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Employment Eligibility Verification USCIS
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EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

ervioyee Name, (UHIPLES T MINE
aodes:_/A/ KOSEPHE ST YNG9 MI Y245/
Home Phone: ?W‘ 9/5_@" 5?‘8’5 el
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2. Name: _JACOH /7[ 9’@?

Phone (work):
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Mdﬁomlmhmauunyouwnmmmowwuﬁnmﬁmupmdowdimhmmmmm
of an emergency:




v employer solutions staffing group.

STATEMENY OF CONFIDENTIALITY

This agreament made this éﬂ day of _June . 2012, between
Empioyer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and _jdotes  fDE  hereafier referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or tarmination 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 amployer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated

UL e

mployee Signature

Employer Solutions Staffing Group LLC, Representative



DISCLOSURE AND AUTHORIZATION {IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION)

LA AN RNV YNY INVES TR LI

Emhurmmw«imupm:()mmmmmmmwumwmmﬂhmam"dymmmm
agency. Thus, you may be the subject of a "consumer report” and/or an “invettigative consumer report” that miry hackude Infarmartion about your
chavacter, general reputation, personsl characteristics, and/or mode of Mving, and that can involve personal Interviews with scurces, such as your
neighhors, friends, or associates. These reports may contain information tegarding your credit history, criminet history, social security number
mmmmrmqmm,mﬁmdmrmmﬂmmhm,mmmmm Credit
hlmwwﬂomhwmmhlnfumhMmmmmmwmpmmmmhrMywam
applying. You have the right, upon written request made within a ressorsable time, to mquest whether a consume  report has been raquested and
mmpﬂodahmtmu,ﬂdﬂ:dmmufmmlndwdmmmmmﬂmm:mdm report. Please be
mmmmmhnWMMMMmhmdlmmmmmmmmmwmhumw
uanmmmmmmmwmmmwmmmmmmmsmum
Minnespolit, MN 55439. Tel.: BOD-886-4777 or 952-041-9040. Fay- B00-885-0774 or 9525810041 ORANGE TREE EMPLOYMENT SCREENING s
wabsite Ix ot www o ATCRECTECNINN.Com, or another cutside organization. The sape of this notice and authorization Is all-encompassing,
m.dhﬁn;ﬁﬁﬁmuhuhﬁnmmmmupmﬂmmufmwhnndkmﬂnhmnmmnwnnd
mmmhmdmmmmmmmww. Az a resuft, you should carefiylly consider whether o sxercise your
mmuaunmﬂnuﬂmmandmuf:wmwmm

My Yok imcl Nimbvad mppiagosts v avmpliyaet dily- You huve the right in ingpuct nvd recalve & copy of vy bvastigntive o rver raport recuestad by E556 by
CoRtaChing th CONITMAr ragarting agency ilenitiad sows directly. You may S0 CONEACY ESS6 tn reguant thvi ramvr, adicorss and taligihiie rupmbar of the
mmunmmwwnmmmmummsm
Nrwr Yark sppiaimts ov mmplnynns sy mmmmummum-mwnwwmﬂnmmw
mauasted, Wbbrraad of the: rvmek s sddrens of thee cowsumay reparting sgency tht Aanished H repan. Sy sigring barlow, you alis scknnwiedgs racaiph of
Artich 2%-A of tha Mew Yark Cavtaction Law.
_#nmﬁmwm“memmnMu“mmmmmm
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il
Winihinging Sty sppltenis or arapleges dniy You sian v th right o renuest from tha consumar mpnrting agincy 2 wittan swirwyoiry of your rights st
il undar tet Wisiington Falr Credit Maporting Act.

ACKNOWLEDGMENT AND AUTHORIZATION

i acknowladge recalpt of the DISCLOSURE REGARDING BACKGROLND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and tiertify that | have read and understand hoth of thess documents. | hereby authorize the obtaining of "consumer reports®

thlsnnd,lmmnmmmlwwﬂﬂmummm.mm.MMMM,lnltlmtbn.lﬂmnlm
uﬂnrﬂty(pubu:nrprlute),mhmutbnmmhuruu,mm,wmuumnmpﬂvmfunhhmmmmndmhmﬂmm-d
by Orange Tree Employmen©t Screening, 7275 Otwns Lane, Minneapolis, MN 55439, Ted.: 800-898 4777 or 952-541-9040. Fax; BOO-885-0774 or
952-941-0041, mmwmummtuwﬂmammwnmnmm
behalf of the company, and/ar the company tuelf. Iagree that a facsimile (“fax"), slectronic or photographic copy of this Authorization shall be

a5 valid as the original.

