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SENSITIVE BUT UNCLASSIFIED
Case Verifloation Number: 2017335114951EB
Report Prepared: 12/0172017
Company Information ea—
— Company iD: 47420 Campany Name: Employer Solutions Staffing Group

Employne Information
Last Name: Hait First Nama: Tah Naw
Date of Bith: 01/01/1890 Soolal Security Number: ** ** 2620
Hire Dats: 12/01/2017 Ciitizenship Status: A lawful permanent resident
Document Informsation
List A Document: PunmmMameMmeMmmmmﬂ
Allan Number: 212557274
Card Number; LIN1380778870 Dootment Explration Date;
Sasa Status Information
Final Casa Result: Employment Authorized Employer Case ID:
Casa Submitted On: 12/01/2017 Case Submitted By: KRIT7027
Closed On: 12/01/2017 Cloged By: KRIT7027
Gmasmnmtmnmpbyumnﬂnuuhmhrﬂmmpwwmmmanﬂnmmmm
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www.esgstaffingsolutions.com

employer solutions staffi

ng group..

New Hire Application

PO Box 46270

Minneapolis, MN 55344-995¢

Tel: 952,835,1288

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name Hsit

Street Address 195 Edmund Ave West

First Name __Tah Naw

Middle Inittal M@

cnvlState’le Saint Paul, MN

55103

Phone Number _ 7635016771

Emall Address

Staffing Agency/Recruitment Partner

CMG

AptiSte 310

Social Security Last Four XXX-XX-

@

All offars of employment are conditional upon satisfactory proof of Identity and legal ability to work inthe US.A.

Are you legally authorized to work In the United States of America? @1ves Qino
Applicant Certification and Authorization

performancs, compensetion and

ng Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. 1 authorize ESSG 1o make Inquiries of my former emplo
regerding my previous duties, responsibilities,
| understand that a comprehensive background check may be condu
This may include but is not limited to, investig
required by cllents, govemment reguiations o

yers, except as indicated In this application,
eligibllity for rehire.

cted to determine my eligibility for hire by certain clients of ESSG,
ations of criminal and/or conviction records, driving records and/or a drug screen test as
r by ESSG policies.

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

| certify that all statements made In my application are true
false or misieading information. | understand that a
consideration for employment or, if discovered gftel

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

Tah Naw Hsit

L/

Tah Now Halt (Dec 1, 2017}

and accurate and that | have not omitted an
ny material omisslon or misrep
r | begin employment, will res

y matarial information or provided
resentation will result in my disqualification from
ult in my termination,

Dec1,2017

Name (Print or type)

Applicant’s Signature

Date

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

For ESSG Office Use Only
DOH ____ | Nhw 2] 8350 W4
Emergency Contactinfo | Background Release Form Background Results Unemployment Letter ESC Application
(if applicahle)
For ESSG Client Use
DOH ________ IRop —_— | Work Site Loc. WC Code
BSSG- CMG-CO Rev. 04/2017




Employment Eligibility Verification USCIS

Department of Homeland Secarity oml: ::":J;gw
U.S. Citizenship and Immigration Services Expires 08/31/2019

P START HERE: Read instructions carefully before complsting this form. The Instructions must ba avallable, either in
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It Is ilegal to discriminate against work-authorized Individuals. Employers CANNOT specify which

Papar or electronically,

an Individual because the documentation p psented has g

document(s) an employee may present to establish employment authorization and Identity. The refusal to hire or continus to

(Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 1-9 no fater

than the first day of employment, but not before accepting a job offer.)
Last Name (Family Name) First Name (Given Name) Middle initial Other Last Names Used (i any)
Ta N
Address (Strest Number an Name) Apt. Number | City or Town State ZIP Code
Pue west|"216 | Spinl. Paul  |pen) tion
Date of Birth {m ) |U.S. Social Security Number | Employee's E-mall Address | Employee's Telephone Number
| Lot (1940 FET- (G - W /A

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.

1 attest, under Penaity of perjury, that 1 am {check one of the following boxes):
[[] 1. Acitizen of the United States

| 2,A noncitizen national of the United States (See Instructions)

g 3. A lawful permanent resident (Alien Registration Number/USCIS Number):

|:| 4. An alien authorized towork  until (expiration date, if applicable, mm/ddiyyyy):
Some allens may write "N/A” In the explration date field. (See Instructions)

Alflens authorized to work must provide only one of the following document numbers to complete Form I-9: Do Not Dy B e

An Alien Registration Number/USCIS Number OR Form 1-94'Admission Number OR Forsign Passport Number,

1. Allen Regisiration Number/USCIS Number:
OR

2, Form |-94 Admission Number:
OR

3. Foreign Passport Number;

Country of issuance:;
e T TN
8ignature of Empioyes { Today's Date {mm/dd/fyyyy)

\ o’
Preparer and/or Transiator Cortifieation (check one):
| did not use a preparer or translator. D A preparer(s) and/or translator(s) assisted the employee in completing Section 1.

