E-Verify: Print Case Details - Preview

lof!

EVerify

hitps://e-verify.uscis.gov/web/PrintCaseDetails.aspx?CaseVerNum=2...

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018086162030NT
Report Prepared: 04/04/2018

Company Information

Company ID: 47429

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: Larson
Date of Birth: 06/08/1979
Hire Date: 03/27/2018

Document information

First Name: Joshua
Social Security Number: *** ** 4781
Citizenship Status: A citizen of the United States |

List B Dogument: Driver's license or ID card Issued by a U.S. state or
outlying possession

Document Name: ID card .
Driver's License or ID Card Number:

Case Status Information

List C Document: U.S. birth ceriificate (original or certified copy)

Document State: Minnesota
Document Explration Date: 05/08/2021

Final Case Result: Employment Authorized
Case Submitted On: 03/27/2018
Closed On; 03/27/2018

Employer Case ID:
Case Submitted By: ZZEP3284
Closed By: ZZEP3284

Closure Statsment: The employee continues to work for the employer after receiving an Employment Authorized result,

SENSITIVE BUT UNCLASSIFIED

4/4/2018, 12:10 P,



Employment Eligibility Verification USCIS

Department of Homeland Security wg;::"lﬁ;iw
U.S. Citizenship and Immigration Services Expires 08/31/2019

P> START HERE: Read Instructions carefully bafora complsting this form, The instructions must be available, either in paper or elestronically,
during complation of this form. Employers are liable for errors in the complstion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document{s) an amployee may present {o establish employment authorization and identity. The refusel to hire or continue to employ
an Individual because the documentation presanted has a future expiration date may aiso constitute fliegal dissrimination.

[Section 1. Employee lnfonné:ﬁon and Attestalion (Employees must complete and sign Bestion 1 of Fapm 1-0 no later
thah the first day,of émplaymient, but not before accepting a job ofor ) : : ' 3 o
Last Name (Family Name) First Name (Given Nams) Middle Initia) | Other Last Names Used ( any)
Larson Joshua K [ N/A
Address (Strest Number and Name) Apt. Number | City or Town Siale  |ZIP Code
1075 10th ave N/A Newport MN 55055
Date of Birth (mm/ddfyyyy) | U.S. Social Security Number | Employee's E-mall Address Employase's Telephone Number
05/09/1979 EZZe B [ 11] ]| Jeshualarson8oi@gmail.com 6513347391

| am aware that faderal law provides for imprisonment andfor fines for false statements or use of falee documents in
connection with the completion of this form.

| attest, under penalty of perjury, that 1 am (check one of the following boxes):
+/{@] 1. A citzen of e United States
{0 2. A noncitizen nationl of the United States (Sae instruatians)
3. A lawful permanent resident  (Allen Registration Number/USCIS Number): N/A

{CJ) 4. An alen authorized towork  unfll (expiration date, If applicable, mmiddiyyyy): N/A
: Some allens may write "N/A" in the expiration date field. (Sse instructions)

Allans authorized to work must provide only ane of the following document numbers fo complete Form +9: n,ﬁm;,‘f;ﬁ“a;m
| An Alien Registration NumberAUSCIS Number OR Form 1-84 Admission Numbsr OR Forelgn Passport Number. |
| 4. Allon Regisiration Number/USCIS Number: N/a }
! OR
| 2, Form 194 Admission Number: N/a .-
| OR !
3. Foreign PassportNumber: ____ N/a |
Counfry of lssuance: N/a !
Signaturs of Employee

Today's Date (mm/dhyyy) Mar 27, 2018

Jodsyinsen{Na-at, S35

[Breparer andlor Translator Certification {check one):
@ | did not use a preparer or transiator. (]] A preparer(s) and/or traq‘slator(s) assisted the employes in compisting Section 1.
(Fiekds below must be completed and signed when prepa and/or translators assist an employee in completing Section 1.)

1attast, under penaity of perjury, that | have assiatad in the complstion of Section 1 of this form and that to the bhest of my
Imowledge the Information is true and corract.

Slgnature of Preparer or Transiator Today's Date (mmAiddiyyyy)
Last Name {Family Name) First Name (Given Name)
Address (Strest Number and Name) Chty or Tawn Stats ZiP Code

@ ' Empiove C"omp‘leie's' N_ut'P'age ' @

Form1-9 07117/17 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security S
U.S. Citizenship and Immigration Services Expires 083172019

[Beetlon Z. Emplayer or Aufhorized Representative Review and Verification

|(Employers or their autfiorized represantalive must eomgleta and sign Secticn 3 within 3 business days of the empligyse’s first of employment. You
must phystcally swmgg ane dogument fror List A OR & combinatian of ona document from List B and eng dooument from Llal 88 llted of the “Lists
of Avoeptable Documerits ")

Employes Info from Section 1 W@Wj | Wﬁ) aﬁ.. h‘mwﬁm
OR

ListA ListB AND ListC
Idantity _Eud Employment Authorization Identity Employment Authorization

i ‘ W_WSJMKID ;'@Z’?ff Cicate oF Biri,
Issuing Authority msulﬁog o E M M lwﬂc u M

Dooument Number D nt Number

i 0702347723 b7
Expiration Date (i any)(mm/ddiyyyy) Expiration Date (if any)(mm/ddyyyy) Expiration ?\ata (i anyMmnvaclyyyy)

0S-05 - 30

Dogument Title

1ssuing Authority Additienal information " &R N?:sai.h In m:;:.

