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E-Verify

E-Verify: Print Case Delsils - Preview

Case Verification Number: 2017118102838AR
Report Preparad: 04/28/2017

Company information

SENSITIVE BUT UNCLASSIFIED

Company ID:. 47429

Employse information

Company Name: Emplayer Solufions Staffing Group

Last Name: gough
Date of Birth: 11/04/1983
Hire Date: 04/28/2017

Firat Name: robert
Soclal Security Number: *** ** 6785
Cliizenship Status: A citizen of the United States

Document Information

thBDnumnntDﬂvefsbemaormaardbsusdbyau.s.smbornuwmpmmbn List © Dosument: Social Security Card

Document Name: Driver's ficense Document State: Minnesota

Driver's License ar ID Card Number: Document Expiration Dats: 11/04/2020

Case Status Information

Currant Case Result: Employment Authorized Employer Case ID:

Case Submitted On: 04/28/2017 Case Submitted By: SGLAS832
SENSITIVE BUT UNCLASSIFIED

htips-//e-verify.uscis.goviweb/PriniCaseDetalls.aspx?CaseVerNum=2017118102838AR
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‘.. employer solutions staffing group. i
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 ('-:f)\.&_g‘}\v'\ First Name Rp‘oarf’ ‘ Middle Initial D
Street Address M Ao Went Apt/Ste ’5_

City/State/Zip _messm 5 Soclal Security Last Four XXX-XX- 2
Phone Number ©97 (co 6792 Email Address mﬁﬁgﬁﬂ g,._z%k @ ;/mv. / Coes

Stafﬂpg Agency/Recruitment Partner

Are you legally authorized to work in the United States of America? | YES CINO

Applicant Certification and Authorization
I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. 1 authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibifity for rehire.

1 understend that a cbmplahenslve background check may be conducted to determine my eligibifity for hire by certain clients 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 clisnts, government reguiations or by ESSG policies.

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation wili result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

if hired, 1 agree to ahide by the policies and praocedures of ESSG.

“Qohert D Gm%\\
Name (Print or type)

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

4-28-(7
Date

For ESSG Office Use Only
DOH NHW 19 8850 w4
Emergency Contactinfo | Background Release Form Background Results Unemployment Letter ESC Application
(if applicable) .
For ESSG Client Use
DOH ___ | ROP ai wonllBe | Work Site Loc. WC Code

ES8G - Supermoms CMG Rev. 05/2015



Fo rm w =4 (20 17) ;hwmﬁnﬁ don't | u5\;:!3! to supplemental wages Nonwage Incoms. If you have a large amount of

nonwage Income, such as Interast or dividends,

Purpose. Complsts Form W-4 so that your the Personal Allowances Worksheet below.

conslder making estimated tax ents using F;
Baslc lnntucﬂons. If you aren't exempt, com %eta 10 EsﬂmgtedTax Tor o “g’" 9| om

