412072017 E-Verify: Print Case Delsils - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017110101619JP
Report Prepared: 04/20/2017
Cmm Information
Company ID: 47428 Company Name: Empioyar Solutions Staffing Group
Emglgﬁg Information
Last Name: freeman First Name: markus
Date of Birth: 02/08/1884 Soclal Security Number; *** ** 5266
Hire Date: 04/20/2017 Citizenship Status: A clizen of the United States
Document Information
LMBDoumutDﬂvafshmamedhauadbyaU.S.shtemuuwmmmbn List C Document: Soaial Security Card
Dosument Name: Driver's licensa Document Stata: Minnesota
Driver's Licanse or ID Card Number: Doaument Expiration Date: 02/08/2020
Case Status information
Current Case Resull: Employment Authorized Employer Cass ID:
Case Submiited On: 04/20/2017 Case Submitted By: SCLASB32
SENSITIVE BUT UNCLASSIFIED

hitps://e-verify.uscls.goviweb/PriniCaseDetalls.aspx?CaseVerNum=2017110101619JP N



. C ) 7301 Ohms Lane Suite 405
employer solutions staffing group. Elei 52459
Leveraging Resources in a Changing Market Tel: 952.835,1288

www.esgstaffingsolutions.com

New Hire Application
Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name T (2€Man First Name A CCEUS Middle Initial L
Street Address @’Lll (ﬂ W;ﬂ\ 3“{ N Apt/Ste 505
City/statezipOCL £ d ole. Mn B5124 Social Security Last Four YOX-XX->ZG{

Phone Number @17”_20'5” 1 L?gq Email Address o kus fee nanzz| @ 3 tail - eon,

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of Idén and lega) abllity to work In the U.S.A.
Are you legally authorized to work in the United States of America? IEZES [INO

Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the Information and statements éontained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former empioyers, except as indicated in this appllcation,
regarding my previous duties, responsibllities, performancs, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my ellgibility for hire by certain clients of ESSG.
is may Include but is not limited to, investigations of criminal and/or conviction records, driving recards and/or a drug screen test as

required by clients, govemment regulations or by ESSG policies.

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

| certify that all statements made in my application are true and accurate and that i have not omitted any material information or provided

false or misleading information. | understand that any material omisslon or misrepresentation will result in my disqualification from

consideration for employment or, if discovered after | begin employment, will result in my termination.

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

Mouwtees Breemnan ZM@-ZLZ// /‘Mm gag/zﬁ//?

Name (Print or type) Applicant's Signature

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

For ESSG Office Use Only
DOH NHW 1-9 8850 w4
Emergency Contact Info | Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Lac. WC Code

ESSG - Supermoms CMG Rev. 05/2015



The exceptions don’t apply to supplemental es Nonwage Income. If you have a large amount of
FO I’m W‘4 ( 2017) greater thgltl!l $1 .OOO.OOO.F 4 i _— nonv‘x:gge Income, such as Intaresta::g dividends,

Baslc Instructions. If you aren't exempt, complete consider making estimated tax payments using Form
Purpose. Complete Form W-4 so that your the Personal Allowances Worksheet below. The 123",;58'032':3}";&0::}‘&'? g{?gg{: 0""9}:"39’
S oYe o whi ol the For L Ieers ncome et on pegs 2 futher adust Al ARNURY ncome. son pab Bon foa s out f you should
m your pay. Consider completing a new Form withholding allowances based on ftem " -