Dogument Number

Expiraion Date (i any)(mm/adiyyyy)

Document Tiile 4]

issuing Authorily

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Ceriification: ] attest, under panalty of parjury, that (1) | have examined the document{s) presented by the above-named empioyes,
{2) the above-listed document(s) appear to be genuine and to ralate to the employee named, and (3) to the hest of my knowledge the
employes is authorized to work In the United States,

The me employment (mavdd/yyyy): 27 [ 29 1§ (See instructions for exemptions)

e of Rmployer{or A Reprosentative Today's Date (mmaid/yyy) Employer or Al Representative
. ?ﬁ 03j27] 0¥ mfl 2 Couitec

Last of Empioyerg tative ror Authorized Representafive Employer's Business or Organization Name
‘ Ji T“mi,\_( N EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Buiness or Organization Address (Straet Number and Na\ne) City or Town State ZIP Code
7480 FLYING CLOUDDRIVE SUITE 200 EDEN PRAIRIF 55344
Sgction 3. Reverification and Rehlres {Taibs campleted and slgned by employer or authorized mplasemetive l
8, Mew Nems (4 e} . : _|B; Bath of Rehice (i anptcaiiie
Lagt Name (Family Name) Flrst Nama {Givan Name) Mlddla inital | Date (mmAidd/yyyy)

Document Tile ~ |Document Nomber Expiration Date (7 any) (mmiddAyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employes 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 Reprasentafive | Today's Date (mm/dd/yyy) Name of Employer or Authorized Representstive

Form1-9 071717 N Page 2 of 3









CERTIFICATE OF BIRTH

STATE FILE NUMBER . 1878-MN-022320
FULL NAME JOSHUA K. LARSON 3 &

DATE OF BIRTH - MAY 09, 1978
SEX MALE
PLACE OF BIRTH SAINT PAUL RAMSEY MINNESOTA

PARENT SHAVAWN ANNALASSIA

NAME PRIOR TO
FIRST MARRIAGE MARTINEZ

PARENT P »mai%c‘:oms J.RRson

ANY AMENDMENT MADE PRIOR*T o 03/1i112Q01 Fdf THIS REGORD 18 N?} NOTED ON THIS BERTIFICATE

THIS I3 A TRUE AND CORRECT RECORD OF BIRTH REGISTERED IN THE MINNESOTA OFFICE OF VITAL RECORDS.

MR&C Certificate ID
11070175

A E
62A-000767431 : :
Wotly Moy Qe

Molly Mulcahy Crawfard
BTATE REGISTRAR

ISSUED: JANUARY 29, 2018 RAMSEY GOUNTY DEPT. OF PUBLIC HEALTH

THIS CERTIFICATE IS VALID ONLY WHEN PRINTED ON OFFICIAL WATERMARKED
SECURITY PAPER WITH A SECURITY THREAD AND STATE SEAL OF MINNESOTA.




www.esgstaffingsolutions.com
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erolcyer sciuticns statfing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Larson

Street Addm 1075 10th ave

First Name Joshua

PO Box 46270
3 Minneapolis, MN 55344-9956
' Tel: 952.835.1288

City/State/zip _Newport

Phone Number

6513347391

Middle Initial K

Apt/Ste

Soclal Security Last Four XXX-XX~

Email Address Jjoshualarson801@gmail.cqld -

Staffing Agency/Recruitment Partner

Zhil Zepeda

Are you legally autharized to work in the United States of America? @YES ONO
Applicant Certification and Authorization

| authorize Employer Solufions Staffing Group (ESSG) to use the information and statements conizined in this application to determine my
qualifications for esvployment, | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibiliies, performance, compensation and eligibliity for rehire.

1 understand that a comprehensive background check may be conducted to dstermine my eligibiity for hire by cartain clients of ESSGE,
This may include but s not fimied to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
requirad by cllents, govarnment regulations or by ESSG policles.

| release ESSG and other persons or entities from any clalms that might be based on ESSG's dacision to sonduct a background checdk,
| certify that all statements mads in my application are true and accurate and that | have not omitted any material information.or provided
felse or misleading Information, | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, If discovared after | begin employment, will rasult in my termination.

if hired, 1 agres to abida by the policies and proceduras of ESSG.