employer can withhold the correct federal income worksheets op page 2 further ad]ust your “‘”{ owe additional tax, “g’
Consld withholdi I based on Remized annulty ncome, see Pub, 505 to find out Ifyou should
T S your and whan your p el o T dedt]:gﬁosg. &mgﬁm aciustments o income, adjust your withholding on Form W-4 or W-4P.
situation e, or two-eamera/multiple ]nbs ations. m:;mets u:er o“:::mu?ab mlmgg’ hﬂa a
Exem from withholding. if Complete all workshests that H 5
A L i AN oy s U e 5 o G
form it. Your exemption for 2017 explres wages, withholding must be based on allowances R Al Jotn Laing wor g uaualy ofn only one Form
Febn.l 18, 29r13. See Pub, 505, Tax Withholding ;';nualalme: o?“&fgg not be a fiat amount or whm ol Bllowances claimed on the Fo m_rgta
Nob. If ancther person can colalm you as a dependent Head of household, Generally, you can claim head f.‘f&ﬁ:&"&'.‘ mm’&mﬂﬂﬂhr datalla.
on his or her tax retum, you oan't alalm exemption of housshold mlgﬂatamgon your tax retum only if Nonresident allen, If you are a nonresident
S e it D 0 o e oo (o Koo b o ot yng Nl 1308 e Fr € et
-]
exarnr:;e. nterest and Gividends ds). - g mendm&é’nrg other qcu&'lfyln?i:u s, See Nanresident Aliens, bsfore °°"'P'°”“9 this form,
Excaptions. may be ablsto claim nnsfm dard Deductlon, and Cheok your withholding. After your Form W-4 takes
examption from wlﬂ‘nhom?:avan if the employea is Fiing Information, for gg\;.lm' “vﬁ%.mg% 605 to ety "‘“’” the ammmt gmm
a dependent, if the employea: Tﬂxmdns.Youoantalmpmectedtaxoradltslrm fnrzn ¥ &ePul:m
« Is age 85 or older, O B Y e e o Chpendent  @08ed $150,000 (slng{e)or ltl:’on?(m
ol e Lo Mnos Warataut s mm:"mm%wmwwm
Sl
* Will clai ustments o |l tax credits;
ttsmlzgd tl:llnedag]uﬂona, on his lgrc?'l'graiax k. "%“wwﬁﬁ?ﬁmgf R tkcthes 5“5&'53&% e YW DS e
“Personal Allowances Worksheet (Keep for your records.)
A Entar "1” for yourself if no one else can cleimyouasadependent . . . . ., . 6 0 0 0 0 o 0 0 o0 o a
* You're singie and have only one jeb; or
B Enter™1”if * You're married, have only one job, and your spouse doesn't work; or B
® Your wages from a second job or your spouse’s wages (or the total of both) are $1,600 or iess.
C  Enter “1" for your spouse. But, you may choose to enter “~0-" If you are married and have elther a worklng spouse or more
than one job. (Entering “-0-" may heip you avoid having too littletax withheld) . . . . . . . . o a o g c
D Enter number of dependents (other than your spouse or yourself) you will cialm on your tax retum . o a a o [®
E  Enter*1” if you will file as head of housshold on your tax retumn (see conditions under Head of housshold above) o o [3 :
F  Enter"1” if you have at least $2,000 of child or dependent care expenses for whichyou plantoclaimacredt . . . F
(Nota: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls.)
G  Child Tax Credit (inciuding additional child tax credit). See Pub. 872, Child Tax Credit, for more Information.
» If your total income will be less than $70,000 ($100,000 if manied), enter “2” for each eligibie child; then less *1” if you
have two to four eligible children or less “2” if you have five or more eligibie 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

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

3’ plan to itemize or claim adjustments to income and want to reduce your withhoiding, see the Deducﬁons
For aclt:;a:l);, Adjustments Worksheet on page 2.
comp

® lfyou are single and have more than one job or are married and you and your spouse both work and the combined
worksheets ngs from all jobs exceed $50, 000 (820,000 If married), ses the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avo d having too little tax withheld.

» If neither of the above situations applies, stop here and enter the number from line H on fine 5 of Form W-4 below.

Form w-4

Department of tha Treasury
Intemnal Revenus Bervice

1

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

Employee’s Withholding Allowance Certificate OMB No. 1646-0074

P Whether you are entitied to claim a certain number of allowancss or examption from withholding is 2 @ 1 7
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.
Yaurfirst name and middie Inftial Last name 2 Your sacial security number

ey O Gougn, /- 07772 G195

" Home address (number and strest or rural route)

2N\ Grond A ok gt 215 3 [ single [ Married L Manied, but withhold at higher Single rate.

Nota: if married, but legally separated, or spouse s a nonresident allen, chesk the “Singls® box.
City or town, state, and ZIP code "' 4 Hyour last name differs from that shown on your social security card,

Ao, A% . NN 85015 check here, You must call 1-800-772-1218 for a replacement card. » []

Total number of allowances you are claiming (from iine H above or from the applicable worksheet on page 2) 5 i
Additional amount, if any, you want withheid from each paycheck . . . o 5 gl —

1 claim exemption from withholding for 2017, and 1 certify that | mest both of the followlng condlﬂons for exemptlon. Sl
® Last 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 flabil
If you meet both conditions, write “Exempt* here. . . . Ty . e >|1[

g

Under penalties of perjury, | declare that | have examined this certificate and to the best of my knowledge and belief, it is trus, correct, and complete.
Empioyee’s signature

(This form is not valid unless you sign it) » e Date» £/ 7¢
8 Employer's name and address (Emplayer; Complete lines d 10 Anly it sending to the IRS.) | 8 Offica code (opional) | 10  Employer Identification 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 ;:TJ;_%W
U.S. Citizenship and Immigration Services Expires 08/31/2019

PSTART HERE: Read Instructions carefully before completing this form. The instructions must be available, elther In paper or electronically,
during completion of this form. Employers are liable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: it s lliegal 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 empioy
an Individual because the documentation presented has a future expiration date may also constitute lllegal discrimination.