Muw Vork Mtibuturts oy snmiivates andy: By tigning bukow, you sko scinwiadge rreeeiot of AICE T34 of G e Vork Corraciiin Lo
Piakde Chack thin haowt you would ke to recsive 5 copy of & Conmumer report if ore i obtsined by ESSG.

L] tuaser bk amall agddvam: 2}

[ r—— Sy slgning biicm, you siso acknowiedge receipt of the NOTICE REGARDING RAZKEROLUND INVESTIGATION PURSLANT 10
CALIPORMIA LAW, Mmmmnmmﬂlhhmnmﬂmhmmmw conslnil Crint raport st no chivge i one s
mwmmmhuamummammmummmn

MMMWI Il
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A Surmmary of Your Rights Under the Fair Credit Reporting Act

The federal Fair Credit Reparting Act (FCRA) promotes the accuracy, fairmess, and privacy of information in the files
of consumer reporting agencies. There are many types of consumer reporting agencies, including credit bureaus
and specisity agencies (such as agencies that sell information about check writing histories, medical records, and
rental history records). Here is a summary of your major rights under the FCRA. For more information, including
mmmrklﬂ:,.ph P CO N T NG P TS

Finenclal Protaction Buresu, 1700 G Strowt M.W., Washington, DC 20852,
= Your must be told if information in your fils has been used against yau. Anyone who uses a credit report or

another type of consumer report to deny your application for credit, insurance, or employment — or to take

another adverse action against you — must tell you, and must give you the name, address, and phone number of

the agency that provided the information.
nVuummmnhﬂmnhmﬂmYuumavmquestnﬁomlnallmemurmﬂnnaboutvm in the

files of a consumer reporting agency (your “fite disdosure®). You will be required to provide proper identification,
which may include your Social Security number. in many cases, the disclosure will be free. You are sntitled to a

free file disclosure if:

nammmmmmmheﬂmdlnhmaﬂmmmrmw

* you are the victim of identity theft and place a fraud alert in your file;

» your file contalns insccurate information as a result of frayd;

« you are on public assistance:

* you are unemployed but expect to apply for employment within 60 days.
Inuldltlm.ﬂlcm:ummmmtlﬂedtomﬁudsdmmmwummmsmnrnquutﬁumnd\mtlunwlde
mdlthumandﬁmmﬂomldespedmymmnmmmm
pww codumerinance gov/iearnmore for additional information.

» hava the right to ask for & credit score. Credit scores are numerical summarias of your credit-werthiness

based on information from credit bureaus. You may request a credit score from consumer reporting agencies that
MMMMMMmmdlnrﬁﬂmﬂalmdmﬂylmeuwmmmpayforlt. in some
mortgage frangactions, you will reckive credit score information for free from the mortgage lender.

* You have the right to disputs incomplets or insccurate information. if you identiy information In your file that
Isinmnpleteurhamrnﬂ,ammumﬂlemmmmpmﬁngmw,ﬂlewmlmuﬂpmunm

yvour dispute i frivolous. See www consumerfingnce gov/learnmore for an explanation of dispute procedures.
-mmmmmummwumm.
inaccurate, incomplete or unverifiable mformation must be removed or comected, usually within 30 days.
Hm.awmmmmwmﬁnuemmnhwﬂmﬂhmmumﬂm

* Consumar reporting agencies may not report outdsted negative information. I Mot cates, a consumer
mpomn;mncymaymtrq:nrtnmmehfomutlmmatkmmmnmnyamold,urbankmptﬂumatare
more than 10 years old.

