S Dltu:_Q_a-/aahs to ?If&ﬂ'}'
Address: M%ﬁlpﬂ- A‘U § Supervisor: S A ﬂ.‘&”‘l ﬁdd—g
Clty,suu,leeodc:S?: ayl Mi 510 Tetephones_ 051775 ~885]

Were yon subject to the Federal Motor Carrier Safety Regulations during this period? OYes mo

Were you subject to 49 CFR part 40 contrulled substance and alcohol testing during this pariod? [lYes m«:

Reason for Leaving: P{K%(I—_

1) Employ" —S(fak OF‘ MA](ADM”’ Dam7/l79; to 7/& DDI
Address; 365 SDI’VJ 'Ipd " &Uﬁ Supervisor: M { Ke— ‘P& ry
Clity, State, Zip code: ST: (ML! W Sﬂoz‘ Telephone: 6SI Q'qb Jb%l

Were you subject to the Federal Motor Carrler Safety Regulations during this period? Oves ﬁNo

Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? [ Yes mo

Reason for Leaving: J’D b EN ‘D E-D




3) Employer: _&MM ‘PR,GQL{_CZ_ Dates: _8/%1 0 to (98/ ao / l
) Address: -fERM;%/ RC) @ Supervisor: ﬁﬁ/] K il
City, State, Zlp code: ST: VAL(L Telephone:

Were you subject to the Federal Motor Carrier Safety Regulations during this period? JElYes ONe

Were you subject to 49 CFR part 40 controlled substance and alcobol testing during this god? ﬂYu ONe

Reason for Leaving: ﬁ%ﬂ/j; éW Eb.b With Penefts

—_— e

4)“"“"3 5#/%’('&%"@#&; “‘Dm: 7/3-@2'“?&010 o
Address: L{L{{ M(ﬂwﬂh S?Tw Supervisor; g 06 Bﬂ.g‘eﬁ'
Clty, State, Zlp codt_m‘[l, WI S5tol Tetephons: __&.57 296 -69/1

Were you subject to the Federal Motor Carrler Safety Regulations during this period? OYes mo

Were you subject to 49 CFR part 40 eontrglled substance and alcghol testing during this period? [JYes BN

Reason for Leaving: J% ust ;‘Z' =l 7K

—_——

5 b DRTHEAST COMTERP Ty, 05/ 200) e D63 515

Address: 5 R"‘S‘?W{{fﬂuk 5 . Supervisor: 5&(5 an
Clty, State, Zip code: E 0SEeY LLQ(/M&[

Were yon subject to the Federal Motor Carrier Safety Regulations during this period? MYu One

Telephone:

Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? ﬂYu ONe

Reason for Leaving: M@ éﬂﬂ ﬁﬁ 75

6) Employer:

Dates: to
Address: Supervisor:
Clty, State, ZIp Code: Telephone:
Were you subject to the Federal Motor Cal'-rlsr Safety Regulations during this period? Oves ONe

Were you subject to 49 CFR part 40 controlied substance and alcohol testing during this period? [JYes One
Resson for Leaving:

--------------------------------------------------------------------------------------------------------------------------------------------------------



7) Employer: Dates: to

Address:

Supervisor:
City, State, Zlp code; Telephone;
Were you subject to the Federal Motor Carrier Safety Regulations during this period? KY“ CINe

Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? [Yes ONe
Reason for Leaving:

For driver applicants of commercial motor vehicles that require a Commercial
Driver License (CDL) the applicant must disclose their controlled substance and
alcohol status per the requirements of 49 CFR part 40.25(j).

As 1 prospective driver employee, you have the right to review information provided by previous employers. You have the
right to have errors in the information corrected by the previous employer(s) and for that previous employer(s) to re-send the
corrected information to the prospective employer; the right to have a rebuttal statement attached to the alleged erroneous
information, if the previous employer and the driver cannot agree on the accuracy of the information.