(Fields below must be completed and signed when preparers and/or transtators assist an employee in completing Section 1. )

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

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

@ : Employer Completes Next Page @

Form1-9 07/17/17 N Page 1 of3



Employment Eligibility Verification

USCIS
Department of Homeland Security OME g:nlnﬁ 11;3047
U.S. Citizenship end Immigration Services Expires 08/31/2019

Tt A ListB LI —
identity and Employment Authorization Identity Employmaent Authorization
‘| Document Title Document Title
Issuing Authority Issuing Authority
Document Number Document Number
piration Date i any)immiGili333] [ o ran “Expilon Dets (F ) fmmedyy)
Document Tu;e 2 7
Issuing Authority -] |Additional information ' m
Dooument Number .
et Do (o]
Document Title
Issuing Authority :
Document Number :
| Expiraiion Date (¥ amy) fmmiidyy)

Certification: | attest, under penaity of Perjury, that (1) | have examined the documenty(s) presented by the above-named employes,
(2) the above-liated documentys) appear to ba genui

ne and to relate to the empioyee named, and (3) to the best of my knowledge the
employee is authorizad to work in the United Statos,

The employee's first day of employment (mm/ddfyyyy): 12 -\ -\ > _ (Seeinstructions for exemptions)
of | or Authorized Representative Today's Date {mmaddlyyyy) | Titie of Emplt_:yer or Authorized Representative
\22)1-3ovx. | (- [
 Name of Employer or Authorized Representative Wmm or Authorized Representative

>

Employer's Business or Organization Name

cxX ; Xt
Employer's Business or Orgz nization Address (Strest Number and Name) | City or Town . State ZIP Code
I U L. Suike '\ W | 8534y
el e ever eFHER and Nabligs 72 B Srilnd ahd T by mpyar e o onzed ropresantatve )T
Last Name () ity Name) First Name (Given Name) Middie Initial Date {mm/ddyyyy]
mmpléyee’s previous grant of employment authorizafion has expifed, provide thé information Tor The document or recelpl that estabiishes: e
continuing employment authorization in the space provided below. y BT e
Document Title Document Number Expiration Date (i any) (mm/ddiyyyy)
1 attest, under penalty of perjury, that to the best of my knowledge, this em

the employee presentad document(s), the document(s) | have examined appear to he genuine and to relate to the individual,
Signature of Empiayer or Authorized Representative Today's Date (mm/dedyyyy) Name of Employer or Authorized Representative

Form I-9 071717 N Page2of3
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employer solutions staffing group..
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 electi will be paid er Check.
Employee Name SSN# (1ast 4 digits) Effective Date
S 3 and § below) Notgbbmbepwummmyuhwmnmmmﬂwu
Payroll Debit Card (Please complete Seotions 4 and $ below) Paper Check (Please completo Seotion § below)
[J Update Bank Accopnt T understand and acknowledge that if I do not provide a
Bank Name: voided check with this direet deposit form, I am
responsible for any delays in payroll or extra costs
Routing# incurred if the account number that I provide is incorrect.
Account#

Initial Date

Account Type: ElCheckingDSavings Clother _______

To help us avoid making an error, pleaseattachacopyofavoidedcheck. (2 deposit alip will not work)
lfyouchangebanks,donotclnseyowoldbankamumuun’lynmdiractdcposithasmmdatﬂun:wbmk,wlﬁdnmaytathaypeﬁods.

Federal law requires all ﬁnmddmsﬁmﬁommobmm,vwﬂy.mdmmhﬁmaﬁonmﬁmﬂﬁumhpmmwhoopmsmmm 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, RSSG will provide the necessary information and issye You a Payroll Debit
to pay your wages, Foryomprotecﬁon,theﬁnancialinsﬂtuﬁonmay askyontnpmvidetlmmaddiﬁonal identification info

Exceptforﬂ:emuﬂngandaecmunnumber, ESSGdoesnothaveaccesstoanyinﬁmnaﬁonngm'dm

Onyourﬁrstpayday.youwiﬂ mcelveyournewl’ayrollDebitCard,andapacketconmnhgallofthetarmsand
then sign acknowledging that you received the Payroll DebitCaxdandpacket. Your Payroll Debit Card will be reloaded
wages,

rmation so they can
verify your identity,
arding your Payroll Debit Card account or