* Accass to your file is Bmited. AmmmmmmypmﬂdemhmnﬁmaboutWUlehpmphwﬁha
valid need — usually to consider an application with a aeditor, insurer, employer, landiord, or other business. The FCRA
specifies thase with a valid need for aceess,
-MmﬁnmmfwmmhmmmAmnsumerrepmlmlmcvmaynotﬁwuut
Informnumahmwutnwurunplm,orapntmﬂﬂunphw,mumutwwvnmmwmtoﬂumplom.
Written consant ganerally is not required in the trucking industry. For more information, go to

WW. ronmeriinance gov/iearnmore.
-memwmsdmmmmmmMMhmmm
Unsdidted'prmnd'nﬂer:fﬂrmandkuuﬂnummtfndudeltdl-ﬁeephmemmbﬂ'vnumnlmwul‘.*lmuse
tnmnmnynurnmandnddrmﬁummenmﬂmenﬁersmbmadm.humynptmwtﬂuthenaﬂwﬂemdlt
buresus at 1-BAB-567-8688.
-Ymmmwmmﬁammmmwﬁmm.m,inmm,lmdmummmm
or 3 furnisher of information to s consumer reporting agency violates the FCRA, you may be able t0 sue in state or
federal court.
-MMMHMMMMMWMMMMMWH

MWW consumariinance gov/ieammore. Para informacion en espaliol, visite www.consumeringnce. oc Rernmore o
escribe a la Consumer Finoncial Protection Bureau, 1700 G Street N.W.,, Washington, DC 20552.




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

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written elaction, wayes will be paid by Payrofl Debit Card.
!

I

Emmployoe Name:
i e

[_J Diract Depesit (Pioase complete Sections 3 and 5 below)

[ | Payrell Debit Card (Plesse coupivtz Scctions 4 and § below)
[] Updaie Rank Arcount T underatand and acknowledge that if T do not provide a voided
Hauk Name: - check (a depouit slip will not work) with this direct deposit
rfi 7" Cmrﬂunffv C,I"EJ/' rnign form, 1 =n responsibie for my delnys in payroll or extra costs
WR?R‘;’ 7@3‘77 imcurred if the scoount nmber that | provide s ncormect

Aot (11690 00 ] wia_ (VI e ﬁé,Q/ZMB

Account Type: [ Chocking [T Savings [Jother:. __

- Tnhbutﬁdmﬁuhm,pﬂ“nmufumﬁdm&mﬁﬂmw

- Hmﬁmhhhmhmddhﬂmmﬁ!mﬁmwhﬂm:hmhﬂ,mid:wﬂe!mpuin&.
rmnmmmmmmm,mwmmmmmmwmmm In oeder
tn requcat & Payroll Debit Card for you, we must provi aﬂd‘ﬂufdlwiuinfwnﬂimﬂuwmmhkthﬁmmmﬁidmﬂfyym
If you dn not suhmit a Divect Deposit/Payrolt tCudAnﬂ:uiuﬁmwﬂlwidnﬁ:wmhﬁmuﬁm-ﬂimnmu

r.ymlmemcmmp-ymm,memmmmmmmmmmmmmmMmmﬂm
50 they can verify your identity,
anﬁrhmﬁngmdmumm.mdomnuhwmhmy informmtion reganding yoor Payroll Debit Card account or mnsactions.

anm.ﬂmmm,mﬁﬂrenﬁwmmwmucmmlpﬂmm-ﬂ of the ttvms and conditions. You will then sign
acknowledging that you received the Payroll Debit Card snd packet. YwamﬂDebﬂMMlthmﬂpmmmﬁwm

CARDHOLDER INFORMATION (23 you want your Payioll Dichit Card 10 be issued)

First Name ML Last Name Die of Bisth
Stroet Adkdreas o Box s ACCEFTAMLY) Socis) Security#
Chy | State Ziv Prissary Phone

RECEIPT OF PAYROLL DERIT CARD (o be compicted whea you pick up your Payroll Dcbit Card)

Payroll [:ebitCudRm;# Payroll Debit Card Accouat #

Employee's Signature:

IMM@dMWmﬁmwmmmﬂmwwmm
mqunedMmdmmmmmwmml)ummmmmhﬁﬁmlfmmy.dwnmﬁumddjumu
for any credit entrios mads: in error to oty account(s). * E-mail is required for pay siub information.