W-4 eact¥° p:nyd when your pe?aona or financlal deductlonag. aertaln credits, adjustments to Income, adjust your withholding on Form W-4 or W-4P,
situation changes. or two-samners/muitiple jobs situations. ngd earners or multiple johs. If )]rng thave ath
Exemption from withholding. if you are exempt, Complats all worksheets that apply. However, you warking spouss or more than one job, figure the
complete only lines 1, 2, 8, 4, ang 7 and sign thp; may alalm fawer (or zero) mluwancgs. For regular %ﬂg’g‘s stld a&mﬁ"%ﬁﬁ - Bd;" claim
form to valldats it, Your exemption for 2017 expires wages, withholding must be based on allowances W Your withbolan usually wil bg¥nol§ °"“m
February 15, 2018, Sea Pub. 505, Tax Withholding you claimed and may not be a flat amount or when all allowsEnces Ere claimed on the Furmmwu -4
and Estimated Tax. percentage of wages. for the highest paying Job and zero allowances are
Note: If another person can claim you as a dependent Head of household. Generally, you can claim head clalmed on the%amyers. See Pub. 505 for details,
on his or her tax retum, you can't claim exemption of housshold ﬂllnﬂ status on your tax retum ontlx if Nonresident allen. If you are a nopresident ali
from withholding if your total Income exceeds $1,050 you are unmarried and pay more than 50% of the Notios 1382 S "fem\(.'im, Form vﬁ‘,’f,ngwme"v e
and Inoludes more than $350 of uneamed Income (for costs of keeping aliﬁ a home for yourself and gour Nonretiders Allepp before completing this 1o onsjioy
example, Interest and dividends). dagende s?o er qualifying Individuals, See i 8, mpleting liah

Exceptions. An employee may be able to claim Pub. 501, mptlonal. Standard Deduction, and Check your withholding. After your Form W-4 takes
exsmption from withholding even if the employes Is Flling Information, for information, m l\?l?hﬁg% gongto seatgowltli:e r%%%l'tle"ttiyot:tuamltax
a dependent, if the smployee: Tax m‘{m' m" m&aﬁfﬁﬁm&?&dh i for 2017, Ses Pub, 553'23,;&"13% your eamings
» 1s age 65 or older, WHRGIInG oaions. Erame o moer of et omcoed $150,000 (gl o oy (Married).
a g blind, or care expenses and the child tax credit may be cleimed Future developments. Information about any future
* Will claim adjustments to Income; tax credits; or §° In%“!':e ggsrsfo n%lmaﬂlowanm cvgorkft'lmm beloovtlﬁ Fe‘l’aallo gl%“u%%r?@a&a‘%ﬂﬂ?ge osted
itemized deductions, on his or her tax retum, cfe%n: Into ,,,,m,ohr oldin; m.g&‘,&,‘.‘mfm b G :tg www.irs.goviwd. H

_ Personal Allowances Worksheet (Keep for your records.)
A Enter “1° for yourself if no one else can claim you as a dependent . o is g A ¥y v o | e ey e L e A
* 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 ] o
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
C  Enter *1" for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-* may help you avoid having too little tax withheld) . . , O 9 9 0 o uw o
Enter number of dependents {other than your spouse or yourself) you will claim onyourtax retumn . . . . . .
Enter "1” if you will file as head of household on your tax return (see conditions under Head of household above)
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you pian to claim a credit
(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalils.)
G Child Tax Credit (including additional chlid tax credit). See 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 eligible children or less “2” If you have five or more elligibie children.
* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1* for each elighblechid. & ©
H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum)) » H

* [ you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Workshest on page 2.

complete all * If you are singie and have more than one job or are married and you and your spouse both wark and the combined

worksheets earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Workshest on page 2
that apply. to avoid having too little tax withheld.

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

g

mmo
Mmoo

.

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

w_4 Empioyee’s Withholding Allowance Certificate OMB No. 1546-0074
Form
Treasury P> Whether you ars entitied to claim a certaln number of allowances ar exemption from withholding is
F,:L’,:’;'.“;f.',,‘;’,ﬂ%wm subjact to review by the IRS, Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
M Your first name and middle Initial Last name 2 Your soclal security _number
§ Teeeron | (veeponn X %25-90- 5204
Home address (number and street or rural route) 3 [Wsinge [ Maried L] Maried, but withhold at higher Single rate.

6‘17 @ IZ% 5"}' W GO\ b d € (e N N Note: It married, but legally saparated, or spousa Is a nonresident alien, check the “Single® box.