CARDHOLDER INFORMATION (88 you want your Payroll Debit Card to be issued)
Ml ’

First Name Last Name Dats of Birth
\‘< Street Address (PO BOX NOT ACCEPTABLE) Social Security#
WS State Zip T Cell Phons (mobils)

oL GOSN 0 RN O

1 authorize ESSG tp directly depost my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into Iny 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:




Form W-4 (2017) G §1 O30 eI Ros  Norwmge oo youters s ege st o

Baslo instructions. if you aren't exempt, com m!dngeslhnstsdm:mummm
Purpose. Complste Farm W4 so that your e Persanal Allowanes Workoheat beiow. Tee” VO Ty O g o Inciicala, Otrerwiss,
employer can withhold the correot federal income workshests on page 2 further adjust your you may owe mm%mfu Should
tax from your pay. Consider completing a new Form withholding allowances based on ltemizsd acust mf‘ nnFonnW-4°rw-4y°l¥
mwﬁandwhanyowpm or financial deductions, certaln credits, ustments to income, your ding S
situation e, or two-eamers/muftiple jobs ons, mne;mm or ol;mlﬁple Jg:aén IL ﬂl}lgva atha

n from withholding. If you are exempt, Complete all workshests that . However, you fmore

eompmonlynnan.z.s.d,m!gmd ﬂ{’; mayclaimfawar(urma!lowa:gg.yhrmul&w m“ “my"ﬁg’%" onelgrm
form to valldate it. Your jon for 201 eﬁl;;s wagas.wmmldlrmmualbebanedonaﬂwmm W4%mldlngusuawm%wamm
m&s@mn 08, Tax Withhol ,y)oudakneéd;ndmaynmbeaﬂatmountor

on can olalm you as g dependand m orE rorEs grally, Vou can clalim head thers
! Br tax retum, 't olaim exemption of household status on your tax retum if
T e BT RR T Nt 308 S8 st s, s
an
example, interast end dvideng). - Wﬂl'@hpaqwlﬁvm e and yau Nanresident Allens, bafore complsting this forn,

&01, ard Deduction, and Check withholding, After your Form W-4 takes
mmm pi] #%,?zntg&‘gh Flling Informetion, far nfarmetion. offect, use Pup. 508 0 80 how the amount u are
fol

A dependsnt, if the employee; ‘Tax credils, You an take projeoted tax credits into Jeoted

o your
a0co numb: r 2017, See Pub, apenlglbygm ur eamings
* s age 85 or older, Winnoing Slona o slowzble chidor dependent  X00ad! $130,000 {Single or 81 loob (Vi)

o ia biind, or care expenses and the child tax credit may be olaimad Fumdevalopmanh.lmnnaﬂnnabnmanyﬂnum
the Parsanal Allowances Workshest below. developments affesting Farm W-4 (such as

* Will olaim adjustments to income; tax credits; or See mhrlnbmuuoncgnam:vaquroﬂmr hghﬂmuahm%mmmbepm

retum, owances, WWW.

ftemized daductions, on his or her tax credits into withholding all at irs.goviwd.
_ Personal Allowances Workshest (Keep for your records.,)

A Enter"1"foryomselflfnooneebecanclalmyouasadepandent © 0 © 0000090000006 0 o /Y

» You're single and have only one job; or
B  Enter®1”if { ® You're manried, have only one job, and your spouse doesn’t work; or ]

* Your wages from a second job OF your spouse's wages (or the total of bath) are $1,500 or jess,
Enter “1” for your spouse. But, you may chooss to enter “-0-* if you are married and have either aworking spouss or more
than one job. (Entering *-0-° may help you avold having too Mtletaxwithheid) . . . . ., ., . . . . 5 0 o o
Enter number of dependents (other than your spouse or yourself) you will clalm on your tax retum . . . . o o 0 o
Enter *1" if you will file as head of household on your tax returmn (see conditions under Head of household above) . .
Enter “1” if you have at least $2,000 of ghild or depandent care expenses for which youplantoclaimacredit . . .
(Note: Do not include child support payments. See Pub, 603, Child and Dependent Care Expenses, for detalls.)
Child Tax Credit (inciuding adcditional child tax credit). Sea Pub, 872, Child Tax Credk, for more information,

® if your total income will be less than $70,000 ($100,000 it married), enter “2" for each eligible child; then lass “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 $118,000 if manied), enter “1” for each efigible child,. @
Add lines A through G and enter total here. {Note: This may be diffsrent from the number of exsmptions you claim on your tax retum.) » H

. lfdyuu lan to itemize or olalm adjustments to Income and want to raduce your withhoiding, see the Deductions
For accuracy, an ustments Workshest on page 2,

complete all * if you are single and have mare than one job or are married and you and your spouse hoth work and the combined
worksheets earnln?s from all jobs exceed $50,000 ($20,000 if maried), ses the Two-Earners/Multiple Jobs Worksheet on page 2
that apply. 1o avoid having too iittle tax withheld.

