wIa115 E-Veriy - Print Case Detalls - Preview

SENSITIVE BUT UNCLASSIFIED

Department of Homeland Security : Report Prepared: 09/16/2015
E-Verify Page: 1 of 1

Case Verification Number: 2015259101812XD
Case Information:
Employee Information:
Last Name: Kalstad First Name: Jared
Middle Initial: Ofther Names Used:
Social Security Number: 5% ** 5839 Date of Birth; 12/13/1995
Citizenship Status: A citizen of the United States Email Address:

______ Document Information: et v o8 - L N E o e AEURC T e
List B Document: Pm’gfr’mﬂm“mm"md"yws List C Document; CetﬁﬂeeﬂmufBirthAhmad(FormFS-MS)
Dooum'ent Name; Driver's license Dooument Stato: Minnesota
N I A Document Expiration Date: ~ 12/13/2016
Alien Number; 1-94 Number:

Additional Information:

Hire Date; 09/16/2015 Bmployer Case ID:

Three-Day Rule Reagon: : Thres-Day Rule - Other:

Submitted By: MART1344 Submitted On: 09/16/2015
Initial Case Result:

Case Result: _fmployment Authorized

Employee Referred fo SSA:

Referred By: Referred On:

Case Result from SSA (after SSA Tentative Nonconﬂrmaﬁon)

Case Rosult; Respnnae Date:
Resubmitled to SSA (after Review and Update Employee Dala)

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

Casec Rosult;

Reguest Name Review:

(-'Jommenls:

Submitted By: Submitted On;
Case Result from DHS (after DHS Verification in Process)

Case Result: Respunse Date:
Employee Referred to DHS:

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

Caso Result: Response Date:
Photo Matching Results:

Determination:

hups:lle-verify.uscls.gw/anpIBpCasaDetailsLetbr.asp:?CaseVa'an=2015259101812)a) 12



w2015 E-Verify - Print Case Detalls - Preview
Employee Referred to DHS (Additional):

Referred By: Reforred Om:

Case Result from DHS (after A dditional DHS Tentative Nonconﬂngaﬁon):

Case Result: Response Date:

Case Closure: g 5

Tt R o g e T
SENSITIVE BUT UNCLASSIFIED

hitps://e-verify.uscis.gov/em pIBpCaseDelnlIsLatla-.aspx?CasaVeern=201525910181m



employer solutions staffing group. e b
. Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name KG 1Sted First Name jC'«W'A Middle Initial i
Street Address_3300  {bOth SE W Apt/Ste
Cityistatezip_Laifeville . MN, S So 4o Social Security Last Four XXX-XX-_ 503
Phone Number qj&?q - DC“'?(' Email Address }J"WW d ] % s i—ml @ ya*k e . Conn
Staffing Agency/Recruitment Partner Dﬂl \a)

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work In the U.S.A.
Are you legaliy authorized to work in the United States of America? ﬁYES NO

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
quaiifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and ellglbility for rehire.
| understand that a comprehensive background check may be conducted to determine my eligibliity for hire by certain cllents of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government reguiations or by ESSG poiicies.
| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check,
I certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | bagin empioyment, will result in my termination.

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

Jawt  Ya(twp Apf %A:zm sﬂé. mM qlie (1S

Name (Print or type) Date

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

For ESSG Office Use Only
DOH NHW 19 8850 w4
Emergency ContactInfo | Background Release Form Background Results Unempioyment Letter ESC Appilication
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-Supermoms Rev. 05/2015



Form W4 (2015)

Purpose. Complate Form W-4 so that your employer
can withhoid thz correct federal Incomgo tax ﬁm%%eur
pay. Gonslder completing a new Form W-4 each year
and when your personal or financial situation changes.
Emmrﬁon from withholding. If gou are exsmpt,
oomggao‘?{,unes 1,2, 8, 4, and 7 and sign the form

to our exemg':lon for 2016 mres
Fﬁgﬂ.l 18, 29]]6. 8ee Pub. 505, Tax holding
an ax.

greater than $1,000,00!