Employee’s Signature: piera Je” oSl Date: £ 2/

,_mn Location: CMG-5M Rev. 0172013




ATTENTION: ESSG provides employees with electronic pay stubs. You are able to view your
pay stub by using either of the following methods:

L You can view your check stub by logging into the employee portal at wewy MyPavESG.com

Your username is the first four letters of your last name followed by the last four numbers of your SSN.
For exompile: lohn Woods SSN: 111-22-3333 would have a username of Wood3333

Your password will initially be Temp1234, and you will be directed to change it when you first log in. Be sure
to write down and keep your log-in information in a secure location. For support please emal!

MyPayESG @ MyPayESG.com
2. You can also receive your check stub by email by providing us with your emall address below.

Email address: __({)[1)d/ gg%; v XOI3 Q vz, éaa ol

ATENCION: ESSG proporciona a los empleados con los talones de pago electrénicos. Usted
puede examinar su talon de pago utilizando cualquiera de los métodos siguientes:

1. Usted puede ver su taldn de cheque por la tala en el portal electrénicn del empleados en www. MyPavESG.com

5u nombre de ussario son las cuatro primeras letras de su spaftido seguido por los cuatry ditimos digitos de su
ndmero de seguro sodcal,
Por ejemplo: luan Gorcia SSN: 111-22-3333 tendrfa un nombre de usuario de Gare3333

Su contrasefia inidalments serd Tempi234, y usted serd dirigido a camblarta la primera vez que inicie sesidn,
Asegirese de anotar y guardar su Informacidn de registro en un lugar SEgUID,

2. También puede recibir su talén de cheque por correo electrénico. Por favor contacte a
NypavesR@Mmypavesg.com por correo electrénico para informarle de su direccidn de correo electrdnico y todas
sus talones de cheque serdn enviados directamente a su correo electrénico.

Correo slactrdnicn:




employer solutions staffing group.

Leveraging Resources in a Changing Market

INJURY MANAGEMENT PROGRAM

Injured Woi'ker'a Responsibllities

As your employer, we are concemned about your full recovery. Reasonabile 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 heaith
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Faliure 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
posasible.

Obtain a Report of Workability from your physician at overy appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
coopérate with return to work planning and that you be released o return 1o work
at the earliest appropriate time.

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

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

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



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

Iif it is nacassary 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.

; :::d :n:l a(n5 mz:nm; moiz;z/m by these guidelines.

Printed Name: _ (0 /R LES T HYOE




o o Pro-Screening Notice and Certification Request for
the Work Opportunity Credit 08B No. 15451500
> Sap saparsie Insiruciions. —
Fill in the lines balow and check any boxes that apply. Compiote only thiy side,

vouname CHERLES T //VOE Sociel secustty numbars SP6" 7Y -F506
Street adcwos where yous /2 /(2 NOSEPALE ST

Gty ortown, stwe, and 2P code AL 4 , MT HFG0/
comyy (3rogts )= Talephona rumbwr 27 -7 36 -ST &5

¥ you are undaer age 40, enter your date of birth (month, day, yesr)

1 U mmnwmnmﬂuﬂmmmmmwmq«ummmm
Tor the work opportunity cnpdit,

2 [ Chack hare if amy of the following statemernts apply to you,

. ImnmhdahﬂyﬂhmmmethManMﬂfwws
months diring the past 18 monthe.

- lmammamm-mmmwmmmmmm
atampa) for st lenat a 3-month pariod during the past 15 months.

* | was refarvad here by 2 rehabiitation agency approvad by the state, an smployment network undar the Tioket to Work
program, or the Depariment of Veterans Affairs,

® lam at loast age 18 but not age 40 or older and | am & membaer of a family that:
a Racaivad SNAP barefits (food starmpa) for the past § months, or
b mmmmmmnmauhmsmmumwmmmm.

- mmmm.lmmma-m«mmmh-m.

. lmwmmmmummmmhmmm

- l-nIMHIMWMAWNMMHM4MMHMBMMWM
PASL yoar. ‘

3 [ Check hare it you are & vebaran and you were unemployed for a period or perods totaling at least § montha during the pest
yobr.

