E-Verify - Print Case Details - Preview Page 1 of 2

SENSITIVE BUT UNCLASSIFIED
Department of Homeland Security Report Prepared: 06/26/2015
E-Verify Page: 10f 1
Case Verification Number: 2015177111241TZ,
Case Information;
Employee Information:
Last Name: Hayslett First Name:; Parrelle
Middle Initial: Other Names Used;
Social Security Number: **k ¥% 4166 Date of Birth: 07/06/1995
Citizenship Status; A citizen of the United States Bmail Address:
Document Information:
. Driver’s license or ID card issued by a U.S. q 3
List B Document: state or outlying possession List C Document: Social Security Card
Documnnt.Nama: ID card Document State; Tlinois
s or ID Cacd Document Expiration Date:  10/06/2016
Alien Number: 1-94 Number:
Additional Information:
Hire Date: 06/26/2015 Employer Case ID;
Three-Day Rule Reason; Three-Day Rule - Other;
Submitted By: KRIT3361 Submitted On; 06/26/2015
Imitial Case Resnit:
Case Result: Employment Authorized
Employee Referred to SSA:
Referred By: Referred On:
Case Result from SSA (after SSA Tentative N onconfirmation):
Case Result: Response Date:

Resubmitted to SSA (after Review and Update Employee Data):

Last Name: : First Name:
Middle Initial: Other Names Used:
Social Security Number; Date of Birth;
Resubmitted By: Resubmitted On;
Case Result from SSA (after Resubmission);

Case Result:

Request Name Review:

Eomments:

Submitted By: Submitted On:

Case Result from DHS (after DHS Verification in Process):

Case Result; Response Date:
Employee Referred to DHS:

Referred By; Referred On:
Case Result from DHS (after DHS Tentative Nonconfirmation);

Case Result; Response Date:
Photo Matching Results:

https://e-verify.uscis. gov/emp/BpCaseDetailsLetter.aspx?Case VerNum=201517711 1241TZ 6/26/2015



o

Personal Data~- PLEASE PRINT LEGIBLY IN INK

employer solutions staffing group.

Leveraging Resources in a Changing Market

Last Name _L:\Qi_ﬁlwﬁH’

Street Address

City/State/Zip _L,jﬁ.uSP_QE:
Phone Number I IQ "ﬁ;" QES&

Staffing Agency/Recruitment Partner

All offers of emplo

_Jl 1o Avw Ant 4

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288 « Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

First Name i >Qj o ,l L 2 Middle Initial _,rD_

- U BSOS

Apt/Ste A—

Email Address

fcx,r L2 @acol.com

ent are conditional upon satisfactory proof of Ide

and legal abll

to work In the U.S.A.

Are you legally authorized to work In the United States of America? LV_(YES [INO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the Information and statem
qualifications for employment. | authorize ESSG to make
regarding my previous duties, responsibliiies, performan

| understand that a comprehensive background check may
This may Include but is not limited to, Investig

ations of crimin

required by clients, government regulations or by ESSG policles.

Inquiries of my former emplo!

ents contained in this application to determine my
yers, except as indlcated In this application,
ce, compensation and eligibility for rehire.

be conducted to determine my eligibility for hire by certain clients of ESSG.
al and/or conviction records, driving records and/or a drug screen test as

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

| certify that all statements made In my application are true and accurate and that | have n

ot omitted any material Information or provided

false or misleading Information. | understand that any material omlsslon or misrepresentation will result In my disqualification from

consideration for employment or,

if discovered after | begin employment, will resu

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

Name (Print or type)

J Applicant's

it In my termination.

