7301 Ohms Lane Suite 405

employer solutions staffing group. Eding, MN 55439

. Leveragfng Resources in a Chang'mg Market Tel: 952.835.1288 » Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name’T { e \ﬁ, __First Name G“) DN Middie Initial 1}'\»
Street Address _ | ) K S Q 2 N8 e (‘xﬁ‘w\g_ Apt/Ste A%@L

City/staterzip_ Sk hﬁm& ma‘. SIS0 &

Phone Number b S &’:53‘2:- 41o L“ Email Address%:lm&ﬂe @ f-:) el | Cone

Staffing Agency/Recruitment Partner

Ali offers of employment are congditional 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? \Q‘YES [JNO
Applicant Certification and Authorization

'l 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, responsibilities, performance, compensation and eligibiiity for rehire.

1 understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain cllents of ESSG.

This may include but Is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

| release ESSG and other persons or entities from any claims that might be based on ESSG's declision 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. i 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.

("-5‘)’_] No\ 'T':- Eﬂ'\b\{ \Q-A-\ JL\.S'A"TL./D)\LK &\ -$

Name (Print or type) Appiicanta Signature Date

A copy or facsimlle (“fax") wili be conslidered the same as an original signature. Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW -9 8850 W4
Emergeney 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 - Supermoms Rev. 11/2013



Form W-4 (2015)

Purpose. Complete Form W-4 so that your employer
can withhold the correct fedsral income tax from your
pay. Conslder completing a new Form W-4 each year

The exceptions do not apply to supplemental es
greater m%% §1 .(MJD.('J!)!?.p ol o i

Baslo instructions. if you are not exempt, oorprﬁlata
the Personal Allowances Workshest below. The
worksheets on page 2 further adjust your
withholding allowances based on

Nonwage Income, If you have a large amount of
nonwage income, such as Interest or dividends,
conslder making estimated tax using Form
1040-E8, Estimated Tax for In uals, Otherwlse, you
may owe additional tax. If you have pension or annuity
income, see Pub, 505 to find out If you should adjust
your withholding on Form W-4 or W-4P.

temized
deductions, certaln credits, adjustments to Income,
or two-samers/multiple jobs ons.

Complete all workshests that apply. However, you
may clalm fewer (or zero) allowances. For regular
wages, withholding must be based on allowances

and when your personal or financial situation changes.

Exemption from withholding. Ifxuuara exempt,

complete only lines 1, 2, 8, 4, and 7 and sign the form

to validate it. Your exemption for 2016 expires

16,2(_)r1a.See ub, 505, Tax Withholding
ax.

Two eamers or multiple jobs. if you have a
waorking spouse or more one job, fi the
total number of allowances you are ed to claim
on all jobs using worksheets from only one Form

o S ko R W Vo g el o et st
Note. If another person can claim youasa dependent e of wages. for the highest wng Job and zero allowances are
on his or her tax return, you cannot claim exemption Head of household. Generally, you can claim head claimed on the others. See Pub. 505 for detalls.

from withholding If your income exceeds $1,050 and
Includes mors $350 of uneamed Income (for

of household filing status on your tex return ontlg i
e
example, Interest and dividends).

you are unmarried and pay more than 80% of
costs of kaesvlng up & home for yourself and gour
)

Nonresident alien. If you are a nonresident allen,
soe Notice 1392, Supplemental Form W-4
Instructions for Nonresident Allens, before

dependel or other qualifying Individuals.
ey e o I0 e o P 603, Exomptons Strdard Bocucton and~ Complting s o,
dependent, if the employee: Filing Information, for information. Check your withholding. After your Form W-4 takes
« I8 age 85 or older, Tax credits, You oan take projested tax credlts Into acoourt e ot e haw e amoint You e
: In figuring your allowable number of withhalding allowances. 1 2" g’ o °P ‘g"g ares Y':“r ’])fmle 3 tax
® [3 blind, or crag;sfnr child or dependent care expanses and the child r by 8 FUb. ‘eepec y if your earnings
1ax credit may be claimed using the Personal Allowances exceed $130,000 {Bingle) or 180,000 (Maried).