Febﬂ'pn 1. Emplayeé Tnfarmatlon and Attastallon (Empioyees musl qompiete and sign Geafian 1 of Form 19 1o faler
than the first day of employment, but not before avospting a job affér)

Last Name (Family Name) First Name (Given Name) ;VIiddIe Initial Other Last Names Used (if any}
\osrd™ L,
Number and Name) 3 Apt. Number | City or Town . o~ State ZIP Code
' it 315 | Sodh TR \md) | 55075
Date of Birth (mm/ddfyyyy) | U.S. Social Security Number Employee's E-malil Address Employee's Telephone Number
Wod /g3

CEER -wlﬂﬂgbz/tc{.@g’%ﬂj/._mm ¢ 57 Goo o792

r
1am aware {hat federal law provides for imprisonment and/or fines for false statements or use of false documents In
connection with the compietion of this form.

i aﬂs}f.'under penalty of perjury, that | am (check one of the following hoxes):

[\/1. A citizen of the United States

I:] 2. A noncitizen national of the United States (See Instructions)

l:] 3. A lawful permanent resident  (Affen Registration Number/USCIS Number):

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

Allens authorized to work must provide only one of the following dacument numbers to complete Form 1-9: mﬁzm;:;ﬁg;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR
3. Foreign Passport Number:

Country of lssuance:

Signature of Employee

Today's Date (mm/ddfyyy)
a'-i/ /207

4

[Freparer afdlor Translator Ceriifiaation (gheak one): :
| 848 nat uss § pregartr or tranalator. [ ] A prepareris) antior trahelatdi{e) Aksisted the empipye in Gompléting Saction 1.
lolds below must be gompiated ghd signeg whien preparars anktier trénsiators asisf ah empidye n narmpleting Section 1)

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

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

@ Employer Completes Next Page @

Form1-9 11/14/2016 N




Employment Eligibility Verification " UscIs

Department of Homeland Security dhg:mg;‘%m
Service 0. 7
US. Ciﬁm“hil’” and m . "ﬂ‘”‘_ . _ Fxpires 08/31/2019

Ay B T
o QPO eTes 002 "EEWTES L2285
Expiration Data (i any)(mmicyyyy) | Expiration Date (7any)(m A Expiralion Date (F any)(mmAiclyyyy)
1 o U - 20 - A
Document Title
[iosuirg Aoy | [Additionsl Information : L T LT
Document Number
Expiration Date (i¥ any)(mm/dd/yyyy)
DWTMe
Issuing Authority
Document Number
Expiraion Date (fary){mm}yyy) |

Certification: | attest, under penalty of perjury, that (1) | have examined the document{s) presented by the above-named employee,
(2) the above-listad document(s) appear to be genuina and to relate to the employee named, and (3) to the best of my knowledga the
employee ia authorized to work In the United States.

e employee's first day of employment (mmvdd/yyyy): QY22 -2 0L 7 (See instructions for mmﬁﬂom)

of Employer or ‘:‘ resentative Today's Date(mm/AdAyyy) Tith loyer or Authgrized Representative
Wtﬂm oy-2220L7] -‘ﬂ'.cr'mle?"

F\mmg;mmm ( First Wl Representative | Employer's Business or Organization Name

(- & LA A EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer’s Business or O Address (Street Number and Name) | Clly orTo)m [State - |21P Code
7480 FLYING CLOUD DRIVE SUITE 200 MINNEAFOLIS MN ,sg«
gme(Vapplioablel o e T T e Dt of
Last Name (Family Name) First Name (G/ven Name) Middle Initial | Date (mmAddAyyy)

it

Explration Date (f any) (mmidyyy)

1 attest, under penalty of perjury, that to the best of my knowledgs, this employee is authorized to work In the United States, and it
the employee presented document{s), the document(s) | have examined appear to be genuine and to ralate to the individual,