Wwarissheets on page 2 further adjust your
withholding allopv;.agncea basedagr{ |t5l¥l°izsd

or two-eamsrs/multiple jol ons,

Note. If another person can clal:gou as a dependent Parcentage of wages.

on his or hertax retum, cannot claim exemption

The exceptions do not &pply to supplemental wages
mplete
The

deductions, certain cre adjustments to Income,
ks shha

Basic Instructions. If you are not axempt, co
the Personal Allowances Worksheet below.

Complete all worksheets that apply. Howevei
may clalm fewer (or zero) allowances, For regular
wages, withholding must be based on allowances
you olaimed and may not be a fiat amount or

T, you

Head of household. Generally, you can claim head

Nonwags Income. If
nonwage Income, su
conslder making estimatad tax
1040-ES, Estimated Tax for In

income, sea Pub, 505 to find out if
your withholding on Form W~4 or

Two eamers or multipie johs. If you have a
working s|
total number of allowances you are @
on all jobs usin
W-4, Your with

ou have a large amount of
as interest or dividends,

should adjust
-4P, ad

Luse or mors one job, figure the
led to claim
worksheets from only ane Form

olding usually will be most acourate

when all allowances are claimed on the Form w4

for the highest ng job and zero allowances are
claimed gn maw )

ers. See Pub, 505 for details,

from withholding if your Income exceads $1,050 and of househoid filing status on your tax return o if
Includes more tﬁany&m of uneamed Income (for you are unmaried and pay m)::ora than 509 of tll‘:e :‘;mgg’.{tageg’u" yrelrjngr:t:l ',':grr""ﬁ,'gj"t allen,
example, Interest and dividends), costs of m?lng lég & home for youirself and your Instructions for Klonrggldent Allens, befors
ns. An employea may be able to clalm ol gf'gf"d S) or other qmuanﬂélng Inm___dlvldua‘l,sﬁ Sane% ————completing thisform,

— R fromwithhold 3 even i the-employes tea Flling Inﬁ;rmatlon, far information. ' Check your withholding. After your Form W-4 takes
dependent, if the employee: Tax credits, Y, take projected I - effect, use Pub, 505 to see how the amount you are
* |s age 65 or older, lnaf’l( ﬁ':ng y&upslgswnable n&rno or of vt;xmhm a"ﬁgﬁgg"m having withheld com to your projected total tax
« 18 biind, o Credits for child or dependent care expenses and the chiid Tor2015, See Pub. 505, especlally if your eamings

* Will claim adjustments to Incomne; tax credits; or
ttemized daduotions, on his or her tax retum,

1ax credit may be olaimed using the Personal Allowances
Worksheet below, See Pub, 505 for Information on
convesting your other credits Into withholding allowances,

develop

excaed $130,000 (Single) or $180,000 (Married).

Future developments. Information about future
ments gﬁauﬁng Form W-4 (such asaryllglslaﬁon

R e enacted after e releass it) will be posted at www.irs.goviwd,
Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent . .
* You are single and have only one job; or

B Enter"1”if; {

than one job. (Entering “-0-* may heip you avold having too littie tax withheld.) .

mmo

. * . . . .

* You are married, have only one job, and your Spouse does not work; or ] + . . B
s Your wages from a second Job or your spouse's wages (or the total of both) are $1,500 or less,
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

. . .

Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . o
Enter “1" if you will file as head of housshold on your tax return (see conditions under Head of household above)
Enter “1” if you have at jeast $2,000 of child or dependent care expenses for which you plan to claim a credit

o o o o £

. . . .

mTMOO

(Note. Do not Include child support payments. See Pub, 503, Child and Dependent Care Expenses, for details.)
G Child Tax Credit {inciuding additional child tax credit). See Pub. 972, Child Tax Credit, for more information,
* If your total Income will be less than $65,000 ($100,000 i maried), enter “2” for each eliglbie child; then less “1" if you
have two to four eliglble chlldren or less 2" I you have five or more eligible children.
® If your total income will be between $65,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each elighlechid. . . @
H  Add lines A through G and enter total here, (Note. This may be differant from the number of exemptions you claim on your tax retum.) > H

For accuracy, and Adjustments Worksheet on page 2.

complete all * If you are sllgle and have more than one job or are married and
worksheets earings from

that apply. avoid having too iittls tax withheid.