Womsheat%luw. See Pub. 505 for information on
converting your other cradits Into withholding allowanoes.

* Will claim adjustments to Income; tax credits; or

ghout
Itamizad deductions, on his or her tax retum. R e I ot oy

future
developments affecting Form W-4 (such as legislation
enacted after we releass if) will be posted at www.irs.gov/w4.

Personal Allowances Worksheet (Keep for your records.)

A  Enter*1” foryourself fnooneelsecanclaimyouasadependent. . . . . . . . . . . . . . < . . . 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 } B
 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 los o o do (¢]

D  Enter number of dependents (other than your spouse or yourself) you will claimon yourtaxretum. . . . . . D

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

F  Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F

{Note. Do not include chlld support payments. See Pub. §03, Chlld and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credli). See Pub. 872, Child Tax Credit, for more Information.
e If your total Income will be less than $65,000 ($100,000 if married), enter “2” for each eligible chlld; then less *1* if you
have two to four eliglble children or less *2” if you have five or more eliglble children.
» If your total income will be between $65,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each efigiblechiid. . . G
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 Q

o [f you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions

For accuracy, and Adjustments Worksheet on page 2.

complete all * |f 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 all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Muitiple Jobs Worksheet on page 2 to
that apply. avoid having too little tax withheid.

s |f nelther of the above situations applies, stop here and enter the number from line H on line 6 of Form W-4 beiow.

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

Employee's Withholding Allowance Certificate

OMB No. 1545-0074
Department of the Treasury » Whether you are entitled to clalm a certaln number of allowances or exemption from withholding is 2 @ 1 5
Internal Revenue Sarvice subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1 Your first name and midde Initial Last name 2 Your social security number

Ging, WA Trembe - bewr YIbGe&7 X
Home address {jumber and street of rural routs) 3 P gingle [] Mamied L] Marriec, but withhold at higher Single rate.

\ B KS— ¢ G4 ()_XJL Note, If mamied, but legally ssparated, or spouse I8 a nonresldent allen, check the “Single” box,
City or town, state, and ZIP code * 4 N your last name differs from that shown on your soclal security card,

<k ,_.‘Q o--.ﬁ1 AN check here, You must call 1-800-772-1213 for a replacement card. P[]

5 Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5] %

Additional amount, if any, you want withheld fom eachpaycheck . . . . . . . . . . . . . . |6]|%

7 | claim exemptlon from withholding for 2015, and | certify that | meet both of the following conditions for exemption.

¢ L ast year | had a right to a refund of all 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 llabllity.
If you mest both conditlons, write “Exempt®here. . . . . . . . . . . . a7
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it Is true, correct, and complete.

Form w-4

Employee’s signature (‘\ .\l\ o :
(This form is not valid unless you sign it.) » M _ & AN \ ,'UL_/-,\\/L"'—
8 Employer’s name and address (Employer: 55mp|etﬁlnes 8and 10 onl},' if sending to the IRS,)

T —

Dater [ . (¢ —(
9 Office code (optional) | 10 Employer Identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2015)



T

SEARLY
g@“ Employment Eligibility Verification USCIS
(% F -9
%@ Department of Homeland Security OMB ;:::2615_0047
P U.S. Citizenship and Immigration Services Expires 03/31/2016

30

Y

PSTART HERE. Read instructions carefully bafore completing this form. The Instructions must be avallable during completion of this form,
ANTI-DISCRIMINATION NOTICE: it Is illegal to 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 fliegal discrimination.