® if neither of the above situations applies, stop here and enter the number from line H on line § of Form W-4 below.

Separate here and give Form W-4 to your employer. Keep the top part for your records.
. W"'4 Employee’s Withholding Allowance Certiflcate

OMB No. 1545-0074
Department of the Treasury » Whether you are entitied to olaim a certain number of allowances or exemption from withhelding is 2 @ 1 7
Intemal Revenue Servics subjectto review by the IRS. Your employar may be required to send a copy of this form to tha IRS,

1 Your first name and midde Initial Last name Hsit 2 Your soclai security number
Tah Naw na 161762620

Home address (number and street or rural route) 3 [® singie (X Maried O3 Maried, but withord st higher Single rate.
195 Edmund Ave West Note: It manied, but legally separated, or spouse s  nonvesiiant alen, chick the "Singls® box.
City or town, state, and 2IP code 4 Uyourlast nama differs from that shown on your social security card,
Saint Paul, MN 55103 check hers. You must call 1-800-772-1218 for a replacement card.
§  Total number of allowancss you are claiming (from line H above or from the applicable workshest on page 2) 51
6  Additional amount, if any, you want withheld from each paycheck 3 © o0 o ol Leld o R
7 |claim exemption from withholding for 2017, and I certify that | meet both of the following conditions for exemption. | = 1[ i
* Last year | had a right to a refund of all federal Income tax withheld because | had no tax liabliity, and Sy
* This year | expect a refund of all federal Income tax withheld bacause | expect to have no tax llability. PhL ke
f you meet both conditions, write “Exempt” here. . . . . . . . EETETRrRErN 3 k|
Under penalties of perjury, | deciare that | have examined this certjﬂeata and, to the best of my knowiedge and belief, it is true, correot, and complste,
Eﬂ_lr:l'glg“e}‘e]': :Lgtmnless yousignit) »  TehNswHNsi{Dec3,2017) pate» Decl,2017
8  Employer's name and address (Employer: Complste lines 8 and 10 only if sending to the IRS.) | 8 Offige code (optional} | 10 Employer identification number (EIN)

mTmo (1]
TmOO

b=

.

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



————Former-Name{s}and Dates tsed:

EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Tah Naw Hsit
(First) (Middle) (Last)

Employee Name:

Current Address Since: 195 Edmund Ave West Saint Paul, MN 55103
(Mo/¥r) (Street) (City) (State/Zip)
Previous Address From:
{(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:
(Mo/Yr) (Street) (City) (State/Zip)
Social Security Number: 161762620 pog;_01/01/1990
Phone Number: 7635016771

Driver’s License Number/State:

The information contained in this application is correct to the best of my knowledge.

| hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. 1 understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency In any or all federal, state, county jurisdictions; driving
records, hirth records, and any other public records.

i further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth,

Signature:  Slbl Date: PEC1,2017

Notice to CA, MIN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.

1 wish to receive a copy of any Background Check Report on me that is requested.



Para informacitn en espailol, visite www.consumerfinance.gov/learnmare o escribe o la Consumer Financial Protection Bureay, 1700 G Street N.W., Washington,

DC 20552,
. A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT
The federal Fair Credit Reparting Act (FCRA) promotes the accuracy, fairness, and privacy of information In the files of consumer reporting agencies. There are many

types of consumer reporting agencles, including credit bureaus and specialty agancles (such as agencies that sell information about check writing historles, medical
records, and rental history records). Here 15 a summary of your major rights under the FCRA. For mare Information, Induding information about addhlonal rights, go
to or write to: Consumer Financial Protection Bureau, 1700 G Street N.W., Washington, DC 20552,

e You must be told if information in your file has been used against you. Anyone who uses a credit repart or anather type of consumer report to deny your appli-

cation for credit, insurance, or employment — or to take another adversa action against you -~ must tell you, and must give you the name, address, and phone
number of the agency that provided the information

@ Youhave the right to imow what is In your file. You may request and obtain all the information about you in the files of a consumer reporting agency (your *file
disclosure®). You will be raquired to provide proper identification, which may include your Social Security number. in many cases, the disclosure will be free. You
are entitled to a free fila disclosure if;
© a parsan has taken advarse action against you because of information in your credit report;
® you are the victim of identity theft and place a fraud alert in your file;

o your file contains inaccurate information as a result of fraud;
® you are on public assistance;
® you are unemployed but expect to apply for employment within 60 days.
in addition, all consumers are entitled to one free distlosure every 12 months upon request from each nationwide credit bureau and from nationwide speciaity con-

sumer reporting agencles. Summrﬂmggﬂammfm additional information.