Driver employees who have previous Department of Transportation regulated employment history in the preceding three
years, and wish to review previous employer provided Investigative Information, must submit a written request to the
prospective employer, which may be done at anytime, including when applying or as late as thirty (30) days after being

employed or being notified of denial of employment. The prospective employer must provide this information to the
applicant within five (5) business days of receiving the written request, If the prospective employer has not yet received the
requested information from the previous employer(s), then the five (5) business day deadlines will begin when the

prospective employer receives the requested safety performance history information. If the driver has not arranged to pick up

or receive the requested records within thirty (30) days of the prospective employer making them available, the prospective
motor carrier may consider the driver to have waived their request to review the records.

Certification

“I certify that this application was completed by me, and that all entries on it and information in it are true
and complete to t t of my knowl i

; OI/OR/SIOW

Data Sigaed

Applcant’s Signatare
TO BE COMPLETED BY THE EMPLOVYER:

Application received by: Application reviewed for completeness by:

Name Name

e | me L ——
SIGNIFICANT DATES:

Date of Hire:

Time & Date of Pre-Employment CST:

Time & Date of Pre-Employmeat CST Results Received:
Date First Used in Safety Sensitive Position:

Date of Terminations




Form W4 (2015) pcwew g -

Basio Instructions. If you are not exsmpt, cogﬁleta
e

Purpose. Complete Form W-4 so that your employer the Parsonal Allowances Worksheet below.

oan withhold the correct federal Income tax from your waorkshests on page 2 further adjust your

pay. Conslider completing a new Form W-4 each year withholding allowances based on itemized

and when your pareonal or financial situation changes. deductions, certain credits, adjustments to Incoms,
Exemption from withholding. If you are exempt, or iwo-eamers/multiple jobs situations.

complete only lines 1, 2, 8, 4, and 7 and sign the form Complets all worksheets that apply. However, you
1o valldate it. Your exemption for 2015 explres may claim fewer (or zero) allowanoes. For regular
Fel 16, 2016. 8ee Pub. 505, Tax olding wages, withholding must be based on allowances
and Tax. you claimed and may not be a flat amount or

Note, If ancther parson can clalm you as a dependent percentags of wages.

on his or her tax retum, you cannot claim exemption Head of household, Generally, you can claim head
from withholding if your income exceeds $1,050 and of household ﬂﬂgg status on your tex retum ontle]r i
Includes more $350 of uneamned Income (for you are unmarried and pay more than 50% of the
example, Interest and dividends). gosts gf mesllng upa ho'rin“?y] for )ioglr:lglf :ln: our
ns. An employee may be able to alaim Ps encent(s) or other qualitying indlvidu
ub. 501, Exemptions, Standard Deduction, and

mnd::hﬁlgmmw;yeneg: even if the employee Is a Fliing lnfonnaﬁo’r;l?for Information.
» |z age 85 or older, Tax credits, You can take projected tax crediis Into account

L In figuring your allowable number of withholding aliowances.
e Is biind, or C for child or dependent care expenses and the child

tax credit may be claimed using the Personal Allowances

» Wil cialm adjustments to Incoms; tax credits; or Worksheet helow. See Pub. 505 for Information on
itemizad deductions, on his or her tax retum. gonverting your other credits Into withhalding allowances,

Nonwage income. If you have a large amount of
nonwage Income, such as Interest or dividends,
conslder making estimated tax draymsms using Form
1040-ES, Estimated Tax for Individuals, Otherwise, you
may ows additional tax. If you have penslon or annuity

Income, see Pub. 505 to find out IWnu should adjust
your withholding on Form W-4 or W-4P.,

Two eamers or multiple jobs. If you have a
working spouse or more one job, figure the
total number of allowances you are entitled to claim
on all jobs uslnﬁ worksheets from only one Form
W-4, Your withholding usually will be most acourate
when all allowances are claimed on the Form W-4
for the highest ing Job and zero allowances are
claimed on the others, See Pub. 505 for details,

Nonresident allen. If you are a nonresident allen,
see Notice 1382, Supplemental Form W-4
Instructions for Nonresident Allens, before
completing this form.

Check your withholding. After your Form W-4 takes
effeot, use Pub. 505 to see how the amount you are
having withheld compares to your ?frojectad total tax
for 2015, See Pub. 505, espeaially if your eamings
exceed §130,000 (Single) or $180,000 (Marnied).
Future developments. Information about any future
developments affecting Form W~4 (such as legislation
enaoted after we release i) will be posted at www./rs.goviw4,

Personal Allowances Worksheet (Keep for your records.)

