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Name:  First &QA Middle JO%@L\M“_M—L, ,
Address éz < ( :‘m ANL o~ Home telephone; é 7 «Q-G’S_ZSQ
)4 éhg state JYL/ 21 SSbL/’L Cellular telephone: 7/

Date of Birth: } ~2~- / ?é"’ Social Security Number: 7& -8{ - %

City State Zip

P40 00sovesvrane sernsensranarsetInnnsene P00000 000000000000 000 000000 0erassrenssren 098000020 008000005000 040 0ae sasnraren 900900000000 000 200000 0000000

2 Street Dates: From To
City State Zip

3 Street Dates: From To
City, State Zip

State | l AZ Number é Ea é@ a(j ""7’?1 Expiration Date /_' 7"'Z ?

State Number Expiration Date
State

Number Expiration Date

ﬂoé Q% éaa "y _LQL ﬁ%ﬁmﬁﬁ
All Accidents, last 3 vears: (If none, write NONE)

Date _Q&#Lbucﬂbe L acé Vs éb é ’e rj Fatalities N g Ué—- Injnries /L]Of{j t}
Date Describe M’L e o ﬁ’V‘y

_ Fatalities Injuries
Date Describe 7‘7'(/5-14( ¥ /72'/

/-lT‘atallﬁes Injuries




(If none, write NONE) .

Date MViolaﬁo ) £ @ StateMCommerdalVehlde@m
Date_“ Z( Violation CrZaSSa‘nJ Lo b hn smte_ﬂ@zc.mmmmvmm'x@

ISt al} Irath DIRtiong RALS

Date Violation State Commercial Vehicle: Yes/Nq
Date Violation State Commercial Vehicle; Yes/No
Date Violation State Commercial Vehicle; Yes/No
Date Violation State Commercial Vehicle: Yes/No
Date Violation : State Commercial Vehicle: Yes/No
Date Violation n — State Commercial Vehicle: Yes/No

Have yon ever had any driver license denied, suspended, revoked or canceled by any issuing state agency?
Clyes a/m

If yes; state of issuance; explanation:

B! (If owner/operator, list carmiers leased to)

1) Employer: L) Dates: L A/to
Address; M&- \4 Snpcrvisor.
City, State, Zip code: %9‘-‘4 MM Telephone: 4/£ 2 %o jZa 22,

Were you subject to the Federal Motor Carrier Safety Regulations during this period? BEva CInNe
CINe

Were you subject to 49 CFR part 40 controlled snbstance and alcohol testing during this period? [ZVes

Reason for Leaving: 2
AD o

Seas0ceetrrrrrerestanttttatrecnrestnenes 090 000000000000 00000000000t n0scncnces P9e 000 0rnacaess s e ssrntse ate poe SRt essecssrteertrscetttncsrans cevessess

2) Employer; / Dates: g Q;g 5 to 2 6!,;
Address: MJ‘AM ‘A r\ Supervisor: Qﬁ%.;‘ Cg » k__ Ej&}h& 37'( 2;_5
City, State, Zip code; "‘S}‘ 9 A 2 ié " MnnJ ﬂy ’l‘;selephone: e /X5 3%@

Were you subject to the Federal Motor Carrier Safety Regulations during this period? A¥es Ono

Were yon subject to 49 CFR part 40 controlled substance and aleohol testing during this period? .Elves [JNo

Reason for Leaving; * . &, /L'JC_.,g‘ J S sé S A_

Gsecsestscrrtrassesrnnerivenrnine heddda Al i d LR LI LT S Ge000s0 000 00000000000t 00ctsntrteene e So00esasesestetrcntsetttntntirterans LIS

ravisi O8ua 3



7) Employer: _ Dates: to

Address: .. . Supervisor:
City, State, Zip code: —_ Telephone:
Were you subject to the Federal Motor Carrier Safety Regulations during this period? [ves CONo

Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? [JYes )
Reason for Leaving:

For driver applicants of commercial motor vehicles that require a Commercial
Driver License (CDL) the applicant must disclose their controlled substance and
alcohol status per the requirements of 49 CFR part 40.25().

prospective employer receives the requested safety performance history information, Ifthe driver has not arranged to pick up
or recsive the requested records within thirty (30) days of the prospective employer making them available, the prospective
motor carrier may consider the driver to have waived their request to review the records,

Certification
“I certify that this application was completed by me, and that all entries on it and information in it are true
and complete to the best my knowledge.”

lao il /5 /7

pplicant's Signature Date Signed
TO BE CO TED BY THE EMPLOYER;: '