Signature of Employer or Authorized Representative | Today's Date (mmvdc/yyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N



RV T ._ e LI o } -apsujwie] Jou o
W L ‘nOA H @ivO SIHL AdHVO QN oOga
i -j5o 40 5501 1gamd 0} 20ud 3J88 v uj pasd anok daddt
At ) : - opea 5] SAIWIUM
\ qof 1848 oA a0 8t 88 pun udis you od :Nguqqma
-Kaepawist Auy Uy pA8d sy uBiS 11104V

—

(L . Eoallan
Soclal Securlty Admh\lstratlon

\  Form 58A-3000 (08-2011) _
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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: qﬁ\mx '\"‘ (Deou/\ Gq% ‘l\
First Middle (O Last
none)

Other names used: —
Current county of residence:

Current and former addresses: .Sf'f’““j —
7&\#"‘%‘_ current 2Z1 Om&ﬁh@@lr St L) 5073

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.

\ou/\ag3 077 726785

Date of birtH Soclal security number

RUFBR SN2 %@d:pm g;;!%k
Driver’s license number & state Name as it appears on licens

Report Copy: If you are applying for a job %n California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: 4.

. q- 7y

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 by paper Check.
SR BASIE TN EORN IO

PANROLL L TON

Direct Deposit (Please complete Sections 3 and 5 below) Note: Direct Deposit accounts may take up to 7 days to be activated

BEY Payroll Debit Card (Please complete Sections 4 and 5 below).. . . || Paper Check (Please complste Section 5 below)
3 DIRECE BLEROSTE

[0 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,

Initial Date

To help us avoid making an error, please attach a copy of a voided check, (a deposit slip will not work)
] Ifyonchangebanks,donutcloseyonroldbnnkaccmntunﬁlyomdﬁectdeponithasmdatthenewbmk,whichmaymkﬂpaypednds.

SECRIONTDAN RO DEDLE ¢y Rp

GO N NS C AR

Federallawrequiresallﬂnancialinsﬁtutionamobtain,vmﬂy,andrecordinﬁ&rmaﬁonthatidenﬁﬁeseachpersonwhoopensanaccomt.Inorderto
requestaPaymllDebitCm'dﬁ:ryou,wemustprovideallofthefouowmginﬁ)rmaﬁunthntwiﬂenableﬂteﬁnmcialinsﬁmﬂnnmidenﬁfyyou.If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Cardtopayiyomwages.Foryourpmmcﬁon,theﬁnancinlhsﬁtuﬁonmayukyoumpmvidethemaddiﬁmalidemiﬁmﬁonlnﬁ:maﬁonmﬂwym
verify your identity,

ExceptforﬂleroutingandWMmmher,BSSGdoesnmhaveaccessmanyinﬁ)rmuﬂonregardinngaymn Debit Card account or
tmnaactions.Onyomﬁrstpayday,youwillreoeiveyournewPayrollDebitCard,andapacketmminingallofthetermsandconditions.Youwlll
then sign acknowledging that yon received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages, :

CARDHOLDER INFORMATION (a2 you want your Payroll Debit Card 15 be iasusd)

First Name Ml Last Name Date of Birth
ﬁ’ doart— i) Cougln. lifer/ /1783
Street Address (Po BoX NOT ACCEPT, - Social Security#
22\, ' m&' 325 . 07726785
Ci State Zi o Cell Ph bile
L : My | 5309F s eworaz.

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

Payroll Dobit Card Routing # Payroll Debit Card Account # _5_ o ‘10;0 2= 557 G277

IbwemoeivedmyPaymﬂDethard,walmebmnhme,pmgmmﬂws,pmgrammms,cmdiﬂms,mddmnsmiyacﬁvaﬁng_myPaymeebﬁCard,
Iamagreeingtnthepmgmmtems,wndiﬁmmdﬂscbmﬁﬂmhdudedmmndewaﬂaﬂemmﬂvmﬁmemmmmwmmuﬁml

authorize the financial institution to dehitmyPaymllDebitCardumuntﬁ:rﬁieﬁesdesuibedinthekeschedulethatispmtofﬂ:epmgmntems,
conditions, and disclosures.

Employee’s Signature:__,
SECRIONTS N T O AN O

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.

