wHATID E-Verify - Print Case Details - Preview
SENSITIVE BUT UNCLASSIFIED
Department of Homeland Security Report Prepared: 06/09/2015
E-Verify Page: 1 of 1
Case Verification Number: 2015160133035YP
Case Information:
Employee Information:
Last Name: Eapinoza First Name; j
Middlomal Other 13:';” Used: = )
Social Security Number: 44 %% 2654 Date of Birth: 12/29/1948
Citizenship Status; A lawfull pormanent regidant Address: AR :
Docoment Information; - bmal _—
~ List A Document; Permanent Resident Card or Alion Registration Receipt Card (Farm I-551)
Card Number:; MSC0740251235 Document Expiration Date:
Alien Number: 036341971 1-94 Number:;
Additional Information:
Hire Date: 06/09/2015 Employer Case ID;
Three-Day Rule Reason: Three-Day Rule - Other:
Submitted By: MART1344 Submitted On; 06/09/2015
Initial Case Resnlf: _
Last Name (in DHS recards): ESPINOZA MARTINEZ First Nams (in DHS records): JOSE CRESENCIO
Document Bxpiration Date (i
DHS recards):  mNpEFINITR

Case Rosilt: Employment Antharized
Employee Referred fo SSA:
Referred By; Referred On;

Case Result from SSA (affer SSA Tentative N onconfirmation):

Case Result;

Response Date;

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

Middle Initial;

Sooial Seourity Numbe Dot oy e Lised:
. ate 4

Resubmi:led By: Resubmitted On:

Case Result from SSA (after Resubmission):

Case Result:

Request Name Review:

Comments:

Submitted By: Submitted On;

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

Case Result; Response Date:

Employee Referred to DHS:

Referred By: Referred On:

Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result:

Response Date:

httpsd/e-verlfy.uscis.govlempprCaseDetallsLetbr.aspt?CaseVaNum=2015160133036YP
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wWeUln E-Verify - Print Case Detalls - Freview

Photo Matching Resnlts:
Determination:
Employee Referred to DHS (Additional):

ed By: ~ Referred On;
Case Case Result from DHS (aﬂar Addifional DHS Tentative N, onconfirmation):
Case Result " Rosponso Dato;
Case Closure:

. ——
Closure Statement: The eeonnﬁnuesmwmkfmthemployeraﬁerrecewmganﬂmpluymemAwmmdresult
Closed By: MARI]

Closed On: 06/09/2015

hups:lle-verify.wcis.gwlempprCaseDetallsLetter.aspt?CaseVerNun=2015160133035YP



7301 Ohms Lane Suite 405

employer solutions staffing group. Edina, MN 55439

@ Leverag‘ng RESOUT'CES na Chang?ng Marke‘c Tel: 952.835.1288 » Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

Last Name Eg Y g2 A First Name J oS E Middle Initial
Street Address 4 2£¢4 G o rMA N Apt/Ste 4 2 X

City/StateiZip g S~ PAV A M 5519

Phone Number £' Ez- Zz ) _Qz &f :Z Email Address @

Staffing Agency/Recruitment Partner

Personal Data— PLEASE PRINT LEGIBLY IN INK_

All offers of emplovment are conditional upon satisfactory proof of identity and jegal ability to work In the U.S.A.
Are you legally authorized to work in the United States of America? OYEs [INo

Applicant Certification and Authorization
I authorize Employer Solutions Staffing Group (ESSG) to use the Information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make Inquiries of my former empioyers, except as Indicated In this application,
regarding my previous duties, responsbilities, performance, compensation and eligibility for rehire,
| understand that a comprehensive background check may be conducted to determine my eliglbility for hire by certain clients 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 policies,
| release ESSG and other persons or entities from any claims that might be based on ESSG's declsion to conduct a background check,
I certify that all statements made in my application are true and accurate and that 1 have not omittsd any material information or provided
false or misieading information, 1 understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after I begin empioyment, will result in my termination.