4 Dmmumn-mmnwwnwmmmmww
released from activa duty in the LS. Armed Forcea during the past year.

s 0O mmnmn-mmmwfunwmmmmmﬁwm;
period or pariods totaling at least 8 months during the pant yaar.

¢ L] Chwck here if you are a member of a family that
« Receivext TANF payments for at jeast the past 18 months, or
* Received TANF payrments for any 16 months baginning sfter August 5, 1907, and the sarfiest 18-month pedod baginning
after Auguat 5, 1997, arted during tha past 2 years, or
-Wm%hTmmmmmzmmmmmwmhmﬁm
those payments could be made,

Signahare—AS Applicatts Must Sign

um.mdm.lmﬂlwhmhﬁmﬂnhhmmwmnﬂrl_m-h-ﬂlh.uhhﬂdwhmM
et ahd OinTishides,

ok applcants signeture - &éj ,Jywé‘; _aié/zJﬁ
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Ferm A (rev. 08112 rax creprr ouesionnare  RETROQTAX
EMPLOYER SECTION:
ESG FEING: ESC Clicat Name & State:
Hiring Manager: Fosition: | Starting Wage: §
[ Employee : Street Add Zip
] Nassar : H
CHIRLES T HYDE 12le Rosedsle S | Ama. MI |4580)
T Date of Birth: Age: | Have you werked r | ITyas, location:
3ol =79 -3506] 04 1191/957 | 57 | "1 T hane
Please complete all questions, and sign and dute the form, Yes No
L. Huve you or has anyois Mviag with you received Temporary Assistance to Needy Famities (TANF) O ﬂ

of oy thme slace Amgust £, | 97T (I you, ploses prowvidk: imformation beiow.)
Name of the porson recaiving benefits: Relatinewiiip s you:
Ciy: County: Singe;

A Have you or has anyeae Brisg with you received Foad Stumps (SNAF) st any thise during the past 15 mantha?
(I you, ploase provide infvmastion bolow.)
Name of the person receiving benetin: Relationship to you;
City: Cronmly: Staar:

3. Have you received Sapplemental Seewrity Income (SST) ot any time within the past 3 mouthe?
Plcase note, this it not the same a2 Social Sacurity beaefits (S8) or Social Security Disability (S8Df) benefits.
*If you checked yez placre prowide o copy of your 55T docuseriatinn

X

4. mmmmwuwmmmmmpumm
I yes, please indicate which type of warked with and provide their location information below:
I;y]e:'rwmmam Degt. of Vescrans Affairs || Employment Network (Ticket to Work Program)
Name of Agoncy: Phonoe #:
¥ you checked yex pleas prowide a capy of yowr active Individual Work Plan and Ticket to Work docimentation.

5. Areywn 3 Voloran of the U.5. Mitary? *If yus. pleaye provide a ropy of your DD-214 and letter of separation,
{if yxm, please provide infvurostion below. if o, plesss continue. i quetios #5.)

Diates of Service - From: / / Ta: / /

Branch of Sorvice:
Anmulﬂdhnmmunﬂv“u-pﬂﬁuhr-mww
Hsve you boeth anompleywd of any thue during the st 12 monthe?

If yes, dates of mwavployment - From: ! / To: / /
mmruﬁnn-pm“-mnuyp-mhrh.mmm

& Hmmbmmvhuﬂl&uwmmwm‘mmnhpdun—ﬂﬂ
Conviction Date: / / Redexe Didar: / /
Was this & [_] Federal or [ ] Stabe conviction? I Stare - County: State:

L ww e

,'.’\””’ ) R
L A N S L N T I NP D Tt - R UL YRR R
IEC (Native Amaricas): Are you or your sponse a member of a Native Tribe?
“¥ you checked pas provide g copy of your CDIR covd,
CA Ragidents: Are you the child of foster paroats?  [_] Do you retcive CatWorks? [ ] Workfforce Investment Act?
Are you a migrent or scesonal farm worker? ﬁmmmmwa-w
SC Residents: [ ] Do you receive Family independence Benefits?