® Youhave the right to ask for a credit score. Credit scores are numerical summaries of your credit-worthiness based on information from credit bursaus. You may
request a credit score from consumer reporting agencies that craste scores or distribute scores used in residential real property loans, but you will have to pay for
it. In some mortgage transactions, you will recelve credit score Information for free from the mortgage lender.

= You hava the right to dispute incomplete or Inaccurate Infarmation, if you identify information in your file that is incomplete or inaccurate, and raport it to the
consumer reporting agency, the agency must investigate unless your dispute Is frivolous. See Wwww.consumerfinance.gov/learnmore for an explanation of dispute
procedures,

© Consumer reporting agencies must correct or delete inaccurate, incomplete, or unverifiable information, Inaccurate, incomplete or unverifiable information
must be removed or corrected, usually within 30 days. However, a consumer reporting agency may continue to report Information it has verified as accurate,

® Consumer reporting agencies may not report outdated negstive information. In most cases, a consumer reporting agency may not report negative information
that Is more than seven years old, or bankruptcies that are more than 10 years old.

= Access to your file is limited. A consumer reporting agency may provide information about you only to peaple with a valid need — usually to consider an applica-
tion with a creditor, insurer, employer, landlord, or other business. The FCRA specifies those with a valid need for access.

@ Youmust give your consent for raports to be provided to employers. A consumer reporting agency may not give out information aboyt you to your empioyer, or
a potential employer, without your written consant given to the employer. Written consent generally is not required in the trucking industry. For more infor-

mation, go to www.consumerfinance.gov/learnmore,

e Youmay limit “prescreened” offers of credit and Insurance you get based on information In your credit report, Unsolicited “prascreened” offers for credit and
Insurance must include a toll-free phone number you can call if you choose to remove your name and address from the lists these offers are based on. You may
opt-out with the nationwide credit bureaus at 1-888-567-8688.

* Youmay seek damages from violators, if a consumer reporting agency, or, in some cases, a user of consumer reports or a furnisher of information to a consumer
reporting agency violates the FCRA, you may be able to sue in state or federal court.

e Identity theft victims and active duty military personnel have additional rights. For more Information, visit Wwww.consumerfinance.gov/learnmore,
States may enforce the FCRA, and many states have thelr own cansumer reporting laws. In some cuses, you may have more rights under state law. For more infor-

mation, contact your stute or locol consumer protection agency ar your state Attorney General. For information about your federul rights, contact:
TYPE OF S8USINESS:

CONTACT:
1.a. Banks, savings associations, and credit unions with total assets of over a, Bureau of Consumer Financial Protection
$10 billion and their affiliates. 1700 G Strest NW

Washington, DC 20552

b, Such affiliates that are not banks, savings associations, or credit unions also | h. Federal Trade Commission: Consumer Response Center — FCRA
should list, in addition to the Bureau; Washington, DC 20580

{877) 382-4357

2, To the extent not Included in item 1 above:
a. Natlonal banks, federal savings associations, and federal branches andfed- ) a, Office of the Comptroller of the Currency
eral agencies of forelgn banks Customer Assistance Group

1301 McKinney Street, Suite 3450

Houston, TX 77010-9050

b. State member banks, branches and agencies of foreign banks (other than b, Federal Reserve Consumer Help Center
federal branches, federal agencles, and Insured state branches of foreign P.0. Box 1200

banks), commercial lending companies owned or controlled by foreign banks, | Minneapolis, MN 55480

and organizations operating under section 25 or 25A of the Federal Reserve

ACt .

¢. Nonmember Insured Banks, Insured State 8ranches of Foreign Banks, and ¢. FDIC Consumer Response Center
Insured state savings associations 1100 Walnut Street, Box #11
Kansas City, MO 64106

d. Federal Cradit Unlons d. National Credit Unlon Administration




EMERGENCY CONTACT INFORMATION

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

Employee Name: Tah Naw Hsit
Address: 195 Edmund Ave West Saint Paul, MN 55103

7635016771

Home Phone:

Contact .I | B e Phone:
Name: Jasapena Noh Cell Phone: 6513131086
Relationship: 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.



employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

Tah Naw Hsit (Dec 1, 2017)

Employee Signature

Employer Solutions Staffing Group LLC, Representative



employer soions staffing groupuc
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work,
Report to work and perform physically sultable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

I have read my responsibilities and agree to abide by these guidelines.