Bgcliy{t%m state, and ZIP code 4 Ifyour last name differs from that shown on your soclal security card,

check here. You must call 1-800-772-1213 for a replacement card. » D

5  Total number of allowances you ara claiming (from line H above or from the applicable worksheet on page 2) 5 7
6  Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . .. .. |6]$ il
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 all federal income tax withheld because | had no tax llabllity, and

* This year | expect a refund of all federal income tax withheld because | expect to have no tax llabliity.
If you meet both conditions, write “Exempt” here . . . . - >l

Under penaities of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it is true, correct, and complete.
Employee’'s signature

(This form Is not valid unless you sign it.) »W M)’w pate »(OY / 20 / (7

8 Employer's name and address (Employer; Complete lines 8 ant{0 only if sending to the IRS.) 9 Office code (optional) | 10 Empioyer ldentification number (EIN)

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



Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:Tﬁll;go 7
U.S. Citizenship and Immigration Services Expires 08/31/2019

—“____——“—_
PSTART HERE: Read instructions carsfully before completing this form. The instructions must be available, either In paper or electronically,
during completion of this form, Employers are liabie 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 establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute fllegal discrimination.

Bectlon 1. Employee Infarmation and Attestation (Wyeaa rust camplete and sign Seation 1 of Form 19 no lafer
than the first day qh:vhymem, byt ngt hefare acaapting a jab affer ) : _

Last Name (Family Name) First Name (Given Name) Middie lnlt.iEI Other Last Names Used (# any)
| Feepmon Wore s A |

Address (Strest Number and Name) Apt. Number | City or Town State ZIP Code
(G210 D st W 205 |cokdae Mn (55129

Date of Birth (mm/dd/yyyy) | U.S. Social Security Number Empioyee's E-mall Address

0?2-0¢-\aau |[s[2[5]- Bld - Bl ddlne.

Employee"s Telephone Number

-205-711%3¢

e ."'J. L)%

| am aware that federal law provides for imprisonment and/or fines for false statement:
connection with the completion of this form.

| aﬁyﬁmdsr 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 (See instructions)

D 3. A lawful permanent resident  (Allen Registration Number/USCIS Number):

D 4. An alien authorized to work  until {explration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" in the explration date field. (See Instructions)

Aliens autharized to work must provide only one of the following document numbers to complete Form 1-9; D,ﬁ'},“vsg,g',,f:,";,;"ggm
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 1-94 Admission Number:
OR
3. Forelgn Passport Number:

Country of Issuance:

YA [l e BB

[Preparef andlo¥ Translator Gertifiaation (oheak one)i
Vil st e @ prdparer or ransltor. [ ] A breparerts) afeol transigtar(s) asisted the efnpityee i gomplating Seotion 1.
(Flelys below mulst lie completed and signed when preparers andfor frénsletrs aasist an emplaye in rampleting Beetion 1)

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

Signature of Preparer or Translator Today's Date (mm/ddfryyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Emplayer Completes Next Page @

FormI-9 11/14/2016 N



Empioyment Eligibility Verification . USCIS

Department of Homeland Security OJ;""I‘G};M
: 0. 7
U.S. Ciﬂmship and Immigratlon Services | m.om"zm.g

L ISp— Idantity i Empioyment Authortzation

i A DL S
e i ok e o NAJ 2RATM
vl N ETRAREs eloa LLR "B, 5 -5 5 b6
Expiration Date (i any)(mm/dd/yyyy) E"P“agﬂ P_m C{;? %?Y)_(L" e _ Expiration Date (# any)(mm/dd/yyyy)
Document Title :'

. Issuing Autharity Additional Information LRt L
Dooument Nurmber
Expiration Date (7 any)(mmitidyyy)
Dw Title
Tssuing Authority
Expiration Date (7 ary){mmtkdyyy)

Certification: | attest, under penalty of polj, that (1) 1 have examined the document(s) presented by the above-named employee,

(2) the above-listad document(s) appear to be genuins and to relate to the employee named, and (3) to the beat of my knowledge the

employee Is authorized to work In the United States. )

Re employee's first day of employment (mm/ddlyyyy): (3|~ 2O ~2.0\(She instructions for exemptions) |

T e Today's Date(mmaidyyyy) | Title of Employer or Authorized Representative
= o2 0-2L ] C ULt el

of Employer or Aulfibrized Representaiive Bﬂ& of EmﬁoystAuthorlzed Representaive | Employer's Business or Organization Name