Application received by: Application reviewed for completeness by:
Nlmﬂ Nme
ki — WE THe — e ——————
SIGNIFICANT DATES: _
Dateof Hire:

Time & Date of Pre-Employment CST:
Time & Date of Pre-Employment CST Results Received:
Date First Used In Bafety Sensitive Position:

Date of Termination;

viseo uanm 5



Form W-4 (2016)

The exceptions do not apply to supplemental wages

greater than $1,000,000

Purpose. Complete Form W-4 so that your employer

can withhold the conect federal Incoma tax from you

r workshests on page 2 further adjust your

Basic instructions. If you are not exempt, co

mplete
the Personal Aliowances Warksheet below, Tﬁe

Nonwage income, I

nonwage income, suc

co dermaldngesﬂmatedtaxdﬂi ents using Form
uals, Othe

may owe aciditional tax. If you have pension or annuity

ou have a large amount of
as nterest or dividends,

Tax for In U

- Gonsider completing a new Form W-4 each year withholding allowances based on itemized Ingome, 828 Pub. 505 to find out if you shouid adjust
o when your pergonal or financial situation chagges. deducﬁonsg, certaln credits, adjustments to income, your wiiholding on Form W-4 or WP
or two-samers/multiple Jobs sftuations, Two eamers or multiple Jobs, If you have a
Exemption from withholding, if Jou ara exempt, riin I more one Job, figure th
complete onl*llnes 1,2,8, 4, and 7 and sign the form Gompleto all workshests that apply. However, you Jopicng e of o el B 10 Siam
To validate it. Your exemption for 201g xpires may clalm fewer (or zero) allowances. For raguiar < a"'}g'" ol om?‘myggarg s For
Fabruary 16, 2017. See Pub. 505, Tax Withholding wages, withholding must be based on allowances W4, Your winouwor Ustely wil oy one 400
and Estimated Tax, You clalmed and may nat be a fiat amount o when all allowances e clalmed onthe Fo:ncsvu_4
Note: if another person can claim o¥uu as a dependent Percentage of wages, r the highast Job and zero allowances ars
on his or her tax return, you cann clalm exsmption Head of household, Generally, you can claim head claimed an the others. Sea Pub, 506 for detalls,
from w%holm%l'f‘yom ncome exceeds $1,050 and of housshold flling status on your tax retum oni if Nonresident alien, if onresident ali
Inciudes more than $350 of uneamed Income (for you are unmarried and pay mors than 50 of the & Notio Toanon. Slementel Ponresldant allen,
example, interest and dividends), costs of msﬂng jupa home for yourseif and your al:grucﬂons for Nonesidar: ‘Allens, before,
lons. An amplgree may be able to claim gageg?n S) or other qé‘ﬁn'fﬁggd'%%d&f'& o completing this form, y
Gopendam, i wthholding even ifthe employee is a Fling Inormation, o rfemncard Decidction, an Check your withholding. After your Form W-4 takes
dependent, if the employee: 0y oy o eﬁa?t, uya%u;ub. 503 to see howxﬂ?g amgl?nt you are
* Is age 65 or older, ;’# crecis, Jf;,gﬂ,"abmpm ?osfdv%hm lgltlommnmw:g having withheld comgsaras to your projected tofa) tax
* Is blind, or Credis for ohid or dependnt care expenses g the iy for2 sé_'sseoe&%b. ? i espasﬁlgl[l)y&gnur eamings
tax credit may be claimed using the Personal Allowances exoeed $130,000 (Single) or $180,000 (Married).

* Will claim adjustments to Income; tax credits; or
ftemized deductions, on his or her tax return,

Worksheet below. Ses Pub. 505 for information on

Pers

Future devel

cords.)

opments. Information

A Enter “1” for yourself if no one eise can claim you as a dependent .

B Enter*1”if: {

* You are single and have only one job; or
* You are married, have oni

y one Job, and your spouse does not work; or J o o o [I
¢ Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less,

about any futurs
developments affa Form W-4 {such as législai
converting your other eredits Into withholding allowances, £ :va opme; L mtiﬁng l%"v'}ll " {su dl:‘ egislation o,
onal Allowances Worksheet (Keep for your re:

A

bl

C  Enter “1” for your Spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering =-0-* may help you avoid having too Jittle tax withheld.) - o o 5 o 5 o o

mTmo

Enter number of dependents (other than your spouse or yourse
Enter *17 if you will file as head of household on your tax
Enter ®1” if you have at least $2,000 of child or depende

h‘)youwlllclalmonyourtaxremm. 5 9 o o
return (see conditions under Head of household above)
nt care expenses for which you pian to claim a credit

. 503, Child and Dependent Care Expenses,
G  Child Tax Credit (including additional child tax credit). See Pub. 872, Chiid Tax Credit, for more info

Tmoo

1]

for details.)
rmation.