Signed: ___ % Nashstwecranim
Printed Name: Tah Naw Hsit
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Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck Is lost (missing, misplaced, destroyad, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Tah Naw Hsit

\/

Signature/Firma; 7 nawtn pee, 2001
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ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSG’s duty to:

(1) Ensure that its clients provide you with a workplace free from serious

recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify

and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(8) Make sure employees have and use safe tools and equipment,
(4) Establish or update operating procedures and communicate them so that

employees follow safety and health requirements.

(6) Provide safety training in a language and vocabulary workers can

understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

Responsibility to work in compliance with OSHA laws and regulations
Responsibility to use personal protective equipment and clothing as directed
by the host employer

Responsibility to report workplace hazards and dangers

Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

Right to refuse unsafe work

Right to know or be informed about actual and potential dangers in the
workplace

Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.
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 Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

* Right to gain access to relevant personal exposure and medical records.

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.
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Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters,

Employee Name (Please Print)
Tah Naw Hsit

Employee’s Signature:

Teh Naw ¥isit (Dex 1, 2017) Date: Dec 1,2017




o 3090 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1600
M‘mgu?’m" )WomaﬂnnahoMFomB&ﬁDandRseapamtehshwﬁonshatwvam.gwlhmaam

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Yourname Tah Naw Hsit Social security number> 761762620

Street address whereyou live 195 Edmund Ave West

City or town, state, and ZIP code Saint Paul, MN 55103

County

Telephone number 7635016771

If you are under age 40, enter your date of birth (monith, day, year) 01/01/1990

1 Check hers if you received a conditional certification from the state workforce agency (SWA) or a participating local agency

for the work opportunity credit.

2 Check hers if any of the following stetements apply to you.

-

-y

* | am a member of a family that has received asslstance from Temporary Assistance for Needy Famllies {TANF) for any 9
months during the past 18 months.

* | am a veteran and a member of a famlly that received Supplemental Nutrition Asslstance Program (SNAP) bensfits (food
stamps) for at least a 3-month period during the past 15 months,

© | was referred here by a rehabilitation agency approved by the state, an employment network under the Tickst to Work
program, or the Department of Veterans Affairs.

* | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP benefits (fond stamps) for at least 8 of the past § months, but Is no longer eligible to receive them.

* During the past yesr, | was convicted of a felony or released from prison for a felony.

* | recelved supplemental security income (S81) benefits for any month ending during the past 60 days.

® | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year,

m] Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6§ months during the past

year.

m] Check here if you are a veteran entitled to compensation for a service-connected disability and you were dlscharged or

released from active duty in the U.S. Armed Forces during the past year.

Eﬂ] Check here If you are a veteran entitled to compensation for a service-connected disabllity and you were unemployed for a

period or periods totaling at least 8 months during the past year.

I&I Check here if you are a member of a family that:

* Received TANF payments for at least the past 18 months; or
» Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

* Stopped beling eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

[ﬂl Check here if you are In a period of unempioyment that is at least 27 consecutive weeks and for all or part of that period

you received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | deslare that | gave the above information to the employer on ar before the day | was offered ajoh, and itIs, 1o the best of my knowledge, true,
corract, and complete,

U/

Job applicant's Signature P  TahNawHsit (Dec 1, 2017) Date Dec1,2017

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)
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. Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE RETT.

Spaciatininlis

EMPLOYER SECTION:

Client: Company:

Location: Position: Starting Wage: $
EMPLOYEE SECTION:

First Name: Last Name: Suffixs Street Address: City/State: Zip:

—|Tah Naw Hsit 195 EdmundAve West Saint,Paul; MN 55103
8S#: Date of Birth: Age: Have you worked for | If yes, location:
61 this company before?
{ 762§20 01/01/1990 Yes[ ] No[]
Please complete all questions, and sign and date the form. Yes No
1. Have yon or has anyone living with you received Temporary Assistance to Needy Families (TANF) @ a

at any time since Angust 5, 19972 (if yes, please provide information below.)
Name of the person receiving benefits: ___ Relationshiptoyou: ____
City: State:

2, Have you or has anyone living with you received Food Stamps (SNAF) at any time during the past 15 months? d (II
(If yes, pleass provide infbrmation below.)
Name of the person receiving benefits: ____ Relationship to you; :
City: County: State:

3. Have yon received Supplemental Security Income (SS) at any time within the past 3 months? CI Q
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*If you chacked yes please provide a copy of your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? a Q
If yes, please indicate which type of worked with and provide their location information below:
D Vocational Rehabilitation Agency E Dept. of Veterans Affairs Employment Network (Ticket to Work Program)
Name of Aganoy: ____ Phone#: __
City: County: State:
*If you checked yes please provide a capy of your active Individual Work Plan and Ticket to Work documentation.

o
0]

5. Are yon a Veteran of the U.S. Military? *If yes, please provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below. Ifno, please continue to question #6.)