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

Last Name (Family Name First Name {G'h'ren Name) Middie Initial | Other Names Used (if any)
Caenblo, G iNe~ o\ | Beal
Address (Streef Number and Name) Apt. Number | City or Town State Zip Code_
10KS ¥ poonven O | wpoen | &Y Kool W | T8 Iob
Date of Birth { dyyyy) |U.S. Shclal Security Number E-mtail Address Telephone Number

10- WY [FISIEBR TMle e Acere@ Goralicorbs1-3824705\

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):
citizen of the United States

[C] A noncitizen national of the United States (See instructions)

["1 A iawful permanent resident (Alien Registration Number/USCIS Number):

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

For alfens authorized to work, provide your Allen Registration Number/USCIS Number OR Form [-94 Admission Nuinben
1. Alien Registration Number/USCIS Number:
3-D Barcode

OR Do Not Write In This Space
2. Form i-94 Admission Number:

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

Foreign Passport Number:

Country of issuance:
Some aliens may write "N/A” on the Foreign Passport Number and Country of issuance fieids. (See Instructions)

-

Signature of Employee: = /W Date (mm/ddiyyyy):
gnature poyeaL N ,._\ g {mm/dd/yyyy)

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

I attest, under penaity of perjury, that |1 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 Translator: Date (mm/ddiyyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

@ Employver Completes Next Page @

FormI-9 03/08/13 N



/

Q Employer Completes This Page Q

Section 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 day 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 listed 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.)

Employes Last Name, First Name and Middie Initial from Section 1: Tf e v b\‘@, ()\\; VCAL

List A OR ListB AND ListC
identity ind Employment Authorization __ldantity _ Employment Authorization
Document Title: Document Title: Document Title:

Tesuing Auth = CEL(J ——
ssuing ority: Issul§$n6h:ﬂlfc . & MN Issuing Authority:

Document Number: Dgxn}em 'Zfﬂber o qq .-) (] \'L, Document Number:

[Expiration Date (if any)(mm/dd/yyyy): : Explraﬁrl Date (if any)( : Expiration Date (if any)(mm/dd/yyyy):
O TR 3

Document Title:

Neod's  and =0

Issuing Authority:

Document Number:

Explration Date {if any)(mm/dd/yyyy):

3-D Barcode
Document Title: Do Not Write in This Space

Issuing Authority:

Document Number:

Expiration Date (i any)(mm/ddiyyyy):

Certification

1 attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee, (2) the
ahove-listed document(s) appear to be genuine 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). (See instructions for exemptions.)
Signature of Employer or Authorized Representative Date (mm/dd/yyyy) Title of Employer or Authorized Representative
Last Name (Family Name) First Name (Given Name) Employer‘é Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC
Empiloyer'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 (7o be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial |B. Date of Rehire (if applicable) (mm/ddlyyy):

C. ifempioyee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that estabilshes current employment authorization in the space provided below.

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

] 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 document(s), the document(s) 1 have examined appear to be genulne and to relate to the Indlvidual.

Signature of Employer or Authorized Representative: Date (mm/dd/yyyy): Print Name of Employer or Authorized Representative:

FormI-9 03/08/13 N






DISCLOSURE AND AUTHORIZATION [IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Employer Solutions Staffing Group LLC (ESSG) may obtain information about you for employment purposes from a third party consumer reporting
agency. Thus, you may be the subject of a “consumer report” and/or an “Investigative consumer report” that may include information about your
character, general reputation, persona! characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
neighbors, friends, or assoclates. These reports may contain information regarding your credit history, criminal history, social security number
validation, motor vehicle records ("driving records”), verification of your education or employment history, or other background checks., Credit
history will only be requested where such information is substantially related to the duties and responsibilities of the posttion for which you are
applying. You have the right, upon written request made within a reasonable time, to request whether a consumer report has been requested and
compiled about you, and disclosure of the nature and scope of any Investigative consumer report and to request a copy of your report. Please be
advised that the nature and scope of the most common form of investigative consumer report obtained with regard to applicants for employment
Is an investigation Into your education and/or empldyment history conducted by Orange Tree Employment Screening, 7275 Ohms Lane,
Minneapolls, MN 55439. Tel.: 800-886-4777 or 952-941-9040. Fax: 800-886-0774 or 952-941-9041. ORANGE TREE EMPLOYMENT SCREENING's
website Is at www.orangetreescreening.com, or another outside organization. The scope of this notice and authorization is all-encompassing,
however, allowing ESSG to obtain from any outside organization all manner of consumer reports and investigative consumer reports now and
throughout the course of your employment to the extent permitted by law. As a result, you should carefully consider whether to exercise your
right to request disclosure of the nature and scope of any investigative consumer report.