Joshua Larson

Joshua Larson (Mar 27, 2ni6)

Mar 27,2018

Name (Prirt or type)

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

Applicant’s Signature

Date

For ESSG Office Use Only
DOH NHW 5] 8850 w4
Emergency Contact info | Backpround Release Form Background Results Unemployment Letter ESC Application
(if applicabla)
For ESSG Client Use
DOH ROP Work Site Loe. WC Code

ESSG - CMG-NSTW4

Rev. 042017



Form W-4 (201.8)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legisiation
enacted after it was published, go to
www.irs.gov/FarmW4.

Purpose. Complete Form W-4 so that your
employer can withhold the corract federal
incoma tax from your pay. Consider
complsting a new Form W-4 each year and
when your parsanal or financial situation
changes.

Examption from withholding. You may
claim examption from withholding for 2018
if both of the following apply.

« For 2017 you had a right o a refund of all
federal income tax withheld becatise you
had no tax llablity, and

» For 2018 you expect a refund of all
faderal Income tax withheld because you
expeot to hava no tax labliity.

If you're exempt, complets only lines 1, 2,
8, 4, and 7 and sign the form to valldats it.
Your exemption for 2018 expires February
15, 2019, See Pub, 505, Tax Withhoiding
and Estimated Tax, 1o learn more about
whether you qualiify for exemption from
withholding,

General Instructions

if you aren’t exempt, follow the rest of
these instructions to determine the number
of withholding aliowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld. For regular
wages, withhoiding must be based on
allowaness you claimed and may notbe a
flat amount or peroentage of wages.

You oan also uss the caleulator at
www.irs.gov/W4App to determine your
tax withholding more accurately, Consider

using thia caloulator if you have a more
compiicated tax situation, such as if you
have & working spouse, more than ona job,
or a large amount of nonwage Income
outside of your job. After your Form W-4
takes effect, you can also usa this
calculator to ses how the amount of tax
you're having withheld compares to your
projected total tax for 2018. If you use the
calculator, you don't need to complete any
of the workshests for Form W-4.

Nots that # you have too much tax
withheld, you will recelve a refund when you
file your tax retum. If you have too little tax
withhaid, you will owe tax when you fils your
tax return, and you might owe a pengity,
Filers with multiple jobs or working
spouses. If you have more than one job at
a time, or if you're marnried and your
spouse ia also working, read all of the
instruotions ncluding the instructions for
the Two-Eamers/Multiple Jobs Warkshest
before beginning.

Nonwage income. If you have a large
amount of nanwage Income, such as
interest or clividends, consider making
estimated tax payments using Form 1040-
EB, Estimated Tax for Individuals,
Otherwise, you might owe adcitional tax.
Or, you can usa the Deductions,
Adjustments, and Other Income Workshest
an page 3 or the caloulator at www./rs.gov/
W4App 1o make sure you have enough tax
withheld from your paycheck. If you have
pension or annuity income, ees Pub. 605 or
use tha calculator at www.irs.gov/W4Aop
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident alien, if you're a nonresident
allen, ses Notice 1382, Supplemental Form
W-4 Instructions for Nonresident Aliens,
before complating this form.

Separate here and give Form W-4 to your employer. Keaep the worksheet{s) for your racords,
Employee’s Withholding Allowance Certificate

» Whether you're entitied %o claim a certain number of allowances or exemption from withholding is
subject fo review by the IRS, Your employer may be required to send a copy of this form to the IR8.

Specific Instructions

Personal Allowances Worksheet
Complets this workshest on page 3 first to
determine the number of withholding
allowangces fo claim,

Line C. Head of household please note:
Gerierally, you can claim head of
housshold filing status on your tax retum
only if yow're unmanied and pay more than
50% of the costs of keeping up a home for
yourself and a qualifying Individual, See
Pub. 501 for mors information about filing
status,

Lino E. Child tax credit. When you file
your tax return, you might be eligible to
claim a oredit for each of your qualifying
children. To quallfy, the child must bs
under age 17 as of December 31 and must
ba your dependsnt who lives with you for
mors than half the year. To leam more
sbout this oredit, see Pub. 972, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit into account,
follow the Instructions on line E of the
workshest. On the worksheet you will be
asked ahout your total income. For this
purpose, total iIncame includes all of your
wages and other income, Including income
eamed by a spouse, during the year.