Mﬁz_b;é%m O/ 2/ 20/5™
Signature Date © J

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

For ESSG Office Use Only
DOH NHW 1-8 8850 w4
Emergency Contactinfo | 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. 1112013



Form W-4 (2015) Ceowmmmimer =~ onmmiems Tt shror

Baslo Instructions. If you ara not exsmpt, complete conslder making estimated S8 Pnts LS ot
Purpose. Gomplete Form W-4 so that your employer the Personal Aliowances Worksheet b‘:!t'ow. The 1040-ES, Eggmma:ld;?'ff"r In ualsﬁs?g"m- you
can withhold the correct federal Income tax from your workshests on page 2 further adjust your mﬁy owe 5 & 08 ﬁ)’gl:,l mlave" pel ok "l‘él' annuity
pay. Gonsider completing a new Form W-4 each year withholding allowances based on ftemized m'meldlu v ",'v_4 v vy_%l": ould adjust
and when your personal or financial situation changes. deductions, certaln credits, adjustments to income, your oicling on Form J g
Examrtlon from withholding. If you are exempt, or two-eamers/muitiple jobs situations. Two eamers or multiple Jobs. If you have &
complete only fines 1, 2, 8, 4, and 7 and sign the form Complete all workshests that apply. However, you working 8 o L e o o) edratgg =
1o validata it. Your exemption fof 2016 mms may claim fewer (or zero) allowances, For regular m‘ﬂ'an""'gs G5 n Wa';ﬁ.&)'gnmn L
Fe 18, 2018. Ses Pub. 505, Tax Withholding wages, withholding must be based on ellowances \7\? g JI° :ﬁmﬁowl dlnm“ wllll’l gely %';? m
and Tex. you clalmed and may not be a flat amount or h aﬁlgll g oA thm % acsvu_rz,te
Note. If another person can claim you as a dependent percantage of wages. forthe mghc;\gtanoes grj%b and zero allowanoes ara
on his or her tax retum, canno¥%lalm exemption Head of household. Generally, you can claim head claimed on the others. See Pub. 505 for details,
from withholding If your Income exceeds $1,050 and of household filing status on yourr tax return only if N dent alien, If resident all
includes more than $350 of uneamed income (for you are un and pay more than 609 of the °"'N°3°ﬂ' 1392°g-u Yl°" ars a f'ggﬂ Wea en,
example, interest and dividends). costs of kesping ot:gaa home for yourself and your ﬁe cﬂce for o Pplg‘e“ ntm Alllu "Eefora
Arl employee may be able to claim de| sndang:&; r qualifying individuals, See Imletl%mmla b g BOS:
axemﬁon from withholding even if the employee is a Fub. 801, ptions, Standard Deduction, and e oand i
dependent, if the employee: Filing Information, for information. Check your withholding. After your Form W-4 takes
» Is age 85 or oider, e oradits, You can ke projetad e cres o ocount FEp R s Tipee 1AL i S o)
- ; In figwing your allowabla number of withholding allowances, & ",1,’691 3 e P rapares fo your roje mlnml
* Is biind, or for child or dependent care expanses and the child v ; D86 U éspecially Kouream gs
: tax credit may be claimed using the Personal Allowances exceed $130,000 (Single) or §180,000 (Marrled).

ek oo e oot Rt s desbpors sy

, . con ur other owances, o ch es on

ki i) mﬁmmm&mmbammmmm.

_Personal Allowances Worksheet (Keep for your records.)
A  Enter “1” for yourself if no one else can clalm you as & dependent . © 0o 0o o0 0.0 o o o
* 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 }
* Your wages from a second job or your spouse's wages (or the total of both) are $1,600 or less.
C  Enter “1” for your spouse. But, you may choose to enter "-0-" if you are married and have elther a working spouse or more
than one job. (Entering “-0-" may help you avold having too little tax withheld)) . 5 0 g P8 8 d oo o
Enter number of dependents (other than your spouse or yourseif) you will clalm on your tax return . g b
Enter "1” if you will file as head of housshold on your tax retum (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 to claim a credit
{Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls,)
G  Child Tax Credit (including additional child teax credit), See Pub. 972, Child Tax Credit, for more Information.
» if your total income will be less than $65,000 ($100,000 if married), enter “2” for each ellglble child; then less *1” if you
have two to four ellgible chiidren or less “2" if you have five or more ellgible chlidren. .
* If your total income will be between $65,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each eligiblechlid. . . 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
® If you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions

A _{

|

mmo
MMOO

1]

|

For accuracy, and Adjustments Worksheet on page 2.
complete all o [f ¥ou are single and have more than one job or are manried and you and your spouse both work and the combined
workshests eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to
that apply. avoid having too little tax withheld.
* If neither of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.
Fo W"4 Employee's Withholding Allowance Certificate OMB No. 1645-0074
m
Treasury » Whether you are enttied to olaim a certaln number of allowances or exemption from withholding is
“””“;;‘gﬂ‘swm subjest to review by the IRS. Your empioyer may be required to send a copy of this form to the IRS. 2 @ 1 5
1 Your ﬂm[ rfzj and middle Initial ﬂame 2 Your soclal security number
: (X

& v B3 - G2-Y1 bl
I Home adr"’“! !"umg and strest °gf 5; m“"! ) 8 M single [ Meanied L1 Married, but withhold at higher Single rate.
‘ ‘ Note, If manied, but legally ssparated, or spouse Is a nonresident allan, check the “Single” box.
Gity or town, state, and ZIP code 4 Myour last name differs from that shown on your social security card,
%MQ check here. You must oall 1-800-772-1218 for a replacement card. » []
& Total number of allowances you are clalming (from line H above or from the applicable worksheet on page 2) 5

[
6  Additional amount, if any, you want withheld fomeachpaycheck . . . . . . . . . . . . . . |el$ )
7 |claim exemption from withhalding for 2015, and | certify that | mest 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 liabllity.
If you mest both conditions, write “Exempt” hers. . . . . L >l7]

Under penalties of perjury, | declare that Nm Ined this certificate and, Jo the best of my knowiedge and belief, it Is true, correct, and complete.
Employee’s signature [

(This form is not valid unless you sign it) 5] a,('{,_Q,\ (Q___I) Tt j@+ Date » ~S

8 Employer's name and address (Employer: Complete lines 8 and 10 only If sending to thjlﬂs.) 9 Office cods (optional) | 10  Employer IdéntificatiSrfnumber EIN)

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



Employment Eligibility Verification USCIS

Form 1I-
Department of Homeland Security OMB No. 151159.0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

@xpiration date may also constitute ilegal discrimination.

[Ssction 1. Employee information and Attestation (Emproyses must compiete and slgn Section 1 of Form 1-8 no fater
than the first day of employment, but not befors acospting a job offer.)

Last (Family Nams) . First-Name (Given Name M Initial | Other Names Used (it any)
q‘i’ m:b‘ Ce (.a {
Address (Streef\Wumber and Name) Apt. Number | Cty or Town State Zip Code
1O e 4 INecono - M

Date of Birth {mm/ddlyyyy) |U.S. Social Security Number | E-mail Address i Telephone Number

LCTHTH T

| am aware that federal law provides for Imprisonment and/or fines for false statements or use of falae documents In
conneaction with the completion of this form.

gdt, under penalty of perjury, that | am (check one of the following):
A citizen of the United States

] A noncitizen national of the United States (Ses instructions)
1 A lawtul permanent resident (Alisn Registration NumberlUSCl_S Number):

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

For allens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number:

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

Do Not Write In This Space
2. Form 1-84 Admission Number:

If you obtained your admisslon number from CBP in connection with your arrival In the United
States, include the following:

Foreign Passport Number:

Country of Issuance:

Some allens may writa "N/A” on the Foreign Passport Number and Country of Issuance fields. (See instructions)

e Deolle b (ougelf el i

3

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

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

@ E’nﬁlayea Completes Next Page @

Form I-9 03/08/13 N Page 7 of 9



! 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 empioyment. 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 an y.)

Employee Last Name, First Name and Middle Initial from Section 1: \'\:Z” aE !-e“- SZ h MKC\\.(

ListA OR List B AND © LstC
Identity and Employment Authorization __ldentity Employment Authorization
el T S0y
Issuing Authority: , gsying uthariy: P lssulnggnhﬁw: .
A 1“1 ‘ ‘l + ; (] H’
Document Number: Nul ")ﬂz H D-g'guﬂem mber:q “ ‘
Expiration Date (if any)(mm/dd/yyyy). [Expi any;(Tm/dd/yyyw: Expiration wanmmnvddaym:
)- '. u 4!

