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EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017100160217JM
Report Prepared: 04/10/2017

Company Information

Company ID: 47429 Company Name: Empioyer Solutions Staffing Group
Employee Information

Last Name: Garcia First Name: Griselda

Date of Birth: 11/07/1980 Social Security Number: *** ** 0073

Hire Date: 04/10/2017 Citizenship Status: A citizen of the United States

Document information

List B Document: Driver's license or D card Issued by a U.S. stateor  List C Document: Social Security Card
outlying possesslon

Document Name: ID card Document State: Minnesota
Driver's License or ID Card Number: Document Expiration Date: 11/07/2021

Case Status Information

Current Case Result: Employment Authorized Employer Casse ID:
Case Submitted On: 04/10/2017 Case Submitted By: GLEN7602
SENSITIVE BUT UNCLASSIFIED

4/10/2017 4:02 PM



www.esgstaffingsolutions.com

N

employer solutions staffing g

oup..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _Qm CICH

First Name __(Q ¢ ise\ A0y

Street Address_ DAY\ €. cook Pae

PO Box 46270

| Minneapolis, MN 55344-9956

Tel: 952.835.1288

Middle Initial

Apt/Ste I5Tokas®.

City/State/Zip _S1_ Paul TN A 130 Social Security Last Four XXX-XX- AONTS
Phone Number 65\ 383 TUES Emall Address _S3 i sel\e nengaw @ a rri) L oY
Staffing Agency/Recruitment Partner

All offers of empl ent are conditional upon satisfactory proof of identity and legal abliity to work In the U.S.A.

Are you legally authorized to work In the United States of America? @ YES [INO

Applicant Certification and Authorization

] authorize Employer Solutions Staffing Group (ESSG) to use the Information and statements contalned 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, responsibliities, performance, compensation and eliglbliity for rehire.

1 understand that a comprehensive background check may be conducted to determine my eligibliity for hire by certain cllents of ESSG.
This may Include but Is not limited to, Investigations of criminal and/or conviction records, driving recerds and/or a drug screen test as
required by cllents, government regulations or by ESSG policles.

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

1 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 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 pollcies and procedures of ESSG.

Narﬁe (Print or type)

Applicant's‘Signature

oY /a1 i

Date

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 I-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



Form W-4 (201.7)

Purpose, Complete Form W-4 so that your
employer can withhold the correct federal income
tax from your pay. Consider complatllﬁ a new Form
‘W-4 each and when your personal or financial
situation ges,

Exsmption from withholding. if you are exempt,
complete only lines 1, 2, 8, 4, and 7 and sign the
form to vali it. Your exemption for 2017 expires
Feb 15, 2018. See Pub. 5§05, Tax Withhoiding
and Estimated Tax.

Note: If another parson can claim you as a dependent
on his or her tax return, you can't claim exemption
from withholding if your total Income exceeds §1,050
and includes more $350 of uneamed Income (for
example, Interest and dividends).

Exceptions. An empl may be able to claim
exemption from withholding even if the employee is
a dependent, if the employea:

= |s age 65 or older,
» |8 blind, or

« Wil clalm adjustments to income; tax credits; or
Remized deductions, on his or her tax retumn.

The exceptions don't apply to lemental wages
greater thpai}i $1,000,00 .p LA

Basic Instructions, If you aren't exempt, oom%ete
the Personal Allowances Worksheet below. The
workshests on pags 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to income,
or two-eamers/multiple jobs situations.

Complete all worksheets that apply. However, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can claim head
of household filing status on your tax return only if
you are unmarried and pay more than 50% of the
costs of keeping up a home for yourself and gour
depende as,or er qualifying individuals. See

Pub. 601, ptions, Standard Deduction, and
Flling information, for Information,

Tax credits. You can take projected tax credits into
account In figuring your allowable number of
withholding allowances. Credits for child or dependent
care expenses and the child tax credit may be claimed
usln%the Personal Allowances Worksheet below.
Sea Pub. 505 for Information on converting your other

credits into withholding allowances.

Nonwage income, If you have a large amount of
nonwage Income, such as Interest or dividends,
conslder making estimated tax drazments using Form
10 3 Tax for Individuals, Otherwise,
you may owe additional tax. i *v:u have pension or
annuity income, sse Pub, 505 to find out if you should
adjust your withholding on Form W-4 or W-4P.,

Two earners or multiple jobs, If you have a
working spoluse or rnore one job, figure the
total number of allowances you are entitied to claim
on all jobs using workeheets from only one Form
W-4, Your wnptgoldlng usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest wlng Job and zero aliowances are
claimed on the others. See Pub, §05 for detalls.