A  Enter*1” foryourself fnoone elsecanclaimyouasadependent. . . . . . . R G S A
* You are single and have only one job; or

B  Enter*1”"if; { * You are married, have only one job, and your spouse does not work; or ] 5 B "oamdl:]
» Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

C  Enter"1” for your spouse. But, you may chooss to enter “-0-* if you are married and have either a working spouse or more

than one job. (Entering “-0-" may help you avold having too little tax withheld) . . . .

mTmo

Enter *1” if you wili file as head of household on your tax return (see conditions under Head of household above)

. ©
Enter number of dependents (other than your spouse or yourself) you will claim onyourtaxretum. . . . . . . . D
E
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plantoclaimacredt . . . F

. . . - . . . .

{Note. Do not include child support payments. See Pub. 503, Chiid and Dependent Care Expenses, for detalls.)
G Child Tax Credit (inciuding additional chiid tex credit). See Pub. 972, Chiid Tax Credit, for more information.
* if your total income will be less than $66,000 ($100,000 if married), enter “2" for each eligible chiid; then less *1” if you

have two to four eligible chiidren or less “2” if you have five or more eligible chiidren.

® if your total income wili be between $66,000 and $84,000 ($100,000 and $119,000 if married), enter “1” foreach eligiblechild. . . G
H  Addlines A through G and enter total here. (Note. This may be different from the number of exemptions you ciaim on your tax retum.) » H
* If you plan to itemize or claim adjustments to income and want to reduce your withhoiding, see the Deductions

For accuracy, and Adjustments Worksheet on page 2.

complete all ® if you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets eamings from ali jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2 to

that apply. avoid having too little tax withheld.

o if neither of the above situations applies, stop here and enter the number from iine H on line 5 of Form W-4 beiow.

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

5 w_4 Employee's Withholding Allowance Certificate OMB No. 1646-0074
m
" P Whether you are entitied to claim a certain number of allowances or exemption from withholding Is
mgﬁ;,'ﬂgm‘” subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 5
1 Yourfirst name anﬂld o Initial E Last name ﬁ) K 2 Yo¢ so;l‘ail' sec§ numb;!- I

lole add| (number and sh'e:ti rural route) 3 D Slnmamed D Married, but withhold at higher Single rate,
l e Q_.: Note. If maried, but legally separated, or spouse is a nonresident allen, check the “Single® box.

Clty or town, state, and ZIP code

If your last name differs from that shown on your soclal security card,
%T * 'PALL L ¢ Mf\/ SS (.0 h : cl'lye:; h::e. Y:u mustmeall 1-800-772-1213" f:ir a raplae::lenf_gard. » I:]

oo

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

7 i claim exemption from withholding for 2016, and | certify that | mest both of the foliowing conditions for exemption.
* Last year | had a right to a refund of all federal income tax withheid because | had no tax liabliity, and
* This year i expect a refund of all federal iIncome tax withheid because | expect to have no tax liabiiity.

If you meet both conditions, write “Exempt” here .

Total number of allowances you are claiming (from iine H above or from the applicabie workshest on page 2) 5
$ 20:-00

7]

Employee’s signature

Under penalties of perjury, i declare that | have eaned this certificate angl, to the best of my knowledge and beilef, It is true, comect, and complete.

(This form Is not valid uniess you sign it.) »

ouer || 2.[2017

8 Employer’s name and address {Employer: Complete lines 8 and 10 only if sending to the IRS.) | 9 Office code {optional) | 10  Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200 Form W-4 (2015)



Employment Eligibility Verification USCIS

Form I-9
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

PSTART HERE. Read Inatructions carefully before completing this form. The instructions must be avallable during completion of this form.
ANTI-DISCRIMINATION NOTICE: It Is lllegal fo discriminate against work-authorized Individuals. Employers CANNOT specify which
document(s) they will accept from an employee. The refusal to hire an Individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

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

Last Name (&% First Name (Given Nam: Mlggle Initial | Other Names Used (i any)
- P i
[

Address (Strest Number and Name) City or Town State ZIp Code

Atto STl

Date of Birth (mm/dd/yyyy) |U.S. Social Security Number | E-mali Address Telephone Number

AR ] [HTHRAEE| Strinforjez 3@ Yatoo-tom | &S] Ho-t637

1 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.