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

- TG 2 ~7 . ;
LIZE CLsP/4/e2 oo 'é%dw &—3%-/5
ame (Print or type) - icant’s Sigature  ° Dats

A copy or facsimile (“fax") will be considered the Same as an origlnal signature. Email will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW 1-9 8850 w4
Emergency Contact Info Background Release Form Background Resuits Unemployment Lettor ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms Rev. 112013



e —

Form W-4 (2015) crecer n B3 0001007 P 1 SuPPlemerts wages O o e P St o

Basio Instructions. If you are not exempt, eon_'l_ﬁleete %4"3'_%%'""“”"9 estimated m"m using Form

P lete Form W-4 so that I the Parsonal Allowanges Workshest be| Estimated Tax for In Otherwise, you
oaul:‘p vmm'é aonactmfaderalsﬁmmgo t:; eigrgoyﬁr w:ﬂmheels on page 2%; adjust you? 2 g‘“y owe ad"ﬁ"%"%'o?&'%" ﬂf‘,’f P‘":","" ,‘c’," annuty
pay. Consider completing a new Form W-4 each year withholding allowances based on itemized W’m*, = Form Weg. Froal adjust
and when your personal or financlal situation changes. deductions, certaln credits, ag&stmems to Income, your olding on s 6
Exemption from withholding. If you are exempt, or two-samers/multiple jobs situations, ‘Two earners or multiple Jobs, If you have a
el gy ines 1. 2. 4. nd 7 and sign i form o mblets sl worlshests that apply. However, you ~ Working o allowances you o iague e
1o valldate It. Your exemption for 2015 may claim fewer {or zero) allowances. For regular a“""g's ol °‘,’.,’g"h°°° et o
Fehr&; 186, 2018, Ses FPub. 505, Tax mholdlng wages, withholding must be based on allowances w iy J," wlﬂr: ",’cﬁ eets wit gnly "’,’;? ""m
and Estimated Tax. you clalmed and may not be a fiat amount or e a?luarllowan:ssnagrau:ulél‘?nyed =5 ?h': For:ﬁv" ¥
Note. If another person can claim you as a dependent Percentage of wages. for the highest paying job and zero allowances are
on his or her tax retum, you cannot elaim exemption Head of household, Generally, you can claim head clalmed on me%au-.y‘ara. See Pub. 505 for detalls,
from withholding if your Income exceads $1,050 and of household fnlgg status on your tax raturn ontlg if N d fien, If resident
Includes more tﬂan $360 of uneamed Income (for you are unmarried and pay more than §0% of the °"m °"1'tagz°,g' yl°“ araa ',}g" Wi  allen,
sxample, Interest and dividends). Gosts of kesping up a home for yourseif and your Instnictione Lo g oupplemental Form W-4
dep ar ualifying in : -Instuctions Allens; before
o Wi ey be ghia tn i depender ptions, Btandery Deduchon, s completing this form.
dependent, ff the emp'l, 9 even i the employee Is a Filing Information, for information, Cheak your withholding. After your Farm W-4 takes
G i Tax cradits, You can take projected tax credits Into account aﬂact,uaePub.sostoseehowmeamountgg]am
* |s age 65 or older, In figuring y&ur allowable numLer of withholding allowances, having withheld com to your projested tax
* I biind, or c,eﬁh for child or depsndant care expensas and the ohlld for 2015, See Pub, 5 5[ especiall Xour eamnings
tex credit may be clalmed using the Personal Allowances exceed §130,000 (Single) or $180,00 (Married),
i o o e e e, S O s Co T s S e
. ' converting your other oredis Into e pmaﬂarwa xaleage it} will be = atevgww.Ira.govlwaf.
Personal Allowances Worksheet (Keep for your records,)
A Enter“1"foryourselfifnooneelseoanclaimyouasadependent. © 0 0 09 0000008 0 0 ® oaewa /N
® You are single and have only one job; or
B Enter*1”if * You are married, have only one job, and your spouse does not work; or B
® 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
than one job. (Entering “*-0-* may help you avold having too little tax withheld,) . 90 0 0 0006050005 0 (&
D Enter number of dependents (other than your spouse or yourself) you will claim on your tex return . - D
E  Enter “1” if you will file as head of housshold on your tax retum (see conditions under Head of household above) E
F  Enter "1” If you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F
(Note. Do not Include chiid Support payments. See Pub, 503, Child and Dependent Care Expenses, for detalls.)
G  Child Tax Credit (including additional child tax credif). See Pub. 972, Child Tax Credit, for more Information,.
® if your total income will be less than $65,000 ($100,000 if married), enter “2” for each ellglble child; then less *1” if you
have two to four eliglble children or less “2” if you have five or more eligible chiidren.
* If your total Income will be between $65,000 and $84,000 (100,000 and $118,000 if married), enter “1* for each eigiblechid. . . @
H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax retum.) > H
® If you plan ta temize or olaim adjustments to income and want to reduce your withhoiding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2,
complete all o [f ¥ou are single and have more than one job or are married and you and your spouse hoth work and the combined
worksheets eamings from all jobs exceed $50,000 (320,000 if married), see the Two-Earners/Mul ple Jobs Workshest on page 2 to
that apply. avold having too iittle tax withheid,
s if neither of the above situations applies, stop here and enter the humber from line H on line 5 of Form W-4 below,
— Separate here and glve Form W4 to your employer. Keep the top part for your records,
£ W'4 Employee's Withholding Allowance Certificate OMB No. 1646-0074
m
» Whether you are entitled to clalm a certain number of allowances or exemption from withholding is
m mﬁmw 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 middle Initial Last name 2 Your social security number