* If your total Income will be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then less *1” i you
have two to four eliglble children or less “2" i you have five or more eligible children.

* If your total income will be between $70,000 an

For accuracy,
complete all
worksheets

that apply. to avol

held.

d $84,000 ($100,000 and $119,000 if married), enter *1*
H AddlinesA through G and enter total here, (Note: This may be different from the number of exemptions

* If you plan to itemize or claim adjustments to income and want to reduce yo
and Adjustments Worksheet on page 2.

* If you are single and have more than one job or are married and you and your spouse both work and the combined
eamln?s from all jobs exceed $50,000 ($20,000 if married), see the Two-EamerdMultiple Jobs Worksheet on page 2
d having too little tax with

® If neither of the above situations applies, stop here and enter the number

foreacheligiblechild . . @

ur withholding, see the Deductions

from line H on line 5 of Form W-4 below.

Form w-4

Separate here and give Form W-4 to your employer. Kesp the top pa

Employee's Withholding

» Whether you are entitied toclaima

rt for your records.

Allowance Certificate

OMB No. 1645-0074

Department of the Treasury certain number of allowanoces or exemption from withholding is 2 @ 1 6
Intemal Revenue Servige subject to review by the IRS. Your empioyer may be required to send a copy of this form to the IRS.
1 Youcrst name and middie Initial 2 Your social security number

e

Tk

2 &€

ome address (number and strest or rural

€€ Crires vore—

route)

3 (4 8ingie [ Marriea L] Married, but withhold at higher Single rate,
Note: If married, but legally separated, Or spouse Is a nonresident aflen, check the “Single” box.

City or town, stats, and ZIp code

4 if your last name differs from that shown on Yyour social security card,

7 |claim exemption from withholding

for 2016, and | certify that | meet both of the foliowin,

If you meet both conditions, write "Exempt” here .

check here, You must cail 1-800-772-1213 fora replacement card, > O
5 Total number of allowances you are claiming (from iine H above or from the applicable workshest on page 2) 5 '
Additional amount, if any, you want withheld from each paycheck o 4 0K jo- B0 S

<

6%

Under penalties of perjury, | declare that | have examined this certificate and, to the best of m

Employee’s signature
(This form Is not valld unless you sign it) »

P a Y,

Date » /f*é/?

8 Employer's name and address (Employer:

Complets lines 8 an%mly if sending to the IRS.)

8 Office code (optional)

10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 102200

Form W-4 (2016)



Employment Eligibility Verification USCIS

Department of Homeland Security oml: ;:'?J;:W
U.S. Cltizenshxp and Immigratlon Services Expires 63,31/2019
P START HERE: Read Instructions carefully before compieting this form. The Instructions must be avallable, either in paper or electronically,
during completion of this form, Employers are ifable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: Itis legal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present

to establish employment authorization and Identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expliration date may also constitute illegal discrimination.,

¢ oy 2@ Intormalion ahd ARieatation (Empiapees st comaters s o Becton 7 ot 19 g later |
 the Rest dey of employment, but hot hek aeuspiing & jok oifer,) : e ot
Last Name (F; ly Name) First Name (Given Name) Mldcililniﬁal Other Last Names Used (if any)
}7 Mz
Address (Stregt Number Name) Apt. Number | City or Town State ZIP Code
€s” Cimepron L ny me YW | STacA
Date of Birth (mm/ddyyyy) | U.S. Social Security Number Employee's E-mall Address Employee's Telephone Number
61707 ) |75kl - [9 &3 5737
I am aware that federal law provides for Imprisonment and/or fines for false statements or use of false documents In
connection with the completion of this form.
| attest, under penalty of perjury, that | am (check one of the following boxes):
1. A citizen of the United States
D 2. A noncitizen national of the United States (See instructions)
[] 3. A lawful permanent resident (Allen Registration Number/USCIS Number):
D 4. An allen authorized to work  until (expiration date, if applicabie, mm/dd/yyyy):
Some allens may write "N/A” in the expiration date field. (Ses Instructions)
Allens authorized to work must provide anly one of the following document numbers to complete Form I-9; Do 32,‘33,‘,’;;::,‘;:‘;";;”
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,
1. Alien Registration Number/USCIS Number:
OR
2. Form [-94 Admission Number:
OR
3. Foreign Passport Number:
Country of Issuance:
Signature of Employee Today's Date (mm/di s ‘
: ] f— e Dele (it o - o017
Preparer andlor Translatar CeTaRRRNIoN (aheaK Giali T e T
1 o un® = pigarer of Al (] A prgerl) aneir ralai() assioe th mpyds In sompleting Rentian 1. :
| (Pleles below must be oompleted et signed when Aters ghddoy ranglalor assist An etlages in gompleting sution 1)
1 attest, under penaity of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.
Slgnature of Preparer or Translator Today's Date {mm/ddyyyy)
Last Name (Family Name) Flrst Name (Given Name}
Address (Street Number and Name) City or Town State ZIP Code