} attest, under penalty of perjury, that | am (check one of the following):
E\A citizen of the United States

] A noncitizen national of the United States (See instructions)
] A lawful permanent resident (Allen Reglstration Number/USCIS Number):

)

] An alien authorized to work unti (expiration date, if applicable, mm/dd/yyyy) . Some allens may write "N/A” in this field.
(See instructions)

For ailens authorized to work, provide your Allen Registration Number/USCIS Number OR Form I-84 Admission Number.

1. Alien Registration Number/USCIS Number:
OR 3-D Barcode

Do Not Write In This Space

2. Form 1-94 Admisslon Number:

If you obtained your admission number from CBP In connection with your arrival In the United
States, include the foliowing:

Foreign Passport Number:

Country of Issuance:

Some alien_s may write "N/A" on the Foreign Passport Number and Country of issuance fields. (See instructions)

Signature of Employee: %@ %’ij—’ Date (mm/ddlyyyy): 01/2- i;-“"

Preparer andior Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the
employee.)

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

Signature of Preparer or Transiator: Date (mm/ddAyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @

Form1-9 03/08/13 N



! Employer Completes This Page Q

8ection 2. Employer or Authorized Representative Review and Verification
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee’s first da y of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as iisted on
the °Lists of Acceptable Documents” on the next page of this form. For each document you review, record the following information: document title,
Issuing authority, document number, and expiration date, if any.)
Employee Last Name, First Name and Middle Initial from Section 1: F- orTE , STEVC 8
ListA OR ListB AND ListC
Identity and Employment Authorization Identity : _E_mployment Autharization
Document Title: Document Title: Document Title:
Mn_[_l!l!’?ﬁ Drvers hgm@ ’ Socin? s“"""*’? C"'-o—
1ssuing Authority: Issuing Authority: issuing Authority: .
| STaTé of M:swes-arn ocind Secrrd, A0 I~
Document Number: Document Number: Document Number:
: Dé¢34 ool 395 712 M.2¢-5N2.
Expiration Date (if any)(mm/ddiryyy): Expiration Date (i any)(mm/dd/yyyy): Expiration Date (i any)(mm/ddfyyyy):
1113/2019
Document Title:
Tulng Authority:
Document Number:
Expiration Date (#f any)(mm/dd/yyyy):
3-D Barcode
Document Title: Do Not Write in This Space
issuing Authority:
Document Number:
Expiration Date (i any)(mm/ddfyyyy):
Certification

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

The employee's first day of employment (mm/dd/yyyy): | / 2 / 2017) (See instructions for exemptions.)

Signature of Empioyer or Authorized Representative Date (mm/ddfyyyy) Title of Erﬁployer or Autho Representative
2 7 1/2/201% | Regsown) Muaser
Last Name (Family Name) First Name (Given Name) Empioyer's Business or Organization Name
227 / 2, e/ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Empioyer's Business or Organization Address (Street Number and Name) City or Town State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (To be compieted and signed by employer or authorized representative.)
A. New Name (i appiicable) Last Name (Family Name) First Name (Glven Name) Middie Initiai |B. Date of Rehire (if applicable) (mm/ddiyyyy):

C. Hf empioyee's previous grant of empioyment authorization has expired, provide the information for the document from List A or List C the empioyee
presented that establishes current empioyment authorization in the space provided below.

Document Title: Document Number: Expiration Date (if any)(mm/dd/yyyy):

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and If
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the Individual.

Signature of Empioyer or Authorized Representative: Date (mm/ddfyyyy): Print Name of Employer or Authorized Representative:

Form1-9 03/08/13 N
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EMERGENCY CONTACT INFORMATION

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

Employee Name: ST—E Vgﬁ! % KTE
Address: ISBG MA HH) ! ST .PML"I Mi\/ S 5(0 é
Home Phone: ésl LH Ul 6 b?)ﬁ

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency

Contact #1 Home Phone: &S{ 77140
Name: G‘WH‘/ % &-—TE Cell Phone: bS’? 285~ 7o
Relationship: MO "H}].EQ Work Phone:

Contact #2 Home Phone: (0S| 2__’2\[_«& 63 4l Q,
Name: Sa”\/ %{4—& Cell Phone: és[ %Lt?-?geq
Rélationship: W( Fg Work Phone:

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

This information will remain confidential and will only be used in the case of an emergency.