* if you pian to itemize or elaim adjustments to Income and want to reduce your withhoiding, see the Deductions

you and your spouse bhoth work and the combined
| Jobs excesd $50,000 ($20,000 ff married), see the Two-Eamers/Muttiple Jobs Worksheet on page 2 to

® if neither of the above situations appiles, stop here and enter the number from iine H on line 5 of Form W-4 below.

Form w-4

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

Employee's Withholding Allowance Certificate

» Whether you are entitied to clalm a certaln number of allowances or exemption from withholding Is

OMB No. 1545-0074

m ;.,"3:},'.}.',‘;:,;","';‘" subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 5
1 Your first name and middie Initial Last name 2  Your soclal security number
Ja P FaSted HTI-35-5% 9
Home address (number and strest or rural routs) G_E(Shgla 0 Merried LI Mami

D390 [LbPvh S

led, but withhold at higher Singie rate,

Note, If manied, but legally separated, or spause is a nonresldent allen, check the “Single” box.

Clty or town, state, and ZIP cods

4 If your last name differs from that shown on your soclal security card,
check here. You must call 1 ~800-772-1218 for a replacement card, > D

Loey e mp, SSeerey
5

Additional amount, if any, you want withheld from each paycheck

-y

if you meet both conditlons, write “Exempt” here. . . 7

Total number of allowances you are claiming (from iine H above or from the appiicabie worksheet on page 2) 5

| claim exemptlon from withhoiding for 2015, and | certify that | meet both of the foliowing conditions for exemption.
* Last year | had a right to a refund of all federal income tax withheld because | had no tax fiablitty, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
[7]

. >

[ BE]

Under penalties of perjury, i declare that i have examined this rtificate and, to the best of my knowledge an
Employee’'s signature W

e

d bellef, it is true, correct, and complete.

pater /| (, | lg

(This form is not valld unless yousignit.) »
8 Employer's name and address (Empiloyer: CoMete fines 8 and 10 only if Q'e'ndlng to the IRS.)

9 Office code {optional)

10 Employer Identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2015)



Employment Eligibility Verification

Department of Homeland Security
U.S. Citizenship and Immigration Services

USCIS
Form 1-9
OMB No. 1615-0047
Expires 03/31/2016

Section 1. Employee information and Attestation (Employses must complete and sign Section 1 of Form I-9 no later

than the first day of employment. but not before accepting a job offer.)

Last Name (Family Name) ‘ First Neme (GivenName) — Middie-nitial OtherNames Used fifany) |
Ke\Sknd RPVYYe) P

Address (Street Number and Name) Apt, Number | Clty or Town State Zip Code

Vg Lo+ St W Lakayif e MN | SSotrsf

Date of Birth (mm/ddfyyyy) [U.S. Sociai Security Number | E-maii Address Telephone Number

12/(3]as 4T 2BEHSERAE] Jawd- Kardtud Gtahco.com| 69 3-7G7-667 Y

| am aware that federal law provides for Imp
connection with the completion of this form.

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

[] A noncitizen national of the United States (See instructions)

|:I A lawful permanent resident (Allen Registration Number/USCIS Number):
[ An allen authorized to work until (expiration date, if

(See instructions)

ppilcabie, mm/dd/yyyy)

risonment and/or fines for false statements or use of false documents In

- Some aliens may write "N/A" in this field.

For aliens authorized to work, provide your Allen Registration Number/USCIS Number OR Form 1-94 Admisslon Number:
1. Allen Registration Number/USCIS Number:
OR

2. Form [-84 Admission Number:

If you obtained your admission numbe
States, include the foliowing:

Foreign Passport Number:

Country of Issuance:
Some allens may write "N/A"

r from CBP In connection with your arrival in the United

Do Not Write In This Space

3-D Barcode

on the Forelgn Passport Number and Country of issuance fields. (See Instructions)

Signature of Empioyee:
/j ?E ﬂé @M i
v

Date mmaidyyyy: |2 [ 13 lqu‘

o ]

employee.)