New Yark and Maine applicants or employeesonly: You have the right to inspect and receive a copy of any investigative consumer report requested by ESSG by
contacting the consumer reporting agency Identified above directly. You may also contact ESSG to request the name, address and telephone number of the
nearest unit of the consumer reporting agency designated to handle Inquiries, which ESSG shall provide within 5 days.

New York applicants or employeesonly: Upon request, you will be Informed whether or not a consumer report was requested by ESSG, and if such report was
requested, Informed of the name and address of the consumer reporting agency that furnished the report. By signing below, you also acknowledge receipt of
Article 23-A of the New York Correction Law.

Oregon applicants or employees only: information describing your rights under federal and Oregon law regarding consumer identity theft protection, the storage
and disposal of your credit information, and remedies available should you suspect or find that ESSG has not maintalned secured records is avatlable to you upon
request,

Washington State applicants or employees only: You also have the right to request from the consumer reporting agency a written summary of your rights and
remedles under the Washington Falr Credit Reporting Act.

ACKNOWLEDGMENT AND AUTHORIZATION

I acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both of these documents, | hereby authorize the obtaining of “consumer reports”
and/or “investigative consumer reports” by ESSG at any time after receipt of this authorization and throughout my employment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution, schoo! or
university (public or private), information service bureau, company, or insurance company to furnish any and all background information requested
by Orange Tree Employment Screening, 7275 Ohms Lane, Minneapolis, MN 55439. Tel.: 800-886-4777 or 952-941-9040, ORANGE TREE
EMPLOYMENT SCREENING's website Is at: www.orangetreescreening.com, another outside organization acting on behalf of the company, and/or
the company itself. 1agree thata facsimile (“fax”}, electronic or photographic copy of this Authorization shall be as valid as the original.

New York applicants or empioyeesonly: By signing below, you also acknowledge recelpt of Article 23-A of the New York Correction Law.
Minnesota and Oklahoma applicants or employees only: Please check this box if you would like to recelve a copy of a consumer report if one is obtained by ESSG.

D {Must inciude emall address: )

Signature: %’;&_ﬂﬁiﬂ_ ﬂ\‘ As AN Date: & .«C::—-*ﬂ S

BACKGROUND INFORMATION

Last Name: —T"‘E' f{}“f\bw‘ First: %i OO Middle: 1 Vb (O X

Other Names/Alias:
Social Security #*: ;"\1 ﬂ] 6 r(‘\‘?;; KO %’ Date of Birth {mm/dd/yyyy)*: i B -\~ 1 l,

Driver’s License #: S \ ?. ;?\ A\ L*; L‘Y“\r‘;— \ \L State of Driver’s License: '\r-\f\' fin _
— ~ ) i
Present Address: _\ CRB Q b d [L'f\\-—-’\} Gl Telephone # (Primary): {;;“H}. = 2; g 2 ’L'lq 6 \
) ) -
City/State/Zip: r\‘{: X L‘-—‘“& N, ___S S 16 Lo

*This information will be used for background screening purposes only and will not be used as hiring criteria.



employer solutions staffing group.
O Leveraging Resources in a Changing Market

Direct Deposit/Payroll Debit Card Authorization

Employees have the optlon of recelvmg wages by Direct Deposit and/or Payro]l Debit Card.
If you do not pro pes will be paid by Payn
SECRION T BASTE PN RN e

Employee Name

SEC TR 2 IPANTINCILIL, (RIS O

] Direct Deposit (Please complete Sections 3 and 5 below)
[ ] Payroll Debit Card (Please complete Sections 4 and 5 below)
Sl glel @ NESEE D) [ ] Gt 19[4 200 | £ls

] Update Bank Account

Bank Name:

I 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.