@ employer solutions staffing group.
. Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

by Direct Deposit and/or Payroll Debit Card.
wages will be paid by Payroll Debit Card.

Employees have the option of receiving wages
If you do not provide a written election

STLEIRI N BASTE FNEORNE A ¢
Employee Name 5z ] HR'FE
SECEHON 2 PANROIE e Lo

SEEGHONI  DIREG D LEPOSE
[J Update Bank Account
Bank Name:

1 understand and acknowledge that if 1 do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

Initial Date

Account Type:  [] Checking [] Savings []Other

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

SECHION A PANROEE DEBEE GARD (GEOB AL GNSTEEANRD)

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 ML Last Name Date of Birth
Street Address (o BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (te be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

I'have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 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.

Date: 7

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: S‘M ﬁf‘k—a@s@m“@ ‘éOM

this information will oply be used to send your paystubs electronically

=7 ol loHe7

Employee’s Signature:

Employee's Signature:




- employer solutions staffing group.

@ Levernging Resources in a Changing Marker:

ESNG (gz8)

Eroupe sohdiom rationwide proup,
g e Benefit Plan Admipistrators, Inc.
Enhanced MEC Plan_Plan 1
Benefits Enrollment Form New Emplovee Rehire Rehire Date

Employee information

Name (First and Last) ° Social Security Number
STEVEN BRTE 474-%-S12
Address City Zip Code
1S3l 5. FoAo | ST- { Aol M/J Sstol
Gender ,:,,l ’ Malyﬁ%s : h:)g r:ed i Ad:h U /[3 / ﬂ &7 Date of Hire

Please Select Desired Coverage:
D Employee Only - Employee+Spouse - Employee+Child(ren) - D Family -

$24.00/Week $38.00/Week $36.00/Week '$63.00/Week
l R S R S R
‘ Social Security # Birth Date | S8 Relationship
(Firet Name MI. Last Name :'ﬂ::ale sponsel)omesﬁcﬁer
Social Security # Birth Date | Sex Relationshiﬁ
[ Firet Nams M. Last Name :ﬂ::a.e spmenomemc?;dma
p J .swa'..s. ec.umy# o gw, Dm s;;x AN, : Relaﬁonship —
| First Name [THN TastName :'fr':me R DomumChgdmu

Other coverage information including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgement and Authorization - | hereby apply for the group benefit{s) as Indicated. | acknowiedge that all entries are true and complete and that
any misstatements or fallure to report information may be used as the basls for canceilation of coverage for me and my dependent(s), if any, from the original
|e|fect|va date. Further, | authorize my empioyer to make the necessary payroil deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

EMPLOYEES DECLINING | am DECLINING coverage

1 understand that | and/or my dependants, If any, walve any coverage and desire to participate In the plan at a later date. /we may be considered a Jate enrollee and
must meet 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 future be able to enroll myself or my depend in this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a resuit of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE
Employee Signature afq&' Date (8] l / 0 9— I ao ‘7

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com




Fixed Indemnity Medical Benefits Plan 2

. Vs 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate__ _ /__/ __
ENROLLMENT FORM ESC CU{UNAC-MN) P1 v18.2
I Y eSS PRINT USING BLACK o BLUE INK (it B e Oty

cial i ' Home Ph
Nt Srever  Pace CUEEN s M3y

Address } 531 g; :C& n E F Apt. #

City ' State ' Zip Date of Birth
) ST Chul, i MAS . SSwe el /1371967
B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYES%O. If Yes, please continue.
Medicare Health Insurance Claim Number (HICN) . Medicare Effective Date
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C. LIMITED BENEFITS PLAN SELECTION Payroll Dedli:i:;d Weeidy 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.
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For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is part of the Term Life Benefit.
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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 declination of coverage.
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This is an Essential StaffCARE Enrollment Form.