—dgsf C | Epipozn 04— 6722 54
Home address (number and street or rural routs)

Cd
Single L1 Married [T Married, but withhold at higher Single rats.

3
/ 2 ":‘%' (;Q % g; a 4[ Nogf married, but lsgally separated, or spouse Is a nonresident allen, check the “Single” box,
or town, ZIP code 4 Myour last name differs from that shown on your soclal secinrity card,

cheack here. You must call 1-800-772-1218 for a replacement card. »> D
Total number of allowances you are clalming (from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld from each paycheck - B ot R e B R S
| claim exemption from withholding for 2015, and | certify that | meet both of the following conditlons for exemption.
* Last year | had a right to a refund of al| federal Income tax withheld because | hed no tax llabllity, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you meet both conditions, write “Exempt” here, . . 0RO e LI ]
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it Is true, correct, and complete,
Employee’s signature - . .
(This form Is not valid unless you sign it) » 1y AP 6 e Date» ( - 3 -/ 5
8 Employer's name and address (Employer: Complete line& 8 and 10 anly if sending 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



Signature of Employee;

Employment Eligibility Verification

USCIS
- Form 1-9
Department of Homeland Security OMB No, 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

Section 1. Employee Information and Attestation (Employess must complete and sign Section 1 of Form 1-9 no later
than the first day of empio yment but not before accepting a Jjo

b offer.)
Last mily Neme) " FistName (Gign Name)  Middle Inilal Other Narmes Used (i any)
T b5 vineze v Nose
Address (Street A;umber and Name) Apt. Number

dyyyy) U.S. Social Security Number E-mall Address

Numt Telephone Number
29/ /9% BT DT

1 am aware that federal law provides for imprisonment andJor fines for false statements or use of false documents In
connection with the compietion of this form.,

I attest, under penalty of perjury, that 1 am (check one of the following):
[] A citizen of the United States

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

Y2l Gormun W) S Bavi un S5y
Date Birth (m
i/

(XL A tawfui permanent resident (Alien Registration Number/USCIS Number): AL BIE-D9/90,
L] An alien authorized to work unti (expiration date, if applicable, mm/ddlyyyy) - Some aliens may write "N/A" in this field.
(See instructions)

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

OR

2. Form [-84 Admission Number:

3-D Barcode
Do Not Write In This Space

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

Foreign Passport Number:

Country of Issuance:;

Some ailens may write "N/A"

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

9 g f"f&" e Date (mm/dd/yyyy): & / 5’/ // S

Preparer and/or Translator Certification (7o be completed and signed if Section 1 is prepared by a person other than the
employee.)

| attest, under penaity of perjury, that | have assisted in the compietion of this form and that to the best of my knowledge the
information Is true and correct.

Slgnature of Preparer or Translator:

Last Name (Family Name)

Date (mm/ddfyyyy):

Address (Street Number and Name)

First Name (Given Nams)

City or Town State Zip Code

@ Employer Completes Next Page @

FormI-9 03/08/13 N



Q Employer Completes This Page Q

Section 2. Employer or Authorized Representative Review and Verification

(Empioyers or their authorized representative must complete and sign Section 2 within 3 business days of the employee’s first day of employment. You

must physicaily 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.)

e 3 5 r
Employee Last Name, First Name and Middle Initial from Section 1: E$ p ] hO’\—b\. 5 O 3/ =
ListA OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
prument Title: - Document Titie: ____ DocumentTitle:
. Izuing Authority: Issuing Authority:
y Q 7 ’ Do Number; Document Number:

[Expication (i any) ): Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy):
Document Title:

issulng Authority:

Document Number:

Expiration Date ﬁany){mm/ddoryyy):

3-D Barcode

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

Document Number:

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

I 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 o ployee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

{See instructions for exemptions.)