Line F. Credit for other dapendents,
When you file your tax return, you might be
aligihle to claim a credit for each of your
dependents that don't qualify for the child
tax credit, such as any depandent childran
age 17 and older, To learn more sbout this
credit, see Pub, 505. To reduce the tax
withheld from your pay by taking thls oredit
into account, follow the instructions on line
F of the workshest. On the worksheet, you
will be asked about your total income. For
this purpose, total incomea includes all of

OMB No. 1545-0074

2018

1 'our first nams and middle initial Last name 2 Your soctal seaurity number
Joshua K Larson 468964781
Home adiress (number and street or rurel routs) 3(@singe (JMamied () Manied, but witnhold at higher Single rats.
1075 10th ave N Note: if married ing separately, cheok *Married, but withhold at highes Singls rate®
City or town, state, and 21P code 4 1t your last name differs from that shown on your social security card,
Newport check hare. You mitst call 800-772~1213 for a replacement card. rg
§ Total number of allowances you're claiming {from the applioable workshest on the following pages) . . . §l1
8  Additionai amount, ¥ any, you want withheld from each paycheck . . . . . . e 1 %'y
7 I claimexsmption from withholding for 2018, and | certify that | meet hoth of the following candiitions for exemption. &

« Last year | had a right o a refund of all federal income tax withheld because | had no tax llability, and
» This year | expact a refund of all federal Income tax withheld because | expect to have no tax liability.

# you maet both concditions, wiite "Exempt " here .+ . . . . . o . - .

. P |7] Exempt

Under penalties of perjury, | deciare that | have examined this certificata and, to the bast of my knowlecdige and bellef, it is true, correst, and somplate,

Employea’s signature

{This form Is not valid unless you sign it} »  Jeuuneinrn 208

Dates Mar 27,2018

loyer's and address loyer: Complate baxes 8 and 10 if sending to IRS and complets |9 Fistdate of (10 identification
? 5'&’&%. f"-é??o Hsending to‘gntaga Dlract:r'y“ gf New Hues.)md an smployment ﬁ’&‘m’&"@ﬁ“
For Privacy Act and Paperwork Reduction Act Notice, see page 4, Cnt. No. 10220Q Form W4 (a018)



m‘ DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complate and give this form to your employer i you do any of the following:

 Claim fewer Minnasota withholding ellowances than your federal allowances

o (Clalm more than 10 Minnesots withholding allowances

» Want additional Minnesota tax withheld from your pay each pay period

¢ Claim to be exempt from federal withholding or claim to be exempt from Minnesota withholding

Do not complete this form if you are clalming the same number of Minnesota allowances as federal and the number claimed is 10 or less.

Employee's first name and inidal Last name Employe's Satinl Security number
Joshua Larson 3 468964791
Permeneni sddress Minrital status fcheck one box}
1075 10thave () e e et
aty State ZIP code () Married
Newport Married, but withhold at higher Singla rate

U
Employeas: Read Instructions on back, complete Section 1 OR Section 2, slgn and give the completad form to your employer. {Do not compiste
hoth Sectfon 1 and Section 2. Compieting both sections will make the form invalld.)

] Section 1 ~ Determining Minnesota allowances

Complete Saction 1 if you claim fewer Minnesota allowances than your faderal allowances, AND/OR If you want additional Minnesota withhold-
Ing deducted each pay period.

1 Total number of federal allowances cleimed on federal Farm W4 ......covivanocnss 0 0D0000600006000000 &)
2 Total number of Minnesots allowances (fine 2 connot be more than line 1) «..covveveeen. 50000600000000 83
3 Additional Minnesota withhalding you want deducted each pay perfod.cso.vvoneeian, 0000006000 0000008 Sy

£ Suctinn 2 — Exemption from Minnesota withholding

Complete Section 2 If you cizlm to be exempt from Minnesota income tex withhalding fsee Section 2 Instructions for qualifications). if applicable,
check one box below to indicate the reason why you beliéve you are exempt:

1 meet the requirements and claim exempt from both federal and Minnesata income tax withholding.

£ven though | did not clatm exempt from federal withhokilng, ! claim exempt fram Minnesota withholding because | had no Minnesota
Income tax llabllity tast year, | received a refund of all Minnesata income tax withheld, AND | expect to have no Minnesota income tax lability
this year,

ﬂ My spousa Is a military service member assigned o a milRary location In Minnesota, my domiclie {legal residence) is in another state, AND |
am in Minnesota solely to be with my spouse. My state of domicile is
D 1arn an American indlan living and working on a reservation,
E am a member of the Minnesota National Guard or an active duty US. military member and claim exempt from Minnesata withhalding on
my miftary pay.
1recaive a military pension or ather military retiramant pay as calculated under Title 10, 1403 through 1414, 1447 through 1455, and 12733
and clalm exempt from Minnesota withholding on this retirement pay.
i certify that all informution provided in Section 1 OR Section 2 Is correct. { understand there is a $500 penalty for fillng a false withholding allow-
ancefexemption certificate. i
Empioyes’s signsture E;!E Date baytime phone
T a3 78 Mar 27,2018 6513347391