@  swplaver Compleres Nexi puge @B

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
U.S. Citizenship and Immigration Services OMB Noéggllsé‘:)‘;‘g

Y 4

mptmgyezo e heiedact b T o o ggmmm&smae o o
ir sanlative m plots art on R Gays of the empl A
! physios um%mw;admammwa &eWmﬁuga'meh&mmmﬁawwme»mWs

| Last Name {Fan;lly Name) ‘ First Name (Gjven Name) : M. clﬁze;lshlpﬂr;nmlgmﬁon Status‘
Employee Info from Section 1 Huger —BRMM :r Citi2en)
List A OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title Document Title
M C,mg&ugl Drwoes fetewse Sociwl Secwrdy Corp

Issuing Authority Issuing Authority Issuing Authority '

' 2776 oF adn/. DMV.S Social See.un%, ADm wy
Document Number ' | Document Number Document Number

: RSA8 103 (207272 Y90 -86- oYY O
Expiration Date (if any)(mm/ddiyyyy) Expiration Date (if any)(mm/d /) Expiration Date (if any)(mm/ddiyyyy)
01lo2/2019

Document Title |
Issuing Authority Additional Information D?,"N‘j;’,;':,;:;:’?;h”;:;;
Document Number
Expiration Date (i any)mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expliration Date {if any)(mm/dd/lyyyy)

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 he genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work In the United States.

The employee's first day of employment (mm/ddlyyyy): 1 / 19 /zo |7 (See instructions for exemptions)

Slgnature of Employer c:rAuthorized Representative Today's D/ts{ m/ddlyyyy) Title of Employer or Authorized Representative
-ﬁ-—_/ V%/20) 77 YT /’/adﬂ?&@
Last Name of Empioyer or Authorized Representative | First Name of Employer or Authorized Representative Employer's Business or Organization Name
e 2LR  rpaie ¢— EMFPLOYER 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
Sablon & ReveHHegon gd Rahras 17 o b Sullioied enrespiative [ |
Last Name (Family Name) First Name (Given Name) Middie Initial Date (mmv/ddiyyyy)

. ifthe enployea's piévldha’ grant of émgloymént althailza oh has ‘ekpired, provide Tie formation for the dodtifrient or fecalpl fRat astablishes’
eanfinuing employment authorizatian in the spags provided below. : S K A
Document Title Document Number Explration Date (i any) (mnvddyyyy)

| 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 Today's Date {(mm/dd/yyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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EMERGENCY CONTACT INFORMATION

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

Employee Name: | ﬁf @A %‘A—/‘—"

Address:

& ét’Ma /Z;ﬂLf\

Home Phone:

£33 s73 2

Name: Jd_,«\ /;0/{/\ 5"‘6
//Vl(ﬁ vV

Relationship:

vho oguld be vanthcled In vase of s goorgonay |
Contact #1 Home Phone; ég /
Name: ﬁ 3/ 66/4/(7\9 Cell Phone: ch )] 27
Relationship: Work Phone:
é’_r/ 9\/‘ f%«/\d
Contact #2 Home Phone:

Cell Phone: 73& 7/ 6 /

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.




. émployer 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 p; ovide a written election, wages will be paid by pa
SEGEIONTT BANSTE INEOR NEA RO

i TV T —

SEGRION 2 PAN RO [ FCTTON
rect Deposit (Please complete Sections 3 and 5 below) -

|| Payroll Debit Card (Please complete Sections 4 and 5 below)
SECEION 3 DIRECT DLEROST

[0 Update Bank Account

Note: Direct Deposit accourtts may take up to 7 days to be activated s
|| Paper Check (Please complete Section 5 below)

I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs

incurred if the account number that I provide is incorrect,
Account# Mm

hitial /Z~——  pgp S "E€-/D
Account Type: PP Checking [ Savings []Other

- Tohelpusavnidmaldnganmm,ploaseaﬂachacopyofavoidedcheck_ (a depnsitslipwillnntwork)
- Ifyouchmgebmkn,donmdoseyomoldbmkamumunﬁlyomdhectdepos&hassmmdatthenewbank,whichmaytakezpaypmiods.