Document Title:

Issuing Authority:

Document Number:
|Expiration Date (i any) (mm/adiyyyy):

3-D Barcode

Document Title: Do Not Write In This Space
Issuing Authority:

Document Number:

Expiration Date (i any)(mm/dd/yyyy):
Certification

| attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee, (2) the
above-listed document(s) appear to be 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 (mmv/dd/yyyy): lﬂ d z;l fi- ]S (See instructions for exemptions.)
I WOM Representative Date {mm/ddyyiy) - Autho o
LaghN (Family Name) e (Given Name) 4
% 'Q EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer'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/ddfyyyy):

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

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

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

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

Form1-9 03/08/13 N
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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, personal characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
neighbors, friends, or associates. 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 anly be requested where such information is substantially related to the duties and responsibilities of the position 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
complled 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 investigatidn into your education andfor employment history conducted by Orange Tree Employment Screening, 7275 Ohms Lane,
Minneapolis, 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,
howaver, 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 Yorkand Malne applicants or employeesonly: You have the right to Inspect and receive s 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 inguiries, which ESSG shall provide within 5 days.

New York applicants or employees only: 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 recelpt 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 dispasal of your credit Information, and remedies avallable should you suspect or find that ESSG has not maintained secured records is avallable to you upon
request.

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

ACKNOWLEDGMENT AND AUTHORIZATION

| 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 hoth of these documents. 1 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, school or
university {public or private), information service bureau, company, or Insurance company to furnish any and all background infarmation 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. | agree that a facsimile (“fax”), electronic or photographic copy of this Authorization shall be as valid as the original.

New York applicants or emploveesonly: By signing below, you also acknowledge recelpt of Article 23-A of the New York Corraction Law.
Minnesota and Oklahoma applicants or empl only: Please check this box if you would like to receive a copy of a consumer report if one is obtained by ESSG.,
D {Must Include emall address: )

Signature: %T C ,Q_,\_(.Q b LLA.AE? 5_2:\"‘(" Date: Db/ﬂb/ﬂﬂ(
Last Name: ‘LL){ ]S[C r{' Arst:_ TQ (0. “11 Middle; b

Date of Birth (mmy/dd/yyyy)*: _Lﬂ%{}gl[[ aQqs

Driver’s License #: State of Driver’s License:

Present Address: _’_(gjl l ()m A\}e AT)“— 4 Telephone # (Primary): iy 2 =
ovpsmar NOLLDOLT MN, SE0ST

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

Other Names/Allas:

Social Security #*:




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

and/or Payroll Debit Card.
1oll Debit Card.

Employees have the option of receiving wages by Direct Dep:
If you do not provide a written election, wages will be paid

SEGHIONT N STE NG RN O
Employes Name m w,‘! SSN# (last 4, digjts
o N Lo gl [
SEGHIONT2 AN ROETEREGHRION

Direct Deposit (Please complete Sections 3 and 3 below)
Payroll Debit Card (Please complete Sections4 and 5 below)
SEGEIGNT S DRG] DRSNS

[J Update Bank Account

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

AN e ©0f240 | 7015

To help us avoid making an error, please attach a copy of 8 voided check. (a deposit slip will not work)
lfyouchangebanks,donotoloseyomoldbankamuntunﬁlyourdirectdeposithassmrmdatﬂlenewbank,wlﬂchmaymke2paypeﬂods.

SECEIONTPRANRGEE DEBEE GARD (GEOBAT CASTTCARD)

Federallawrequixesallﬂnancialinsﬁtmionstooblnin,vmify,mdmcordinﬁwrmaﬁonthatidmﬁﬁeseachpemonwhoopmsmmmhorderm
xequestaPayroIlDebitCardforyou,wemuﬂpmvideaﬂofﬁefoﬂowhxginfomaﬁonﬂxﬂwiﬂenabhﬂleﬁnmcialinsﬁmﬁonmidentifyyou.If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Cardtopayyomwages.Foryowprotecﬁon,theﬁnancialinsﬁmﬁonmnyaskyoutnprovidememaddiﬁona]idenﬁﬁcaﬁoninfoxmaﬁonsoﬂleyean
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued) .
:ﬁ%mmjg e “ausle - ’?ﬁ" o/ (4QS™
T TEER RN, Apt 4 j 292 Wil