Employees: Give the completed form to your amployen

Employers

If you are required to send a copy of this form 10 the Department of Revenue {see instructions), you must enter the emplayer information below
and rail this form to: Minnescta Revenue, Mafl Station 6501, St. Paul, MN 55146-6501. {incomplete forms are considered invalid.) A $50 penalty
may be assessed far each required Form W-AMN not filed with the department,

Keep a copy for your records.
Name of employer Federal employer 1D number (FEIN} i Minnesata tax 1D number
Address iy State ZiP code

(ee. 1217 Questions?  Webslite: www.revenue.state.mn,us. Emall; withholding tax@state.mn.us, Phone; 651-282-9999 or 1-800-657-3594.



erplozr schsijons saffi-g group
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 election, wages will be paid by Payroll Debit Card,

S EE O BANTE INEORMARION

{ Bmployee Neme ., i Larson SSNF (osd digi) 4797 Effective Date yiar27, 2018

SR N B D SR (ST A SR
\J] Direct Deposit {Pleasa complete Sections 3 and 5 below)

®)| Payroll Debit Card (Please complete Sectians 4 and 5 helow)
SECTION 30 DIREET DiEPOsE

[] Paper Check (Option available 1o GA NH and NY residents only)

Note: Direct Deposit accounts may take up to 7 days to be activated,
1 understand and acknowledge that if I do not providea
voided check with this direct deposit form, 1 am

Rootines responsible for any delays in payroll or exira costs
: incurred §f the acconnt number that I provide is incorrect,

Account Type: || Cheoking[[] Savings[T]lother Injtial Dato

To help us avoid making an crror, please attach a copy of a voided check. {a deposit siip will not work)
T'you change banks, do not closs your old bank account until your direct deposit has stasted at the new bank, which msy take 2 pay periods.

SEEHON 4 PANRG LI DELFE AR

Federal law requires all financial institutions to obtain, verify, and record infoxmation that identifies cach person who gpens an account. In order to
requost a Payroll Debit Card for you, we must provide all of the following information that will eusble the fiusncial fnstitution to identify you, If
you do not submit a Direct Deposit/Payroll Debit Cand Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Cwyltopayymwages.l’m-yuurpmtecﬁon,meﬁmucialh:sﬁmﬂonmayaskyuutomvideﬂxmaddiﬂonﬂidaﬂﬁmﬁonhfwmaﬁonsotheycan
verify your identity.

Except for the routing and acconst mumber, ESSG does not have access to any information reganding your Payroll Debit Card account ar
transactions, On your first payday, yon will recetve your now 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 fo be issued)

| FirstName 5o chua ML g LagtNeme | arson Dete of Birth 55 109/1979
Strect Addsess poBOXNOTACCTFTABLEL 1075 10th Ave Social Security? 458064791
Ty Newport Smeyn [ZP gEos5 Cell Phone (mobils) ~ g51334730]

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routlng # | Payeoll Deis Card Aveount# | | S &2 ({00 -~ 12U & -S4 4G

1 have received my Payroll Debit Card, welcome brochure, program foes, program terms, conditions. and disclosures. By activating my Payroll Dubit Card,
1 am agreeing 10 the program terms, conditions. and disclosures that are ingluded or made available to me from time to time from the financial institmtion. I
authorize the financial institution to debit my Payroll Debit Card account for the foes described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employue’s Signatnre;_lshvs Laren (var 27,2013) Date: Mar 27,2018
SECTION 5 AUTHORIZATION
T anthorize BSSG to directly deposit my pariadic wages/sompensation paymonts, net of reguired tax withboldings, other required withholdings
or autherized dednotions, inio my account(s) as deslgnated above and 1o initiate, if necessary, debit entries and adjustmentsfor emy oredit entries
made in errorto my account(s), * B.mail is required for pay stub information.

«E.mail: joshualarson801@gmail.com @
This information will only be nsed to 5end your paystubs electronically

Date: Mar27,2018

Employee's Signature: __doshainon s 27,20:5




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Joshua Larson
(First) (Middle) (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 12/17

(Mo/¥r) (Street) (City) {State/Zip)

{Mo/¥r) {Street) {City) (State/Zip)
Previous Address From:

(Mo/Yr) {Street) (City) {State/Zip)
Social Security Number: 468964781 DOB; 05/09/1979

Phone Number: 6513347391

Driver's License Number/State: H78807234723.

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

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

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

Signature: T i Date:  Mar27,2018

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.
[Z)2 wish to receive a copy of any Buackground Check Report on me that Is requested,




EMERGENCY CONTACT INFORMATION

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

iivse Na Joshua Larson
Address: 1075 10th ave Newport Mn 55055
Home Phone: HBEERIEEL
: EMERGENCY CONTACTS : '
- Please list two people (in priority order) who could be contacted in case of an emergency
Contact #1 Home Phone: 651 707 3295
Name: KirkLarson Cell Phone: @51 7073295
Relationship:  Father Work Phone: 651 707 3295
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 emergenoy:

This information will remain confidential and will only be used in the case of an emergency.