Nonresident alien. If you are a nonresident alien, see
Notice 1392, Supplemental Form W-4 Instructions for
Nonresident Allens, before completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub, 505 to see how the amount you are
having withheld comgarsa o your ﬁrrojected total tax
for 2017, See Pub, 505, espedtally if your samings
excead $130,000 (Slngfe) or §$180,000 (Married).

Future developments. information about any future
developments affecting Form W-4 (such as
legislation enacted afier we release it) will be posted
at www.irs.gov/iw4.

Personal Allowances Worksheet (Keep for your records.)

A  Enter *1” for yourself if no one else can claim you as a dependent .
= 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 ]
» 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 littie tax withheld.) .

mmQo

Enter number of dependents (other than your spouse or yourself) you will claim on your tax retum . . . . . .
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 plan fo claim a credit

S B Y
B 1
. c B
. D 3
E_
F—

(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). See Pub. 872, Child Tax Credit, for more information.

s If your total Income will be iess 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 eligible children.

» If your total income will 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

For accuracy,
complete all
waorksheets
that apply.

» if you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2.

* If you are single and have more than one job or are married and you and your spouse both work and the combined

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

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

Form W-4

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

Employee’s Withholding Allowance Certificate

P> Whether you are entitied to claim a certain number of allowances or exemption from withholding is

OMB No. 1645-0074

De; ‘reasury
m&::;" gﬁ;‘,’m‘ﬂﬁm subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
1 Your first name and middle Initial Last name 2 Your social security number
X N Goveses BE1H- -OAD

Home address (number and street or rural route)

€.

3 [ singe [ Married [ Manied, but withhold at higher Single rate.
Note: If married, but legally separated, or spouse Is a nonresldent aflen, check the "Singie” box.

Clty or town, state, and ZIP code

ST Coch M) B0

-t

4 Ilfyour last name differs from that shown on your soclal security card,
check here. You must cali 1-800-772-1213 for a replacement card. > |___]

~ o,

Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld from each paycheck . . . .
1 claim exemption from withholding for 2017, and | certify that | meet both of th
» Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and

o This year | expect a refund of all federal Income tax withheld because | expect to have no tax liability.
If you meet both conditions, write “Exempt” here .

e following conditions for exemption.

6%

>z}

Under penalties of perjury, | declare that | have examined this ce

Employee’s slgnature
(This form Is not valid unless you sign it.) >

—

cate and, to the best of my knowledge and belief, it is true, correct, and complete.

paer 04 /1413

8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)
: ST oo TN

5[an €. ook pae

8 Office code (optional) | 10  Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Nt;tlce, see page 2.

Cat. No. 10220Q

Form W=4 2017)



—

Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:11]15;900 -
U.S. Citizenship and Immigration Services Expires 08/31/2019

P> 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 fllegal o 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 eiso constitute iliegal discrimination.

eotlon 1, Employee Infarmation and Attestation (Emaloyses must camplels dnd sign Beatian 1 af Form |- no later
than the first day af employment, but not hefore docspting & Job affer ) ;
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)
Gavcia Grisedd
Address (Strest Number and Name) Apt. Number | City or Town State ZIP Code
TN oo bue S . Paul ™Mo | BHD0
Date of Birth (mm/ddAryyy) U.S. Social Security Number Employee's E-malil Address Employee's Telephone Number
M oz aqo [Nl - 603 es\ I VB

| 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 boxes):
1. A citizen of the United States

[ 2 A noncitizen national of the United States (See Insfructions)

|:| 3. Alawful permanent resident  (Alien Reglstration Number/USCIS Number):

' |:| 4. An allen authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some allens may write "N/A” In the expiration date field, (See instructions)

Allens autharized to work must provide only one of the following document numbers to complete Form F5: mﬁzm],?}'ﬂ:{;;m
An Allen Registration Number/USCIS Number OR Form I-94 Admission Number OR Forelgn Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admisslon Number:
OR
3. Forelgn Passport Number:

Country of issuance:

A

Signature of Employee Today's Date (]
- potaads, o sl

[Fraparer andlor Trandlator Gertificatian (sheck one)i . .
] 1id ot use @ proparer of transiator. [;] A prepérer(s) angjar transiator(s) Aselbled the effinloyes Ir pamplating Bgofibn 1.
iy below must be ogmpleted and sianied when hreplers and/ar translgtars absist an employes In sarmofbfing Begtion 1)

1 attest, under penaity of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of mi{
knowlsdge the information is true and correct.