Routing#
Account#

Initial Date

Account Type: ] Checking [1 Savings [ Other

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

SEGEHION L RANROPE - DEBRS CARD GG BN CASEECARD)

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 issiie you a Payroll Debit
C;%’oopayyomwages For your protection, the financial institution may ask you to provide them additional identification information so they can
v 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 Ni L M1 Last Ni D f
S: 5 (‘\)’\Nk m "ﬁec"\b\{_ ;i: é&lf’ Q|
AddIBSS BOX NOT ACCEPT. 0
oY S(m oo mfsi}em E = th cm,% -8 &”
B Gk W, | <o < (&2 2104

RECEIPT OF PAYROLL DEBIT CARD (to be compl-e'ted when you pick up your Payroll Deblt Card)

PayrollD;l;;tg(;;ri-isjioﬂﬁng# Payroll Debit Card Acoownt# - \J @ S DY (56 ) 54 11 OS2

1 have received my Payroll Debit Card, welcame brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agrecing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. 1
autharize 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,
canditions, and disclosures.

~ sl
Employee’s Signature: %“"_ W Date: '© "\(‘\ o ‘S

SEGRION S NUSEHORTZAN B ON
I 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: @
this information will only be used to send your paystubs electronically

Employee's Signature: Date:




VSLIND 219301-EMP | OFFICEUSE 4 hopmioN Rehire Date ./ :

| ENROLLMENT FORM ESC NAVESAD P2M v15.
REQUIRED EMPLOYEE INFORMATION OPTION 1
PRINT USING BLACK or BLUE IK FIXED INDEMNITY PLAN Weekly Raic
! (Must Be Filled Out) ' You MUST enroll in the Indemnity Medical Insurance Plan before addin
| £
| | Social Security Number S__j_ K- ﬂ_%_ _8_’\_ __ i | any additional Indemnity benefits, except Dental. Your coverage level
for the Term Life will be identical to your medical plan selection,
1§Date ofBith L 0 /) ‘:L/ ] 3_1.‘_ Sex @[@)

‘ Name -—@L\M\L |||ng2]3 :sz)niloyee Onl)I'VIE 1 9‘:
i‘StreetAddress JDESM_ k,|___| $42.44 Employee + |

| city S5k . '@Ué-Q. stae®AO) zpS T b | [] $56.67 Employee + Family

HomePhone 251 -3% 2 9049 ”'Q)

.~ Doyou or any dependents have Medicare? ————————

[ Yes mjo If Yes:
Medicare Health Insurance Claim Number (HICN)

NO to all Indemnity benefits.

| This coverage is not available to residents of New
Hampshire. Hawaii, or Puerto Rico.

| DENTAL “
1D $5.99 Employee Only

!
TR
l

I |
| Medicare Bffective Date / / [] $11.98 Bmployee + 1
‘ Names of Covered Person(s) I___l $19.77 Employee + Family
| 1
[ = NO
e 0
'l 3.
1IN\ J
| TERM LIFE G
RE ’D YES $0.60 Employee Only "
' Name $0.90 Employee + 1
l D NO $1.80 Employee + Family
{ ' Social Security Number " _____ " __ _________
/ / f .

D Birth e
 Dete ciBin s MIE] | SHORT-TERM DISABILITY 3
' Re]atlonshlp. O Spouse [1Child [JDomestic Partner D YES (_/

F $4.20 Employee Only
. Name | D NO
: f
 Social Security Number " __"________ | |Short-Term Disability is not available to persons who work |
' California, Hawaii, New Jersey, New York, or Rhode Island
. Date of Birth g 0 R e o | L
- Relationship: [JSpouse [J Child [J Domestic Partner : -. _82193010-M-EMF
BENEFICIARY INFORMATION
| For Term Life / Accidental Death & Dismemberment, please write D $58.87 Employee Only
in your beneficiary information.
NAME OF BENEFICIARY |' D $87.73 Employee+ |
| D $186.99 Employee + Family
RELATIONSHIP

| D NO to MEC Wellness/Preventive Plan

Accidental Death & Dismemberment is part of the Term Life Benefit. ||

L. |

I have read the benefit packet and understand its lin:itations. I understand that open enroliment is only available for a limited time and I
understand that makipg nQ bencfit selection is a declination of coverage.
)

> Signature . ) " Date 0__6_. J B_/ 4.0 .g_\ —