0

emplover soiutons staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this2. | day of Marcin , 201 £, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and ‘:S'OS LU A\ hereafter referred to as "employee”.

WITNESSETH:

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

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

Jdoshuaiarson (Mar 27, 2018)
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INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

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

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

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

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



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

0 r employer | jately of any new injuries or conditions that i
our j dition.

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

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

Signed: ____ Seduoiosen prrzr, 208

Printed Name: Joshua Larson
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Important/importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

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

AGREED/SE ACUERDA—

Name/Nombre (con lefra de molde); _J0shua Larson

§_ignaturalFirma: Jiia Larean (Mar T, 2018)
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ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(3) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

(5) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

e Responsibility to work in compliance with OSHA laws and regulations

e Responsibility to use personal protective equipment and clothing as directed
by the host employer

¢ Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

. » Right to refuse unsafe work
o Right to know or be informed about actual and potential dangers in the
workplace
o Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



emplaoyer solutions staffing grotp.

o Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

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

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

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning

952.885.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.
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pe -t

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I underatand failure to comply is
grounds for disciplinary action, up to and including termination.

1 also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Joshua Larson

Employee’s Signature:

Joshua Lersen {Mar 27, 26148) Date: Mar 27, 2018




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.

2, | have read the entire contents of this pollcy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (¢) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook Including this
policy, are not a unilateral employment contract or offer thereof.

3. | hereby voluntarily consent to ESSG, or its heaith service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory's
disclosure to ESSG of the resuits of my drug and/or alcohol test and other information
related {o the test.

Jeshua Larson (Mar 27, 2013)

Individual’s Name

Mar 27,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



. 8850 | PreScreening Notice and Certification Request for

Department of the Traasury

(Rev. Merch 2016) the Work Opportunity Credit ‘ OMB No. 1545-1500

Intamal Revernio Servios » Information ahout Form 8850 and its separate instructions is at www.irs.gov/form8550.
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname Joshualarson Social security number > 468964781

Street address whereyou fve 1075 10thave

City or town, state, and ZIP code _ Newport

couﬂty waShington TBIEPhQnB numbar 6513347391

1f you are under age 40, enter your date of birth (month, day, year) _05/09/1979

1 Check here if you received a conditional certification fram the state workforce agency (SWA) or a participating local agency
for the work opportunity oredit.

2 Chesk here if any of the following statements apply to you.

» | am a member of a family that has received aselstance from Temporary Aseistance for Needy Famllies (TANF) for any 9
months during the past 18 months.

« | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program {SNAP) benefits (food
stamps) for at least a 3-month period during the past 16 months.

o | was referred here by a rehabiiitation agency approved by the state, an employment network undler the Ticket to Work
program, or the Department of Veterans Affairs,

» | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP benefits (food stamps) for the past 8 months; or
b. Recelved SNAP benefits {food stamps) for at least 3 of the past 5 months, but Is no longer eligible to recsive them.

» During the past year, | was convicted of a felony or released from prison for a feiony.

» | racsived supplemental security income (8S) bensfits for any month ending during the past 60 days.

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

Check here if you are a vetsran and you were unemployed for a period or pariads totaling at least 6 months during the past
yeer.

«w

»

Chack here if you are a veteran entitied to compensation for a service-connected disabifity and you ware discharged or
released from active duty in the U.8, Armed Forces during the past year.

6 [D Check here if you are a veteran entitied to compensation for a service-conneoted disability and you were unemployed for a
period or periods totaling at least 8 months during the past year.

Check here if you are a member of a famlly that:
» Recelved TANF payments for at least the past 18 months; or
« Reoeived TANF payments for any 18 months beginning after August 5, 1887, and tho earllest 18-month perlod beginning
after August 5, 1987, ended during the past 2 years; or

= Stopped being efigible for TANF payments during the past 2 ysars because faderal or stats Jaw limRed the meximum time
those payments could ba made.

7 Check here if you are in a period of unemployment that is at least 27 conssecutive weeks and for all or part of that period
you racelved unemployment compensation.