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

@ Employer Completes Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification

USCIS
Department of Homeland Security owl:om 9.
i No, 1615-0047
. US pr and Immigration Services ‘ Eopirea 08/31201

M esnbteann
Employse Info from Section1 | Last Name First Name Name)
Garei Gl
ListA o st AND Lt
Identity and Employment Authorization s Identity Employment Authorization
Document Title || Document Titie Document Titie ;
Issulng Authority | 1ssuing Authority Issuing Authority
| Mingesolen 55A :
Document Number Document Number
: B (2= HLj~v 3
Expiration Date (T any)(mmsddiyyyy) Expiration Date (ifany)(mm/ddiyyyy)
NzA '

Document Title

Issuing Authority Additional Information DN e e
Document Number

Expiration Date (if any)(mm/ddiyyyy)
Document Tile:
Issuing Authority
Document Numbér
Expiration Date (if any)(mmldddry;y)

Certification: | attest, under penalty of perjury, that (1) I have examined the docume!

nt{s) presented by the ahove-named employes,

(2) the above-listad 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 (mnvdd/yyyy): “(ﬁ “)I % (See Instructions for exemptions)

ture of Employer or Authorized Representative Today's Date(mmtidiyyy)  [Tiie of loyer ar rized Reprasec"m:}:
g Smi R — Spe/(F e e e i
Last Le of Employer or Authorized Representative | First Name of Employer or Authorized Representative  |Employer's Business or Organization Name

7. I'Tiscin EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) |City or Town State ZIP Code

7480 FLYING CLOUD DRIVE SUITE 200 MN 55344

.w’ ’:'?‘"“TF. .;w=: =) ‘mw,www PETYS
2t by h';'-.{_J h»‘ s bidvrrd b p-_vlh!:n&é ﬂ:\.j‘i‘”tiﬂ!:\‘. 3 Aru » f«mﬁ‘q

A £ e FEHE ST
sESnhingy Benedad s Liihol d

First Name (Given Name)

Document Title

Document Number Explraﬂﬁn Date (if any) (mﬂwm

1 attest, under Penaity of perjury, that to the best of my knowledge, this employee Is authorized to work In the United States, and if
the employee presented documantys), the document(s) | have examined appear to be genuine and to relate to the Individual,

Signature of Employer or Authorized Representative Today's Date (mmiddlyyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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:._. retum it if we a

find a carg that jsn tyours, please retum it (o e
3] Social Secun'tyAdministratlon AT
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thet Soclal Security business info
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sk for it 7 Ti




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: 2% Qiye Aoudi Q
First Middle (O Last
none)
Other names used:

Current county of residence:

Current and former addresses:

currenty, A4 ook AR . ST. Daol TN FHIRO
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.

VALY loz [ \@ao o O\B~ 4 - 001D

Date of birth Social security number

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: O1.

n’ﬂ[’lO{r‘F

ignatuye Date




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 by paper Check.
SEECEION BASIC INEORNEN TLOMN

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)
SEGHION 3 DIRECT DEROSER
O Update Bank Account
Bank Name:

1 understand and acknowledge that if I 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.

mitel_@)G.  Dae_OA janlit
Account Type: [ Checking_l:l Savings Ol other

To help us avoid making an emor, please attach a copy of a voided check. (a deposit slip will not work)
Ifyonchangebanks,donotcloseyouroldhankammnunﬁlyunrdh'ectdeposithasmtedatﬂlenewbmk,whichmaymkc2paypeﬁods.

Routing#
Account#

SECHION T PANROEL DEBEE CARD (GEOBNL CASEEEARD)

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 mumber, 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 packst. Your Payroll Debit Card will be reloaded on each payday you receive
wages,

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

First Name M1 LastName Date of Birth
Street Address (o BaX NOT ACCEPTABLE) _ Social Security#
City Stale Zip Cell Phone (mobilc)

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

T 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 fram time to time from the financial institution. I
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,

Employee’s Signature: Date:
SEGEION S ALFEHORTIZA TFION
1 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.