) \G S\ 5 \&L EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Orgpnization Address (Street Number and Name) | City nTown State  |ZIP Code
7480 FLYING CL! DRIVE SUITE 200 MINNEAFPOLIS MN : ,5&“
% w.w.,f BTV Y S O I i e ! :"_'-'"-.':“'-'__: 'I'\? _i_;‘_ G ¥ ':';':'m‘f!‘ﬁ BT S 1 3 \\_‘.‘.: : y }
Firat Name (Given Name) Middle initial | Date (mm/ddyyyy)

Expiration Date (¥ any) (mm/idyyyy)

| 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 Employer or Authorized Representative | Today's Date (mm/ddpyyy) Name of Employer or Authorized Representative

FormI-9 11/14/2016 N
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This card belongs to the Social Security Administration and you must
return it if we ask for it,

| If you find a card that isn‘ty()urs' piease return it bo;
- Sotldl Secupity Administration -
P.0. Box 33008, Baltimore, MD2}290 3008

For any other Social Security busfness/lnfonnntmn contagt your local
SocialSecurity office. Ifyou writg to the above address for ainy bmsiness
other than refuming a foumi card ypu wﬂl not :cce.lva amsppnse

Soclal Securlty Adminhtraﬂon
Form SSA-3000 (0B-2011) & (,:49337889

—

T - e — +







2

»

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: MQ{‘{:—US‘ ﬂ' FPQf noN
First ' Middie (O Last
none)

Other names used:
Current county of residence:

Current and former addresses:

current G210k 12% Sy N Qokdoe pn 55 124

from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

02-98- 1994 325-90- 526

Date of birth Social security number
Freerron
Driver’s license number & state Name as It appears on license

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

WW @ OL{/Q,O/I?

Signature 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 paid b naper Check.
SEGHIONTT BASIC INEORNATION
Employee Name m SSN# (1ast 4 digits) Effective Date
W\LU‘ L f P.’M'A ¢|, ‘ 1 oo
SE G e AR RO PR EE G
|| Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposit 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)
SECHION S PIREGE DEROSHE
(\ [0 Update Bank Account 1 understand and acknowledge that if I do not provide a
BN Bonk Neme: voided check with this direct deposit form, I am
Q) W\-{ S wigsle responsible for any delays in payroll or extra costs
}. 8 Routing N incurred if the account number that I provide is incorrect.

g 4ot / TR AN D ) ZG/ =
Account Type: B/Checlcing O Savings []Other ¥ U

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
*  Ifyou 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.

SECHEONCEPAN ROV DLEBEE GARD (GEOBA GASHEARD)

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 mmst 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 Autharization, 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 accoumt or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing ail 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 (P0 BOX NOT ACCEPTABLE) Social Security#
City - i 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 Payrall 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 fiom time to time from the financial institution. 1
anthorize 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: W ; Date:

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\w-g(%?mw\ 221 @q Mai \ Com

this information will only be usedlo send your paystubs electronically

Employee's Signaturezww M Date.OL\ ! ZO'/ I '—L




EMERGENCY CONTACT INFORMATION

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

Employee Name: MW%‘US— ? eemnan

Address: ﬂ,] b \’247\ %% W OO{MQ\C V\AY\ St)rlﬁ
Home Phone: Q \2- ?ﬁg ':'I \?)q

‘ ~ EMERGENCY CONTACTS T T
Please list two paople (in prioﬂty arder) who could be conitacted in case of an emorgency |

Contact #1 Home Phone: (@B  (,5(-%3 §-2449 fa
Name: TG\(SHO\ W\““\V\ﬁj Cell Phone:
Relationship: W\ om Work Phone:

Contact #2 - Home fhone: ,
Name: *S \,\\eﬁ \one Cell Phone: (Q \Z’ Z’L‘I ’Salq
Relationship: (*\n ‘\dy Whoter 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.




o mEmimer  @8F ESNG g

empiyer sohdions nationide oup.
b 11 40 Mgl pasr. V0.2 v i e, @ uirrercrive s . we e af aka

Enhanced MEC Plan_Plan 1 St St

Bensfits Enroliment Form 3 New Emnio

Enmiployeellnformalion

Name (First and Last)