Sighature—All Applicanis Must Sign

Undwpenamso(parjury,ldedaramlgwsthaabwsimonuaﬁoutotneemplayeronorbemmeday|wasolfwada}ob.mdltls.m1habestofmy knowledge, trus,
oorract, and complate,

Job applicant’s signature P> Joshuaarson (Ma: 21, 2018) Date Mar 27, 2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No, 22851L Form 8850 (Rov. 3-2016)



Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

e

Client:

Company:
Lacation: Position: Starting Wage: 8

EMPLOYEE SECTION:
First Name: Last Name: Suffix: Strest Address: City/State: Zip:
Joshua Larson 1075 10thave Newport 55055

S8k Date of Birth: Age: tl:nve yon worll:::ofo; If yes, location:
is
468964791 05/09/1979 38 | Vel @ | Na

Please complete all guestions, and sign and date the form, Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O @ l
at any time since August 5, 1997? (If yes, please provide information bsiow.) |
Name of the person recefving benefits: ______ Relationshiptoyow: ___

(If yes, please provide information helow.)
Namo of the porson yecelving benefits: __ Relationshiptoyow: ______ Self
City:

3. Haveyou received Supplemental Security Income (SST) at any time within the past 3 months? O
Please note, this is not the sams as Social Security bensfits (SS) or Social Security Disability (SSDI) benefits.
$[fyau checked yes please provide a copy of your SSI doctanemation,

|

{

2. Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? @ O |
1

County: ______ State: ____

@

4. Have you received any type of vocational rehabilitation services within the past two years? O
1f yes, please indicate which type of agency you worked with and provide their location informsation below:

L Vocational Rehebilitation Agency ] Dopt. of Veterans Affsirs [[1] Employment Network (Ticket to Work Program)
Name of Agenoy: _____ Phoned:

City: . County: ____ State ___

*Ifyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

@

5, Areyou a Veteran of the U.S, Military? *}f yes, please provide a capy of your DD-214 and letter of separation.
(1f yes, please provide information balow. 1f no, pleass continue to question #6.)

Dates of Service - From: R
Branch of Service:
Are you entifled to or ars you receiving compensation for a service-connected disahility?

6. Have yon been unemployed at any time during the last 12 months?

1f'yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
Fyes, in which state did you receive unemployment compensation? __

Q
(O]

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Relesss Date:  12/12/2017
Was this a []] Federal or 7] State canviction? 1f State - County:

el 0 ap
Ql @ @P

State: ____

e . . Adlditional Tox Crédity

IEC (Native American): Are you or your spouse a member of a Native Amerioan Tiibe®

Ifyow checked yes please provide g copy of your CDIB cord,

| CAResidents: [C] Are you the child of foster parents? [L] Do you receive CelWorks? ]l Workforce Investment Act?

; Are you & migrant or seasoned farm worker? [[] Have yon ever been convicted of a misdemeanor?
|  SCResidents: [[] Do you receive Family Independence Benefits?

@.
a

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above to be true and accurate to the best of ‘my knowledge, and | hereby authorize any agency, arganization, or
individuads to supply such verification or information that may be needed 10 determine tox credit eligibility to my emplayer, employer representaive {Associared
Consultuns, Inc. dbn Rerrotas), or the Department of Labor.

New Employee Signature: _Tuw e, o) Date: Mar 27,2018




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: ﬁ Date Mar27,2018

New Hire Name: Joshua Larson

Social Security Number: 4c8s64791

Employer Name:

Please check the statements below if they apply to you.

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

1 1 declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofive: : ;

“Tha Intemal Revenus Coda of 1986, Section 51, as amended and its enacling legisiation, P, 104-188, speciy that the State Workforce Agencies arethe
*designated" agenciss responsible for administering the WOTC cesiffication procedures of this program. The informafion you have provided completing this
fomwil be disciosad by your smployer to the State Worklorce Agency. Provision of fis information is voluntery; however tha information is required to
detenmine your employer's eligitiity for the federal tax credit

Public Burden Statement:
PmmnmreqtﬂmdtommmmmedmmelmanammwmmBmmmRammmﬁmm
complels this form is required to obiain of retain benefis (P.L. 111-6) Public repording burden is estimated to average 10 minules per response, including fhe
mwmmmmmmmmwmummmmmmmmmmmm
Informaﬂm.MmmmmmmmﬂmuanmmdmDivisionquaﬂmalegramsTmlsTemmmiAsststam,

Room C-4510, Wasfiingion, D.C. 20210 {Papenwork Reduclion Project 1205-0371). Plsase do not subm completad forms to this address,

117-

ETA Form 9175 (Rev. November 2016)
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Enhanced MEC_Plan 1 ESNG
Bensfits Enroliment Form . Rehire Rehire Date s e
i mpiovelliiominican j R
Name {First and Lasf)
Address

Tity T Swte Zip Code

Gonder L Male | Merital Status L] Single | Date of Birth
[] Femate {[] Mamed [ pivoroed |

IPhane Number: Emall Address:
6512237391

Please Select Desired Coverage:
Employee Only - [J] Employee+Spouse - Employee+Child(ren) - T] Family -
] m T,