N @ qpapil.comn
ation will only be used to send your paystubs electronically

Date:  (OH ﬂ'\ ' 5 =

*E-mail: R sel\e

Employee's Signature:




EMERGENCY CONTACT INFORMATION

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

Employee Name: (5!3‘52) aa N . g:]m ([dE N

Addresss DA €. ook, Ave . ST Dol med
Home Phone: _£5) 3D LILR%

P A 1T R T
Please list two people (In priority order) who sould be contacted In case of ah emergency

Contact #1 Home Phone: &) 34339

Name: ‘Thinewd TEORNO Cell Phone:

Relationship: fon\L Work Phone:
Contact #2 Home Phone:

Name: Cell Phone:

Relationship: 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 =~ "

Bensfits Enroliment Farm I New Em

Employeellnforimation

loyee [0 Rehire Rehire Date

Name (First and Last) Saocial Security Number
| ey Y. Coeres 612 - 44 ~00TD
Address City State Zip Code
9 2 n B T 4o o) S TN 5T ol BN BB\
Gender I Male Marital Status [1 Single Date of Birth Date of Hire
&-Female | B Married [ Divorced @ '\’( , o5t , \C\C\D
Phone Number: Emall Address:

Please Select Desired Coverage:
:I Employee Only - |:| Employee+Spouse - D Employee+Child(ren) - D Family -
- $63.00/Week

$24.00/Week $38.00/Week $36.00/Week

Social Security # Birth Date | SBX J Relationship
FSTNEE WL et Narme Er;,:.e DSPEWZOEWC&;@
Social Security # Birth Date | Sex Relationship
R— - v B ol o
Social Sec;lrlty# BirthDate | Sex . Relationship
ame M.l Last Name E :la:a]e = SPESE DoEesﬁct::hI’;ldarmer

Other coverage information including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

|Employee Acknowladgement and Authorization - | hereby apply for the group benefit(s) as Indicated. | acknowiedge that all entries are true and complete and that
any misstatements or failure to report information may be usaed as the basis for canceliation of coverage for me and my dependentis), If any, from the original
effective date. Further, | authorize my employer to make the necessary payroli deduction of premiums for coverages | have elaectad.

(IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

EMPLOYEES DECLINING #® | am DECLINING coverage

1 understand that | and/or my dependents, If any, walve any coverage and desire to participate In the plan at a latar date. lwe may he considered a late enroliee 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 1 request enroliment within 31
days after the other covarage ends. in addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be able to enroll myself or my dependent, provided | request enraliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature

o o f 1 [1F
- Employer Soiutions Staffing Group Health Benefits Team

7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9518 Fax: 952-767-9515
Emaii: Health@employersolutionsgroup.com



Rixed Indemnity Medical Benefits_Plan 2

/ VS| 219801-ESG-1  |OFFICEUSE 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 ,
_ Gusenda N Gty _8\R-44 -0OD13 &51 RS 12/t (v
Address Apt. #
B €. cone Ave. ,
City | State Zip Date of Birth
SVU_foul. TN TNO (1OF a0

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

DYes D No. If Yes, please continue,

Medicare He_alth Insurance Claim Number (HICN)

| Medicare Effective Date

Name of Covered Person (s):—
1.

s

2

C. LIMITED BENEFITS PLAN SELECTION Payroll Deduct

ed Weekly Rates

You MUST select a coverage level before a
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disabil

ity plans are un
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL " v\0 NOEMNITY | penrar VISION TERM LIFE
Employee Only || s2028 (@) se7 (| sea2 (B seeo 3
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family [ | $54.88 $20.36 $6.56 $1.80
= NO to ALL Benefits I:I DYes DNO .DYes DNO DYes I:_INo I:IYes DN9

ny benefits in Section C. Your coverage level for the all benefits in Section C will be

derwritten by BCS

SHORT-TERM
DISABILITY 2

' $4.20 m

i |:|Yes |:|No

) This coverage is not available to residents of NH, HI, or PR. 2STD is not available to'persons who work in CAT

HI, NJ, NY, or RI.

For Term Life / Accidental Death & Dismemberment,
Dismemberment is part of the Term Life Benefit.

Name Relationship

please write in your beneficiary information. Accidental Death &

D. REQUIRED DERPENDENT INFORMATION

Name ' Social Security # ' Date of Birth | Sex Relationship
. L et 2 IMI[E] Cspouse[child (]
Name f Social Security # Date of Birth | Sex , Relationship
4 IMITE] () spouse [ child[]
Name Social Security # Date of Birth | Sex Relationship
Name Social Security #  Date of Birth | Sex Relationship

¢ | IM[E] | Cspouse [chiid[]

E. REQUIRED, SIGNATURE

I have read the benefit packet and understand its limitations. | understand
2 limited time and | understand that makin

g no benefit selection is a declinatign of coverage.

PATE OQA/LL /201F [ D>SIGNATURE &

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE _
that open enrollment is only available for

Domestic Partner

I__Domestic Partner

_Dom esfc__i_q_ _I__’artner

Domestip_ Par_t_nen:_

This is an Essential StaffCARE Enrollment Form.,