Preparer and/or Translator Certification

(To be completed and signed if Section 1 is prepared b Yy a person other than the

| attest, under penalty of perjury,
information is true and correct.

that | have assisted In the completion of this form and that to the best of my knowledge the

Signature of Preparer or Transiator:

Date (mm/dd/yyyy):

Last Name (Family Nams)

First Name (Given Name)

Address (Street Number and Name)

City or Town

State

Zip Code

Employer Completes Next Page

FormI-9 03/08/13 N



Employer Completes This Page

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the "Lists of Acceptable Documents” on the next page of this form. For each document you review, record the following information: document title,
issuing authority, document number, and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1:

List A OR ListB AND ListC
Identity and Empioyment Authorization Identity Empioyment Authorization
Document Title: Document Title; Document Title:
Mn ORIVERS Lice,se L -
—{lssuing Authorit: ———— ————— ———F Issuing Authorfty: ~ Tssuing Authority:
STATE O NYES o Hea ¢ty
Document Number:; Document Number: Document Number:;
322904651 IS4G
Expiration Date (if any)(mm/ld/yyyy): Expiration Date (ff any)(mm/d /): Expiration Date (if any)(mm/ddsyyyy).
12/13/20 ‘Q;
Document Title:
Issuing Authority:
Document Number:
Expiration Date (i any)(mm#ildsyyyy):
3-D Barcode
|Document Title: Do Not Write In This Space
issuing Authority:
Document Number;
Expiration Date (if any)(mm/ddfyyyy).
Certification

| attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employes, (2) the
above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): 9 l 4] l 2015 (Seeinstructions for exemptions.)

Signature of Employer or Authorized Representative Date (mm/dd/yyyy) Title of Employer or Authorized Representative
ﬁ/iaf_—" °9116(20IS | Region,i M
Last Name (Family Name) First Name (Given Name) Employer's Business or Organization Name
2: 22a A g | EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or Town State Zip Code
7301 OHMS LANE  SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (70 be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Famlly Name) First Name (Given Name) Middie Initial |B. Date of Rehire (i applicable) (mm/ddiryyy):

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

Document Title: Document Number: Expiration Date (if any)(mmvddiyyyy):

| 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 genulne and to relate to the Indlvidual.

Signature of Employer or Authorized Representative: Date (mm/dd/yyyy): Print Name of Empioyer or Authorized Representative:

Form1-9 03/08/13 N



mRRLSOW LA WEFATTIMENT OF HEALTH
Saction of Vital Statistics Registration

CERTIFICATE OF LIVE BIRTH
1. PLACE OF BIRTH: .. 2. RESIDENCE OF PARENTS
Medellin a. sTaTE Minnesota b.county  Hennepin
a. COUNTRY c. TOWNSHIP
Colombia OR
b. ISLAND * d. CITY OR VILLAGE
New Hope
c. CONTINENT e. ADDRESS
South America 8009 38% Avenue North
3. CHILD'S NAME (First) {Mididlo) (Lasy)
Jared Paul Kalstad
4. SEX &, TWIN, TRIPLET, OR OTHER 6. DATE OF BIRTH (Month) (Day) (Year)
Male December 13 1995
FATHER OF CHILD
7. FULL NAME 8. DATE OF BIRTH (Month, Day, Yean)
UBUAL GOCUTATICR T
o Production Manager
(s MOTHER OF CHILD
|17, FULLFRESENT NAME 12. MAIDEN SURNAME 13. DATE OF BIRTH (Month, Day, Year)
< Nancy Marie Kalstad Lantto November 3, 1956
Vo]l BIRTHPLACE (State or foreign country) 15a. USUAL OCGUPATION 15b.” KIND OF BUSINESS OR INDU
Minnesota Sales Manager

_ This Cartficate s Not Evidence of Citzzenship

' 1'hereby certify that this is the record of birth as offi-
cially filed

i3t
Jilv 14. 1008



| W443228046511




DISCLOSURE AND AUTHORIZATION [IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION
e e RELARLVING BACGAGROUND INVESTIGATION