Dete of Hire

$24.00/Week $38.00/Week $38.00Meek §3.00/Week

ot e S el S R B et W R SR L i awa e T O S TS t
Social Securlty # BithDate | 5% Relaﬁhnshlp
i NG Male Snouse (.'hildD
: L Castiiseos E Famale Domestic Partner
Socia} Securlly # ?amoau e Relationship
O wee spouse [_] cunalJ
Wl Lasl Name I:l Female D Domestic Partner
Y‘“’ B e -.‘\ - ,.; o ..:;_: g I.Iu. LE e [ i3 T 20 T e AT, o S o 1 i TSR
Socka) Secuaily il o Relationship
O .. R ] e s}
8 s D Femsle Spe Dorestis Partner
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF, DATE
EFF, DATE
Fmploven A needed some antl Aut

thorsation - | hereby apply for the group bensfit{s) as indisated. | acknowledge that all entries are true and complsts and that
any misstatements or faflure to raport information may be used as tha hasis for capoellation of coverage for me and my dependentis), if sy, from the originat
effactive date, Fusthar, | authorizs my employer to make the necessary payroll deduction of premiums for covarages | ave elected.

IF ENROLLING - YOU MUST SIGN HERE

Employes Signature ome  Mar2i, 2018
ESPLOEES DECLIVIVO |am DECL[HIE@ coverage

Tundarstand thet | andios my dopendants, if any, walve any soverage and desire to participate inthe plan at £ later date. fhwe may ba considerad a late snroliae and
must mest the raquirements defined In the Certificate of Coverage for the company’s medizal or dental p i) decling enrolimant for myself or my depandents
{incluting my spoues) becauss of ofher coverage, | may, In futura be ahileto enroll myself of my depandents In this plan, provided | request enroliment within 31

days efter the other coverage ends, in addition, 1f 2 new dependant relationship forms o8 a result of marriage, birth, adeption, placement

for atoption of parting sul
of adoption, | may be abiato envoll myself or my depandant, provided | request anrollmant within 31 tays of tha avent. =

IF DECLINING- YOU MUST SIGN HERE

Employee Signature Joshua . acein (Mar7, 2018) Date Mar 27,2018

Employer Solutions Stafing Group Health Banefits Team
PO Box 48270
Minnaapolis, MN 55344
Phone: §52-767-8518 Fax: 952-767-8515
Ermail: Health@employersoiutionsgroup.com




ch_gecﬁ_ Indemni_’cy Medncal Bengﬁts_?m 2

VS 219301ESGA  Omciusony | LOCATON______ . ReneDme__l__/ ___
ENROLLMENT FORM ESC CUUNAC-MN) 21 v18.2
EiECy J PRINT USING SLACK or BLUE INK Must Be Filed Out)
Social Sacurity # Home Phone SQD@D
Address Apt. @
rdrg . e o . _ : 'D;:e,ofélirta"

o | o —— A a rram V1 S8 E PO P B L # WY 4 S S h M § s e o el P ST AW C Sy e

ss No. if Yes, plesse contiue.
Medicare Heslth Insurance Claim Numbear (HICN} Madicara Effeciive Date
'\a’ne o-f -Oover. e ed ‘;arson {s):

o  —r— 8 et T 05 W ey T ————

Payroll Deductad Weskly Rates

o — | —— 1 it vy S s, 48

You MUST select a coverage leve] bafare any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Madicai Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are undsrwritten by BCS
Insurance Comgany. The Vision plan is underwritten by Companion Life Insurance Company.

i a

SELECT COVERAGE LEVEL 'Doi0 INDRVINITY | pEnTaL VISION TERMLFE | SHORTIERM
Employee Orly s2025 00| sear 1| s2a2 G| s0s0 Jo|  se20 5
Employes + 1 $41.10 $12.34 $4.92 $0.90
Employes -+ Family $54.88 $20.36 $6.56 $1.80
NO o ALL Benefis O] | Olves Olne | Olves Dlno | Olves Olno | Dives Olno | Olves Eno

1This coverage is not available to residents of N, H, or PR. *STD is not available to persons who work in CA, Hi, NJ, NY, or Rl

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

Nama Relationship

Name | " SoclSecurity® DmweofBith Sex  _ Relstonship
. A D@lﬂ] SpouseE Child D Domestic Partner

iy : S i?a\‘}a C;f Bth ﬂ:l a‘;’;:‘f:ﬁ Chile [JDomestic Partner

e e Dat/e cf 8jﬂhl:]l:ﬂ:l [ﬁgj&::i% éhiid Domesﬁc Pariner

gl SR AT Da}e ‘3; Binhl:;ﬁ@] 1:2?::& Chﬂd Dornastic Partner

SN 5 ST G A5 DATE, EVEN i YOU DECLNG EoveRAGE

| have read the benefit packet.and understand its limitations. | understand that Spen gr;aimeﬁ is orly available for
a limited time and | understand that making no benefit selection is a decligation of coverage.

pare M1 pSIGNATURE  Tmcmmmaw

*This Plan DOES NOT Alleviate the Individual Mandate Penalty” R R ey