The employee’s first day of employment (mm/ddi/yyyy):
SiganmemW Date (m ){ WW Representative

Last Nam'é'( ily Name) = l First Name (Given Name) Empioyer's Business or Organization Name
i h s EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Naﬂ City or Town State Zip Code
7301 OHMSLANE SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)

A. New Name (¥f applicable) Last Name (Family Name) First Name (Given Name) Middle Initial [B. Date of Rehire (if applicable) (mm/ddfyyyy):

C. Ifemployee's previous grant of employment authorization has expired, Provide the Information for the document from List A or ListC the employee
Presented that establishes current employment autharization in the Space provided below.

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

| attest, under penaity of perjury, that to the best of my knowiedge, this empioyee is authorized to work In the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

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

Form1-9 03/08/13 N



_ PERMANENT RESIDENT CARD
NAME ESPINOZA MARTINEZ, JOSE CRESENCIO e b
- A# 038-341-9

| C1USA0363419717M8C0740251235<<
4812292M1705256MEX €<<<<<<<<<<0
ESPINOZA<CMARTINEZ<<JOSE<CRESEN




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

DISCLOSURE REGARDING BACKGROUND INVESTIGATION
e REOAKLYING BACKGROUND INVESTIGATION

Employer Solutions Staffing Group LLC (ESSG) may obtain information about you for employment purposes from a third party consumer reporting
agency. Thus, you may be the subject of a “consumer report” and/or an “investigative consumer report” that may include Information about your
character, general reputstion, personal characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
neighbors, friends, or associates, These reports may contain Information regarding your credit history, criminal history, social security number
valldation, 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
complled about you, and disclosure of the nature and scope of any Investigative consumer report and to request a copy of your report. Please be

Minneapolis, MN 55439, Tel.: 800-886-4777 or 952-941-9040, Fax: 800-886-0774 or 952-941-9041. ORANGE TREE EMPLOYMENT SCREENING’s
website is at www.orangetreescreening.com, or another outside organization. The scope of this notice and authorization Is all-encompassing,
however, allowing ESSG to obtain from any outside organization all manner of consumer reporis 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 hava the right to Inspact and recelve 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 deslgnatedto handle Ingulries, which ESSG shall provide within 5 days.

New York applicants or employees only: Upon request, you will be Informed whether or not a consumer report was requested by ESSG, and if such report was
requested, informed of the name and address of the consumer reporting agency that fumished the report. By signing below, you also acknowledge receiptof
Article 23-A of the New Yark Correction Law.

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

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

ACKNOWLEDGMENT AND AUTHORIZATION

| acknowledge recelpt 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. 1 hereby authorize the obtaining of “consumer reports”
and/or “investigative consumer reports” by ESSG at any time after receipt of this authorization and throughout my employment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, Institution, school or
university (public or private), information service bureau, company, or insurance company to furnish any and all background information reguested
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 af this Authorization shall be as valld as the original.

New York applicants or emploveesonly: By signing below, you also acknowledge receipt of Article 23-A of the New York Correction Law.
Minnesota and Okiahama applicants or employees only: Please check this box ifyou would lfke to receive a copy of a cansumer report if one Is obtained by ESSG.

D (Must include emall address: )

i | -~ ,,;9 5
Signature:_ /e, ,".-”fﬁ\;uz-wf'}a/ Date: é i z -1
4 BACKGROUND INFORMATION

LastName: ¢ e ) prg 2 A Frst_od 25 - Middle: €

Other Names/Allas:

Soclal Security #*: _, E 24 — é A ;é 5 é# Date of Birth (mm/dd/yyyy)*:__/ b I A ?— ? ‘_5!

Driver’s License #: 265 /16 State of Driver’s License: ME 2 o ‘TA

Present Address: /A £€ 6o MAA AVE g[‘g oY Telephone # (Primary): b 5/‘7 7.5"‘ 7 5' 4’7
City/State/Zip: Ik ﬁ ?"é'&gﬂ ‘_b’ ] / &

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




EMERGENCY CONTACT INFORMATION

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

Address: [;Z‘é 6;2144&44 azg ,ﬂEi 20?

Home Phone: & ";/ o '7 9< -9% L//l7

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency

Contact #1

N (Deyyle Bopen

Home Phone;

Cell Phone: é-/? B9l -UCOY

Relationship: 75 i _,/ 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.