J+ MN[PRIN | R G s - 856G

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card) "
Payroll Debit Card Routing # Payroll Debit Card Account # , " 5 ﬂ)

073972181
Ihaverewivedmy?ayrollDebitCard,welcomehrochm'e,pmgrmnﬁaes,programtmms,condiﬁons,anddisclomes.ByacﬁvaﬁngmyPaymll Debit Card,
Imnagreeingtotheprogramterms,oonditinns,anddisclosmesthatareinclndedormadeavaﬂabletomeﬁnmtﬁnemﬁmeﬂ'omﬂleﬁnancialinsﬁtuﬁnn.I
mnhoﬁzetheﬁnancialinsﬁtuﬂnntodebitmyPaym]lDebitCardawonntfnrﬂleﬂmdesm’bedinmeﬁaesched\ﬂethatiapmoftheproglmterms,
conditions, and disclosures,

Employee’s Signarmezgjﬂ,\(ﬁ—b. Q@LK\QA%‘ pate: Ola/ ﬂ?fZDLS

SECHOMNES N G OREZN TN
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 accouni(s). * E-mail is required for pay stub information.

7 @ apl. (om

is informaﬁvg«rﬂ-] only be used to send your paystubs electronically

Date: D (D’/ %’/ Z_")/ S’-

*E-mail: | OX {

Employee's Signature: (.




OFFICE USE

j_’\{?1—IND 219301-EMP ONLY

LOCATION

/ /

Ctnan Gt R . S—— C——— S—— o=

Rehire Datc

! PRINT I(IIVSI{-T::;BL{&S‘F (()): t])iLUE INK |
' Social Security Number ﬁkﬂiﬂ.l.ﬁz& |
otgigh 0.1/ O
B (PN .
Street Address _MLMMJ:L
ciy_ N KQM :‘-_- sme M Nzp S € 05C
Home Phone :L_LQ_‘Z.ﬁ.?;.'D_K_SIQ
-~ Doy y dependents have Medicare?

[] Yes No If Yes:

Medicare Health Insurance Claim Number (HICN)

|| Date

l Name

== )

/ /

ENROLLMENT FORM

ESC NAV*SAD P2M v1§

OPTION 1
FIXED INDEMNITY PLAN

Weckly Ray
You MUST enrall in the Indemnity Medical Insurance Plan before a&din
any additional Indemnity benefits, except Dental. Your coverage level

for the Term Life will be identical to your medical plan selection.
FIXED INDEMNITY MEDICAL

I:I $20.91 Employee Only

I:I $42.44 Employee + 1
5/{56.67 Empli: e + Family
NO to all Indemnity benefits.

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

N

DENTAL
I:I $5.99 Employee Only

sex [M][¥]

(O Child [ Domestic Partmer

Date of Birth _____/

— — C——— — ———

Relationship: [ Spouse

f Name

e e

{
Li Social Secwrity Number . ___ - -
; Date of Birth —___/ sex IM|[F]

' Relationship: [JSpouse []Child L[] Domestic Partaer

BENEFICIARY INFORMATION

| For Term Life / Accidental Death & Dismemberment, please write
in your beneficiary information.
|

NAME OF BENEFICIARY

| RELATIONSHIP
(1

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

understand that 1

| D> Signature

)

Medicare EffectiveDate _____/__ _ /_ _ I:I $1198 Employee + 1
Names of Covered Person(s) I:I 19.77 Employee + Family
L NO
TERM LIFE @
I:l g $0.60 Employee Only V
Name $0.90 Employee + 1
NO $1.80 Employee + Family
Social Security Number _____ - -__

&

$4.2L Employee Only

Short-Term Disability is not available to persons who work
California, Hawaii, New Jersey, New York, or Rhode Island
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~ 82193010-M-EMF:

[] ss8.87
[] s87

86.99 Employee + Family

Employee Only

Employee+ |

NO to MEC Wellness/Preventive Plan

T have read the benefit packet and understand its limitations. I understand tha open enrollment is only available for a limited time and I
s benefit selection is a dec}inption of coverrlge.