DEBEE GARD (GEOR CASTTCARD)

& 'ﬁr, B A5 a :

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 pay ,» you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will

then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)
First Name MI Last Name Date of Birth

Strect Address o soxNoT ACCEPTABLE)

Social Securitys#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLIL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #
073972181

I have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
T am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution, I
authorize the financial institution to debit my Payroll Debit Card account Tor the fees described in the fee schedule that is part of the Program terms,

ings, 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 errar to my account(s). " Frmailis required for pay stub information. 6 SBYIZB @
S |

Tl
§ Sgiohe @

*E-mail: .
this information will only be used to send your paystubs electronically
Employee's Signature: i, Date:




A

e LN [F :
employer solutions staffing group. & SNG
Leveruging Recoures in a Changing Marke: employer solutions mmm

SOoUR.
1k 1 S s W e S W e tath ey Mb.gfln ald r B,enam th Mﬂﬂuﬁsﬂa‘oﬁ, .’nc‘
Enhanced MEC Plan_Plan 1
Benefits Enrollment Form 1 \o Empioyes L1 Rehire Rehire Date
Employeellniormation e s,cumy ——
Address City “State Zip Code
Gender LI Male [ Marital Status L] Single | Date of Birth Date of Hire
O Female | O Mamied 5 pivorceq
|Phone Number: Emall Address;
Please Select Desired Coverage:
D Employee Only - D Employee+Spouse - D Employee+Child(ren) - Family -
$24.00/Week $38.00/Week : $36.00/Week $63.00/Week

Social Security # Birth Date | Sex Relationship
~MT, Last Name E r:r::ale & S%“;fmﬂa
Soclal Security # Birth Date | Sex ‘ Relationship
— ML Last Name E, .':":,LZ., Dspémnmln:lesziﬂd Partner
' Tsoca Securiy # o bate | sx Relaﬂonship
[ First Name [T LastName

Other éoverage information including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE

Employea Acknowlatigement and Authorization -1 heraby apply for the group benefit{s) as indlcated, | acknowlad

ge that ail entries are true and gompiete and that
any misstatements or faflure to report information may be used as the basls for canceliation of coverage for me and my dependentys), if any, from the original
affective date. Further, | authorize my employer to make the necessary payroli deduction of premiums for coverages | have elacted,

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature / Date

—
EMPLOYEES DECLINING | am DECLINING coverage
| understand that | and/or my depdnd if any, waive any coverage and desire to participate in the plan at a later date. l/we may be considered a late enrollee and
must meet the requirements defined In the Certificate of Coverage for the company's madiocal or dental p

ns. If | decline enroliment for myself or my dependents
(Including my spouse) because of other covarage, I may, in future be able to enroll myself or my dependents In this Plan, provided I request snroliment 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, I may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature L“/\ Date / = é - 2 () , 7

Epffilofrer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
EdIna, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515
Emall; Health@employersolutionsgroup.com




rixea inaemmity Medical Benefits_Plan 2

/ VS| 219301-ESG-1  |OFFICE USE ONIY LOCATION RehireDate___/__/ _
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
mm USING BLACK or BLUE INK (Must Be Filled Out)

Name : Social Security # Home Phone Sex  [ml[E]
Address | ! Apt. #
City State Zip | Date/ of B/ll"th

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYSSDNO If Yes, please continue
. 3 e,

Medicare Health Insurance Claim Number (HICN) - Medicare Effective Date
e S — e
Name of Covered Person (s): _ |
1. 2. i3
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 Lever FUCHD NDEMNITY | ) VISION TERMLUFE | SHORETERM

| Employee Only [_] s2025 {8  se7 7| seaa & soe0 )| a0 {0
Employee +1 [_] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80

_ NOto AL Benefits [¥es [ANo | [ves Lo | [ves [Ao | [ dves [ANo | [lves o

'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. E

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#j Date of Birth | Sex ‘ Relationship
i
N rie _ /1 MI[E]  [Jspouse [ chid[]omestic Partner
Name Social Security # | Date of Birth Sex Relationship
. i !/ @ [1Spouse [Ichild [ ] Domestic Partner
Name i Social Security # E Date of Birth | Sex Relationship
" vty el /1 |IMI[E]  [Jspouse[]chitd[] Domestic Partner
Name ( Social Security # ' Date of Birth | Sex E Relationship
. Fie /1 | IM[E]  Cspouse [ chid[Jpomestic Partner

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| 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.

oare ) 1€, 8000 T sionarune

This is an Essential StaffCARE Enrollment Form.