Dates of Service -~ From:

Branch of Service:

Are you entitled to or are you receiving compensation for a service-connected disability?
6. Have you been unemployed at any time during the last 12 months?

If yes, dates of unemployment ~ From: To:

Did you receive unemployment compensation at any point during your unemployment?

If yes, in which state did you receive unemployment compensation? =

To:

D O 0
Ql p PR

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date; Release Date:

Was this a [0} Federat or El Stato conviotion? I£state - Conaty: ____ State:

T L D, &
IEC (Native American): Are you or your spouse a member of a Native American Tribe? O] d
{fyou checked yes please pravide a capy of your CDIB card, —

CA Residents: |1} Are you the child of foster parents? [T]] Do you receive CalWorks? Il Workforce Investment Aot?
EﬂAreyou a migrant or seasonal farm worker? D Have you ever besn convicted of a misdemeanor?
8C Residents: [[] Do you recsive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perfury, 1 declare the information above to be true and accurate to the best af my knowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: M Date: Decl,2017

TINNEWTRT{OR L AT




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by new hi only,

DLOVETS OF cons: LI 4 Ag Y 1S 0 500 1150

separately, with ETA o 9061 (or F 906) for each cecation request filed for the new target
group.

Under penalties of perjury, I declare that this information is true and correct to the best of my
knowledge.

New Hire’s Signature; _5shtawtuipecs,20m Date Pecl,2017

New Hire Name; ___Tah Naw Hsit

Social Security Number: 761762620

Employer Name:

Please check the statements below if they apply to you.

I declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period I received unemployment
compensation.

O 1 declare that | have beenin a period of unemployment since

(Enter start date)

Privacy Act Notice;

The Intemal Revenue Code of 1886, Section 51, 2s amended and s enaciing legistation, P.L. 104-188, specify that the State Workforce Agencies are the
"designated® agencies responstble for administering the WOTC cerfification procedures of this program. The Information you have provided completing this
fom will be disclosed by your employer to the Stete Workforce Agency. Provision of this information I voluntary; however the information is required fo
determine your employer's efigibility for the federal tex cradit,

Pubiic Burden Statement:

Persons are not required o respond to this collection of Information unfess ft displays a currently valid OM B control number. Respondents’ abiigation to
complete this form is required o abtain or retein benefits (P.L. 111-5). Public reporiing burden 1s esfimeted to average 10 minutes per response, including the
Time for reviewing Instructions, searching existing data sources, gathering and meintaining the data needed, and complafing and reviewing the colleciion of
information. Send comments regarding this burden esfmata to the U.S, Department of Lebor, Division of Nafional Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completad forms to this address,

117-

ETA Form 9175 (Rev. November 2016)
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Acknowiedgement of Receipt Antiharassment Policy

— IcerifythatThave received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it Is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment Including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)

e 211 17

22




RECEIPT OF EMPLOYEE HANDEDOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditlons of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand

TSRS . et lLies v

Handbook. '
I also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter

the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related

decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

I understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

pate_Ip | | ’ E

EMPLOYEE 7 — '

NAME \ﬁl\ Naw  Hsqo
SE PRINT

EMPLOYEE ﬁ

SIGNATURE &

ESSG
REPRESENTATIVE

23



ﬁ ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concemns

during my orientation. Additionally, | understand and support the following:

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. lagree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

4. | am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: ?a\ f ' / Iz~
Associate's Signature: < ;M )
Associate's Printed Name: _M‘H%‘f-’g

Orientation provided by:

24
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employer solutions staffing grc.)upuc

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Jjob assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact ESSG within §
calendar days once an assignment ends. | also acknowledge that | have received

a separate copy of this form. (Initial)
(e )1 [ 17
Emb‘leykg_s_i‘g\lature‘.’ i Date; ]
Heta

Employee (please print your name here)

CMG_SM - Rev. 09.2013
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: D ESNG
Leveraging Resourzes in a Changing Market s, — = . . .
N“-h.“-l\hh—'v_w- & ey L) TT Wi

Enhanced MEC Plan_Plan 1 Benefit Plan Adinistrators, fnc.
Benefits Enroliment Form I New [J Rebire RehlreDate\