3 bt

PLEASKE READ, SIGN, AND DATK:

Under panaltiss of parjury, Im*mm»uwmmmmmmymm and [ herehy authorive any agancy,

organization, av bndividucly to supply sueh verification whﬁmﬂmwhﬂmhﬁrﬂmmm'y

Nw!-plo,:.ﬁ:m" - J, Ww L - Oé:/ "/2013
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NOTICE OF WAIVER FROM ANNUAL LIMIT REQUIREMENT

The Affordable Care Act prohibits health plans from applying arbitrary
dollar limits for coverage for key benefits. This year, if a plan applies a
dollar limit on the coverage it provides for key benefits in a year, that
limit must be at least $750,000.

Your health insurance coverage, offered by BCS Insurance Company
doas not meet the minimum standards required by the Affordable
Care Act describe above. Instead, it puts an annual limit on the
following plans offered:

Annual Limit Plan

Both inpatient & outpatient benefits ' $10,000

Outpatient banefits only $1,500

Prescription drugs Subject to outpationt
maximum of $1,500

In order to apply the lower limits described above, your health plan
requested a waiver of the requirement that coverage for key benefits
be at least $750,000 in 2011. That waiver was granted by the U.S8.
Department of Health and Human Services based on your health
plan’s representation that providing $750,000 in coverage for key
benefits in 2011 would result in a significant increase in premiums or
a significant decrease in access to benefits. This walver Is valid for
one year.

If the lower limits are a concern, there may be other options for health
Care coverage avallable to you and your family members. For more

Information, go to www.HealthCare.qov

if you have any questions or concerns about this notice, contact the
Essential StaffCARE Customer Service at 866-798-0803.

In addition, you can contact:
Minnesota Department of Commerce
Consumer Concerns
Toll-free- (800) 657-3602 / Main — (651) 296-2488

219301-EMP Employer Solutions Group



219301-EMP
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7~ Do you or sy dependenis have Medicaye? ————
O Yes N0 o Yo
Madicaye Heslth Insurance Claim Number (HECN)

Mrddicare Effective Duw D:M:D’ED:I:]

Narnes of Coverad Parson(x)

Home Phone ﬁm (235 b Ei By

Name
Street Address Mﬁaﬁ_@é@ S

Ams T L
oAl swe XD CHATB | %

4

v

SELECT COVERAGE LEVEL
I:I Employes Ouly [:] Employee + Family
[] Emplayee +1 NO 0 a8 bemefiin,
I NO is chacked, sign ond deate the botiom

-YmMUSTanmhMudmemhhnlﬂbgHDmmm

-YmmmmrmmmumuMnHmmm .

R R N RN ST N B R T A KW R TN

e [T
oeorrn LTI LT o I

Relatiouahip: []Spouse [0 Domestic Parmer [ Child

MEDICAL

D YES $20.91 Employec Only '
|:| $42.44 Employas + 1
NO

s nene TTLTIIE
mmmm’m’m sex [MI ¥]

Relationalip: T18pouse [] Donwstic Partmer ] Child

$56.647 Emplayss + Family
DENTAL

|____| YES 3 599 Employee Oaly
[ o $11.98 Empleyes +1

socn e T LICLICTTT
Dadx of Birth EEI!EDIEEEI] !ﬁx

Relationship: [JSpouse [ Domestic Periner  [] Child

$19.77 Empleyse + Family
TERM LIFE

l:l YES $0.40 Employee Ouly
D NO $0.90 Employes +1

$1.80 Employee + Family
SHORT-TERM DISABILITY

$4.20 Emplayee Only

Short-Term Disability is not availahle 4o persons who work in

Califoania, Hawadi, New Jersey, New York, or Rhode Inland.

o ENRlERlNEEE

Social Secprity Nowber

pucorBies [T VLT VLT 11 se

Wp:[]ﬂpm (1 Domestic Partner [T Child
lel ™ f||"\l)l\.|l-§\"“\|1|‘-,

For Term Lifo snd Accidents] Death & Disrnembearmarnt
please write in your Beneficiary informasion,

NAME OF BENKFICIARY

RELATIONSHIP

mmm&mmmmhmﬂuwm:.
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