Employer Solutions Staffing Group LLC (ESSG) may obtain Information about you for employment purposes from a third party consumer reporting
agency. Thus, you may be the subject of a “consumer report” and/or an “investigative consumer report” that may include information about your
character, general reputation, personal characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
neighbors, friends, or assoclates. These reports may contain information regarding your credit history, criminal history, social security number
validation, motor vehicle records ("driving records®), verification of your education or employment history, or other background checks. Credit
history will only be requested where such information is substantially related to the duties and responsibilities of the position for which you are
applying. You have the right, upon written request made within a reasonable time, to request whether a consumer report has been requested and
compiled about you, and disclosure of the nature and scape of any investigative consumer report and to request a copy of your report, Please be

" Minneapolls, MN 55439, Tel: 800-886-4777 or 952-941-9040. Fax: 800-886-0774 or 952-941-9041. ORANGE TREE EMPLOYMENT SCREENING's
website is at www.orangetreescreening.com, or another outside organization. The scope of this notice and authorization is all-encompassing,
however, allowing ESSG to obtain from any outside organization all manner of consumer reports and investigative consumer reports now and
throughout the course of your employment to the extent permitted by law. As a result, you should carefully consider whether to exercise your
right to request disclosure of the nature and scope of any investigative consumer report.

New York and Maine applicants or employees only: You have the right to inspect and receive a copy of any investigative consumer report requested by ESSG by
contacting the consumer reporting agency identified above directly, You may also contact ESSG to request the name, address and telephone number of the
nearest unit of the consumer reporting agency designated to handie Inquiries, which ESSG shall provide within 5 days.

New York applicants or employeesenly: Upan request, you will be informed whether or not a consumer report was requested by ESSG, and if such report was
requested, informed of the name and address of the consumer reporting agency that furnished the report. By signing below, you also acknowledge receipt of
Article 23-A of the New York Correction Law.

Oregon applicants or employees only: (nformation describing your rights under federal and Oregon law regarding consumer identity theft protection, the storage
and disposal of your credit information, and remedies avallable should you suspect or find that ESSG has not maintained secured records is available to you upon
request.

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

ACKNOWLEDGMENT AND AUTHORIZATION

I acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both of these documents. | hereby authorize the obtaining of “consumer reports”
and/or “Iinvestigative consumer reports” by ESSG at any time after receipt of this authorization and throughout my employment, if applicable. To
this end, i hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution, school or
university (public or private), information service bureau, company, or insurance company to furnish any and all background information requested
by Orange Tree Employment Screening, 7275 Ohms Lane, Minneapolis, MN 55439, Tel: 800-886-4777 or 952-941-9040. ORANGE TREE
EMPLOYMENT SCREENING's website is at: www.orangetreescreening.com, another outside organization acting on behalf of the company, and/or
the company itself. | agree that a facsimile ("fax"), electronic or photographic copy of this Authorization shali be as valid as the original.

New Yorkapplicants or emploveesonly: By signing below, you also acknowledge receipt of Article 23-A of the New York Correction Law.
Minnesota and Oklahoma applicants or empioyees only: Please check this box if you would like to recelve a copy of a consumer report if one is obtained by ESSG,

[:I {Must include email address; )

Signatur: ygm’ﬂ/ M e S

BACKGROUND INFORMATION

Last Name:; 'Za\ ) *—n A, First: ’\;' A C\._ Middle: P et l

Other Names/Allas:

Soclal Security #*: Ll 7;)' 3§ = 5.9 3 o Date of Birth (mm/dd/yyyy)*: [ ‘2- l 13 , 1994 S
Driver’s License #: W HH (5 2 2 q Qo L’ (.ﬂs | \ State of Driver’s License: M N

Present Address: B”JQO ( b@ﬂn T“’ V\/ Telephone # (Primary): q 53’ 3 q 3 . 0) b 7 (0
City/State/Zip: -J)ZKB\/J le , MN ] gSOHVf

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




. employer solutions staffing group.

Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Anuthorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If

ou do not p ovide & written election, wages wil] be paid b Payroll Debit Card,
SECHON ] BAASTE ENEORNM A [N

e e A e S T
SECHIONT2 DANROFL L CRiON

|_| Direct Deposit (Please complete Sections 3 and 5 below)
“| | Payroll Debit Card (Please complete Sections4 and 5 below)
SECHON S PDIRECE DEPOSE
; ] Update Bank Account
2 I BankName:

I understand and acknowledge that if T do not provide a
voided check with this direct deposit form, T am

responsible for any delays in payroll or extra costs
(| Routing?

incurred if the account number that | provide is incorrect.

B Account#

Initial Date

count 8 ecking L] Savings
Ac L1 Checking [ Savings []Other

To help us avaid making an error, please attach a copy of a voided check, (a deposit slip will not work)
1f you change banks, do not close yonroldbnnkaccountuntﬂyomdirectdeposithas started at the new bank, which may take 2 pay periods,

SECHON T PANROI DEBEE GARD (GEOBNT GASH GARD)

Except for the routing and account number, ESSG does not have access to any
fransactions. On your first payday, you will receive your new Payroll Debit Card,
then sign acknowledging that you received the Payroll Debit Card and packet.

information regarding your Payroll Debit Card account or
and a packet containing all of the terms and conditions. You will
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 ML Last Name Date of Birth
Street Address o BOX NOT ACCEPTABRLE) Social Security#

City State Zip Celi Phone (mobile)

RECEIPT OF PAYROLL 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 Payroli Debit Card,
1 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, 1
authorize the financial institution to debit my Payroll Dehit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature:

Date:

T authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information,

*E-mail: @

this information will gnly be used to gend your paystubs electronically
Employee's Signature: 93‘:14; _cz M Date: q / / (l ( ! g




VSI-IND 219301-EMP

8FFICE USE

NLY LOCATION,

Rehire Date ______/ /

ENROLLMENT FORM

REQUIRE[) ENIREOMEE INEOQRMALION
PRINT USING BLACK or BLUE INK
_f (Must Be Filled Out)

| Social Securty Number H72-35-5% 39
| DaeofBim | 2 / 13/ 18 &S s.ax@]ﬂ
i Janrd Yo iStad

1 Stectadies __ 2390 16T, SC W
ciy_ [afediiN s M M7, SS e 4

Home Phone

Name

~ Do you or any dependents have Medicare?

[CYes [JNo If Yes:
Medicare Health Insurance Claim Number (HICN)

Medicare Effective Date / /

Names of Covered Person(s)

.‘*’1.“!"

| Name
|

Social Security Nomber _____ ___ " _____ " _ l
! Date of Birth ____/_._._/_———- Sex @ !

| Relationship: [JSpouse [ Child [] Domestic Partner

Name

|

Social Security Nomber " ______~____
Date of Birth ____/__/______ Sex @ |

| Relationship: [JSpouse []Child [J Domestic Partner |
For Term Life / Accidental Death & Dismemberment, please write

in your beneficiary information. |
NAME OF BENEFICIARY

RELATIONSHIP

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

e

|
J
'

ElNo

| OPTION 2.

' [:I$186_99 Employee+ Family

ESC UNAV P2M v15.1
OPFION'I

ERNED INDENNEEY REAN
SELECT COVERAGE LEVEL

You MUST select a coverage level before adding any benefits. Your |
coverage level will be identical for each benefit. l

|:I Employee Only |:I Employee + Family
[_]Employee + 1 ] NO to all indemnity benegits.

MWeekviRates

| FIXED INDEMNITY MEDICAL

|
I:I vES $20.91 Employee Only
' $42.44 Employee + 1
NO

a I
|
$56.67 Employee + Family 1

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

DENTAL

$ 6.17 Employee Only
$12.34 Employee + 1
$20.36 Employee + Family

TERM LIFE

$0.60 Employee Only
$0.90 Employee + 1
$1.80 Employee + Family

W
g

SHORT-TERM DISABILITY

[]ves s &
4.20 Employee Onl
NO ploy y

Short-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island.
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,_..__”.a‘la.f..\._ A =N 33 ‘ -

MECWELLNAESSL/PREVENTIVE PLA
D$58.87 Employee Only

D$37,73 Employee + |

K| NO to MEC Wellness/Preventive Plan

T have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and I

pn is a declipation of coverage.

understand that making no ben/ell?ele i

D> Signature