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

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, v ages will be paid by Payroll Debit Card.
SECTIEN [ BASIE |

= o]
SEERO NI AN RO L Gl o

— | LI Mirect Deposit (Please complete Seetions 3-and 5-below) ;
_- Payroll Debit Card (Please complete Sections4 and § below)
SECIRIGONT S D IRECTH DEROSE

[J Update Bank Account

T 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 1 provide is incorrect,

Account#

Initial Date

Account Type: _ [1 Checking [ Savings [JOther
Tohelpusavoidmnldngmmnr,pleaseutbachacopyofavoidedcheck.(a deposit slip will not work)
Ifyou changabanks,donotcloseyouroldbankamummtﬂyomdirectdeposﬂhassmmdatﬂaenewbank,whichmaymkezpaype:inds.

SECHONTITRAN RO DI CVRD (GEOBNEENSE CARD)

Except for the routing and account number, ESSG does not have access to

transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing

all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive

any information regarding your Payroll Debit Card account or

wages.
CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)
First Name ML . Last Name Date of Birth
Street Address (PO BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell 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
1 have received my Payroll Debit Card, welcome brochure, program fees,

program terms, conditions, and disclosures. By activating my Payroll Debit Card,
innhldedormadeavaﬂabletomeﬁomﬁmetothneﬁ'omthe financial institution, I
ccount for the fees described in the fee scheduls that is part of the program terms,

1 am agreeing to the program terms, conditions, and disclosures that are
authorize the financial institution to debit my Payroll Debit Card a
conditions, and disclosures.

Employee’s Signature:
SECGHTON S N OREZSTION

I authorize RSSG 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.

Date:

*E-mail: @
this information will only be used to send your paystubs electronically

Employee's Signature: Date:
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VSI-IND 219301-EMP

ORCEUSE 1 (0aTION,

/ /

Rehire Date

ENROLLMENT FORM
OPTION 1

QUIRED EMPLOYEE INFORMATIO
PRINT USING BLACK or BLUE INK

Soctat sty o 39 Y A2 2. SY
Sex IE'E\

| Dateof Binn = 1 27 17 “o
!EName JOSe. €S p; NO2Cc
Lé 7|a £ ac N US)
-MZip

[
i Street Address

1: Home Phone _Cﬁé.l_

i r Do you or any dependents have Medicare?

E—— — v—— S—— —— a—

e
Yes [ INo If Yes:

{-| Medicare Health Insurance Claim Number (HICN)

VD S T G

l any additional Indemnity benefits, except Dental. Your coverage level
l I

ESC NAV*SAD P2M v]

FIXID INDEMINITY PLAN Weekly R:

You MUST enroll in the Indemnity Medical Insurance Plan before addi

for the Term Life will be identical to Your medical plan selection.

FIXED INDEMNITY MEDICAL
I:I $20.91 Employee Only
D.. $42.44 BEmployee + 1

D $56.67 Employee + Family

‘-% NO to all Indemmity benefits.

This coverage is not available to residents of New
DENTAL

Hampshire. Hawaii, or Puerto Rico.
[ ] $5.99 Employee Only i l

\’

REQUIRED DEPENDENT INFORMATION

. Name

|
l §
| Dateof Birth _____/
|
Ii Relationship: []Sponse [ Child [] Domestic Partner

Name

Social Security Number

[m][¥]

|
|
|
|

Date of Birth _____/

—_—— e Sex

Medicare Effective Date __/__/____ D $11.98 Employee + 1
Names af Covered Person(s) [ ] $19.77 Employee + Family
1. I:I 0
| 2.
| 3.
| ’m )

TERM LIFE

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

[] ves @
[ ]~o

SHORT-TERM DISABILITY

&

Short-Term Disability is not available to persons who work i
California, Hawaii, New Jersey, New York, or Rhode Island

$+.20 Employee Only

Relationship: []Sponse [ Child [] Domestic Partner

BENEFICIARY INFORMATION

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

NAME OF BENEFICIARY

RELATIONSHIP

| Accidental Death & Dismemberment is part of the Term Life Benefit.
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understand that maki

P> Signature A£-D0

[ have read the benefit packet and understand its limitations. I understand that
no benefit selection is a ueclination of coverage.

82193010-M-EMP
D $58.87 FEmployee Only
D $87.73  Employee+ 1
I:I $186.99 Employee + Family
I:I NO to MEC Wellness/Preventive Plan

open enrollment is only available for a limited time and I
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