[ Rehire RehireDate_

Soclal Sscurity Number
g LUS Preetror %25-90-224g
0276, \14r <) OGakdole  |[ain 55124
Gender Male | Marital Status 2 Single | Date of Birth _ Date of Hire
- h|:| Female | [I Maried " pivorced A Agjm‘z:,o?)- OW

(212- 265-113q MWor kos a\g@la)%mg}]- Com
Please Select Desired Coverage: -

Employee Only - Employee+Spouse - Employee+Child(ren) - D Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Social Security # Blrth Date | Sex Relationship
. I Male CdSponse [ Child
M. Last Nams I Female O Domestic Partner
Soclal Security # Birth Date | Sex Relationship
; Child
[Flst Name ML Last Namz E ln!::ale 5 spl;lusennnl:alesﬁc Partner
. - Soctal Security # Blrﬁl Date 893-( . = Relatiom:hip
O Mal Child
[FistName Ml - LastName (] FEI:EIB o Spol:nlse DoEesﬂcPartner
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

|Employee Acknowisdgement and Authorization - | herehy apply for the group benefit{s) as indicated. | acknowledge that all entries are true and complsts and that
any misstatements or faflurs to report Information may be used as the basis for sancellation of co

varage for me and my dependents), if any, from the original
effective data. Further, ] authorize my employer to make the nesessary payroll deduction of premiums for coverages | have elected, :

IF ENROLLING - YOU MUST SIGN HERE

Employee Signaturs x Date

EMPLOYEES DECLINING | am DECLINING coverage
! understand that | and/or my depenients, if any, waive any coverage and desire to participate in the plan ata later date. l/we may be considered a late enrolies and
must meet the requirements defined'n the Certificate of Coverage for the company’s medlical or dental p

ns. if | decline enroliment for myself or my dependents
(Including my spouse) because of other covarage, | may, in future be able to enrol 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 result of marriage, birth, adoption, placement for adoption of parting suit
of adaption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

— . e O I/ 20,/ K

Empl Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edlna, MN 55439
Phone: 952-767-9519 Fax: 952-767-0515
Email: Health@employersolutlonsgroup.com




3

Bixed Indemnity Medical Benefits_Plan 2
VS| 219301-ESG-1 OFFICE USE ONLY LOCATION Rehire Date ____/. /

ENROLLMENT FORM ESC CUUNAC-MN) P1v18.2
e AoV PRINT USING BLACK or BLUE INK (Must Be Filled Out) i

Name | Social Security # ' Home Phone S
_@mﬂ&_wﬁ\ | 20%-90-52ul¢ | e [ml[F]

Address Apt. #

City . EState N‘ N EZIP 66\?,5 [La‘te/ ng/lrg\‘*

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEEITS? DYesr_—'No If Yes, please continue
5 s b

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

Name of Covered Person (s): i
1. 2, i3

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 TXE0 INPEMNITY | pEnTAL VISION TERMUFE | SHORTTERM
employeecnly []|  swo2s @@  serr B| se42 J| soeo )| saz0 L
Employee +1 [_| $41.10 $12.34 $4.92 $0.90
Employee + Family [ | §54.88 $20.36 $6.56 $1.80
NOtoALLBenefis [ ]| [Ives [INo | [dves [INo | [Ives [INo | [1¥es [INo | [lves [Ino

' 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

N ! /1 @ [ |Spouse [ ]child [ ]1Domestic Partner
Name Social Security # ' Date of Birth | Sex ' Relationship - a

/1 @ ' ] Spouse [ Child[_] Domestic Partner
Name Social Security # | Date of Birth | Sex ' Relationship :

. -’ _ /7 @ ["1Spouse []child ] Domestic Partner
Name | Social Security # | Date of Birth : Sex ' Relationship

_ i /7 @ [CIspouse [C]child [ ] Domestic Partner

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read the benefit packet and understand its limitations. | understand that open enroliment is only available for
a limited time and | understand that making no benefit selection is a declination,of covera

o0 4,20,013 | wsennne/VAgillt 7

This is an Essential StaffCARE Enrollment Form.