*E-mail: all) @
this information will only be used to send your paystubs electronically

Employee's Signature: Date:




EMERGENCY CONTACT INFORMATION

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

Employee Name: A‘)‘g}pu’ ’\" —9 (\DU&\I\
Address: :L&\ !§ £ Fro j ’W?T
Home Phone:; JOS [ - Gaeo- OI92A

..li : Pleasd Ilst two J)eopla (in pﬂoﬂt& ?:d ﬁ? L ho cbu he eopiaewd m aasq of an eme#ﬁtmcy .
Contact #1 Home Phone:
Name; J—oiefin GW%R : Cell Phone: 507 251 129
Relationship: ¢+ fe Work Pho.ne:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: - | Work Phone:

. Additional information you want Employer Solutions Stafﬂng 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 imomeiesaigeor. GO ESNG ggp)

employer sohaions
K1 ol e e Benefit Plan Administratom, Inc.
Enhanced MEC Plan_Plan 1
Benefits Enroliment Form [ New Employee [] Rehire Rehire Date

Employeclinformation

Name (First and Last)

Soclal Security Number

__Rve P Gousy o 077726785

Date of Hire

!
P2 Ghont (35 et w) | 5075

0 Female amied 7 Divorced . lk[_O"f/l‘?iﬁ
|Phone Number: Emall Addresst 4 3
GO (oo 0772 %hw,mg%g@%w
Please Select Desired Coverage:
Employee Only - Employee+Spouse - [~ | Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

| First Name MT. LastName - E r:rl:ale H SPMD,,EW%
Soclal Security # Birth n;m Sex Relationship

H— o B e "D o ra
Sty [ o | o Y

L - - O wmale

EFF. DATE

EFF. DATE
EFF. DATE

Employes Acknowisdgement and Authorization - | hereby apply for the group benefit(s) as Indioated. i acknowledge that all entries are true and complete and that
any misstatements or fallure to report information may he used as the hasis for cancellation of soverage for me and my dependant{s), if any, from the original
effective date. Further, | authorize my empioyer to make the nacessary payroll deduction of premiums for coverages | have electsd. :

IF ENROLLING - YOU MUST SIGN HERE

Employes Signature 7 Dats

EMPLOYEES DECLINING ? | am DECLINING coverage

1 understand that | and/or my depéndents, if any, walve any coverage and desire to participate in the plan at a later date. /we may be considered a late 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 snroll mysalf 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 adoption, | may ke able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature

Date
Employer Soiutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 962-767-9519 Fax; 952-767-9515
Email: Health@empioyersolutionsgroup.com




L4

Fixed Indemnity Medical Benefits_Plan 2

VSI 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate ___/___ /___ __ __

ENROLLMENT FORM ESC CU{UNAC-MN) P1 v18.2

T Ve Ao ST PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Nam _ Social Security # Home Phone | Sex ™
:;ub;ﬂES?Gombs | 07726785 | GSI0gIT2—

A e s

3

- N T ] N *®ssors— TR
‘ §

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

I:IYesD No. If Yes, please continue.
Medicare Health insurance Claim Number (HICN) Medicare Effective Date

_Name of Covered Person (s): E -
1. | 2 3.

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 " G NORMNITY | penrar VISION TERMLIFE | SHORETERM
EmployeeOnly []|  s20.28 (|  se7 wl|  s242 B  soe0 )| se20 ]
Employee +1 [_] $41.10 $12.34 $4.92 $0.90
Employee + Family [ | $54.08 $20.36 $6.56 $1.80
NOtoALL Benefits [ ]| [ ¥es [ INo | [ves [INo | [Yes [INo | [d¥es CINo | []Yes [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
i ! | /7 @ [ ]Spouse []child [ ] Domestic Partner
Name Social Security # | Date of Birth | Sex ! Relationship
2. /1 @ []Spouse [ ] Child[ ] Domestic Partner
Name Social Security # Date of Birth | Sex Relationship
; - /1 | @ ] Spouse [ | Child D Domestic Partner
Name Social Security # : Date of Birth | Sex Relationship
o /7 IEI _ [Spouse[ ] Child [_] Domestic Partner

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

I 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 coverage.
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This Is an Essential StaffCARE Enrollment Form.