Name (First and Last) Soclal Security Number
- e Zp Code T e
Gender LI Male | Marital Status [J Single | Date of Birth Date of Hire
[ Female | [ Married [J Divorced
Phone Number: Emall Address:

Please Select Desired Coverage:
Employee Only - ,: Employee+Spouse - l: Employee-l-Child(ren) - l: Family -

$24.00/Week $38.00/Weel_( _ ~ $36.00/Week $63.00/Week
HARDNSE R e L TR F e T T e Ll e
Social Security # Birth Date | Sex Relationship
e 0 Male DOlSpouse [0 chua
o LastNams [ Femate Domestic Partner
. el i b 1 ) Loy (a4 L v . 3 :
Sooial Security # BirthDate | Sex Relationship
Eea— 0 Male [1Spouse [ Child
I ! A Last Name ] Femate [0 Domestic Partner
e U ey, Al R T o Ce ey T Y
Social Security # BirthDate | Sex Relation !hjp
Pt Nars— — Wi et Nams— O Maie 5 O chid
° E ° L] Female T Domestic Partner
NAME OF PERSONGOVERBDMRBT. LAST):
EFF. DATE
EFF, DATE
EFF. DATE
Employee Acknowladgement and Authorization - hereby apply for the owledge that all entries ars true and compiete and that
any misstatements or faj)

rme and my dependent(s), if any, from the original
elected,

UST SIGN HERE |
o (A - 130 13

EMPLOYEES DECLIVING ?é am DECLINING coverage

| understand that ) and/or my dependents, if any, walve any coverage and desire to participate In the Plan at a later date. lwe may be considered a late enroliee and
must meet the requirements defined In the Certificate of Covarags for the company's medical or dental plana. if] decilne enroliment for myself or my dependents
(including my 8pouss) becausa of other saverage, | may, in future he able to anroll myssif or my dapmdm I ‘

days after the other covarage ends. in addition, it a new depsndant relationship forms as a resuit of marriage, birth, adaption, placement for adoption of parting suit
ot adoption, | may be able to enroli myseif or my dapancient, provided | request enroliment within 31 days of the avent.

IF DECLINING- YO ST SIGN HERE

Foe e DS A
N #

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 56344-0958
Phone: 952-767-8519 Fax: 862-767-8515
Emall; Health@employersoluﬁonsgruup.com




xxeq wnaemnity Medical Benefits_Plan 2

* VS| 219301ESG1  orFicEuse onLy LOCATON " Rehire Da'ce__/__/;___:T
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18,

PRINT USING BLACK or BLUE INK (Miust Be Filled Out)
Name

S : ] -
e L i ME

- Wle e gay . f-.- - o
Address Apt. #
% — — e T ——— o ey
——cw State ' Zip Datel of Birth
| ' /

DY&BD No. If Yes, please continue.
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

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

Name of Covered Person (s): |

3.

e

- 1 . s - " . 1
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.
SHLECT COVERAGE LEVEL FPCHDINDEMNITY |\ AL VISION TERMLUFE | SHORTTERM
' EmployeeOnly [ | = s20.25 {R %697 Jil  sasa B s0e0 | sa20 el
Employee +1 [] $41.10 $12.34 $4.92 $0.90
- Employss +Famiy [ ssess | s YV e
NétoALL Benefits M DYes DNO | DYes DNO DYes DNo DYes DINO DYes DNOI

' 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.

rmamens _..-..-....-...-........_-.....-......——-.....—.—.......——._.....__..—..-—-_—...--—.......

For Term Life / Accidentai Death & Dismemberment, please write in your beneficiary information, Accidental Death &
Dismemberment is part of the Term Life Benefit,

Name wo... . Relationship

D. REQUIRED DEPENDENT INEFORMATION
Name ‘ Social Security # : Date of Birth | Sex

lRelationship |
/0 IMllE] L Spouse [ ] child [ Domestic Partner

Name Social Security #  Date of Birth | Sex - Relationship
e e TR N O @DSPouseDCh"dDDomeﬂ'cPaﬂner
Name Social Security # - Date of Birth [Sex -Relationship
e e e ol S ] L1 Spouse [] chitd [] bomestic Partner
Name Social Security # ' Date of Birth Sex Relationship

L1 @__..'DSPOUSE,DCh"dDDomesﬁcF%rtne.r.

limitations. | understand that obén enrollment is only available for
2 limited time and | understand that making no benefit selection is a declination of coverage.

a"ﬁ“iﬂhﬂifgiéﬁléﬁgﬁff EVEN IF YOU DECLINE COVERAGE -
I'have read the benefit packet and understand its

e

owe 2~/ , |9 D> SIGNATURE

This is an Fssential StaffCARE Enrollment Form.



