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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018101134842YT
Report Prepared: 04/11/2018

Company Information

Company ID: 47429

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: Freshwater
Date of Birth: 06/02/1980
Hire Date: 04/11/2018

Document Information

p— A A

First Name: Jovon
Social Security Number: *** ** 7303
Citizenship Status: A citizen of the United States

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

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

Case Status Information

List C Document: Social Security Card

Document State: Minnesota
Document Expiration Date: 08/02/2022

Final Case Result: Empioyment Authorized

Case Submitted On: 04/11/2018

Closed On: 04/11/2018

Closure Statement: The employee continues to work for the employer

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

after recelving an Employment Authorized result.

SENSITIVE BUT UNCLASSIFIED

4/11/2018, 12:49



Employment Eligibility Verification UsSCis
Department of Homeland Security Form I-9

13.S. Citizenship and Immigration Services Frhirksrpeond

e e et e

Tt AR S A T T 2 T ST S T

P START HERE: Read Instructions carefully before complsting this form. The instructions must be available, either in papar or electronically,
during completion of this form, Employers are fiabie for errors in the completion of this form,
ANTI-DISCRIMINATION NOTICE: it is lliegal to discriminate against work-authorized Individuals, Employers CANNOT specify which

document(s) an employee may present {o sstablish employment authorization and identity. The refusal to hire o continue to employ
an individuzl because the documentation presented hes a future explration date may aiso constitute illsgal discrimination.

e Ermsioyas THormafion and Afisstallon (mlorees st carsieerl aan Seston 1ofForm 9 rolaar |
than the first day of employment, but not before accepling a job offer )
Lest Name (Family Name) [ First Name (Given Name) Middle Inital | Other Last Names Used (¥ any) =
Freshwater Jovon N | N/a
Address (Strest Number and Name) Apt. Number | Clty or Town State ZIP Code
3149 Mcknightrd Mn 55110 339 White bear Lake Mn 55110
Date of Birth {mm/dd/iyyyy) | 10.8. Social Seourity Number i Employee's E-mall Address Employag's Telephone Number
06021990 i Wa{_ﬂ - m Peeweelongway5150@yahoo.com 6122070007

| am aware that federal law providas for imprisonment and/or fines for false statements or use of faise documents in
connection with the completion of this form.

1 attest, under penalty of perjury, that i am (check one of the following hoxes):
(@) 1. Acitizen of the United States

O 2. A noncitizan nationsl of the Uited States (See instruations)

fgs- A lawful permanent resident  (Afien Regiatration NumberfUSCIS Number): Na

4. An gillen authorized to work  until (expiration date, if applicable, movdd/yyyy): N/a
Soms aliens may write "N/A" in the expiration date field. (Ses instructions)
Allens authorized to swork must provide enly ong of the folowing document numbers to complste Form 1-9;
An Alian Registration Number/USCIS Aumber OR Form 1-94 Admission Number OR Foreign Passport Nurnber.
4. Alien Ragistration Numben/USCIS Number: Na
OR
2. Form 194 Admission Number: Na
OR

3R Boua - Sacwn 1
D3 Not ¥rite In Tis Space

3. Forelgn Passpart Number: Na
Country of Issuance: Na

Signature of Empioyse Today's Date (mm/idyyy)  Apr 11,2018

Zryanlmerahes NF IO I0R

reparer andlor Transiator Certification {check one):
| did not use a preparer of transiator. (1] A preparer(s) andfor translator(s) assisted ihe employee [n completing Section 1.
(Fieids befow must be completed and signed when preparers and/or translators assist an employee in complsting Section 1)

Tattast, under penaity of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information ls true and correct,

Signature of Preparer of Trapsiator Today's Date (mmAldyyyy)
Last Name (Family Name) First Name (Given Nams)
Address (Strest Number and Name) City or Town State  {ZIP Code

@ Emplover Completes Next Page @

Form1-9 071717 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security Form 19

U.S. Citizenship and Immigration Services %ﬁﬁfs’m’

s g

Bection 2. Emplayer or Autherizes e Review and Ve

(Employers ortheir autharized represantative must complete end sign Sedtion 2 wathin 3 business days of the employee's first dgé' of gmployment, You
must physioally 6xamine one dapument from List A OR & eombingtion of one document from List B8 and ene dogument from List C as llstad on the "Lists
of Agssptable Documents. ) :

Employee info from Section 1 W‘Z%Iﬂm ‘ First Name (Given Name) K} COL h Stens
ListA ustsé£ AND tisto .
Identity and Employment Authorization identity ___Employment Aut ization

Document Tile Documam‘ t'&_:]t& I E

Issuing Auth Issu Ssiing Authorly :

Dmmntl::ba‘ Domumm::a:\-e‘ Ol\F U M B Tﬂ"?- " : AAL(

Expiration Date (if any)(mm/dd/yyyy) éW%m ration (i an;)zmmlmyw)
Q!g -0 - 202 2

Dogumant Title Vi _

Tesuing Authiority Additional Information _,;Tuﬁdvs,;,,mg,ﬁ;

Document Number

| Expiration Date (¥ any)(mrm/ddyyyy)

Document Title

fasuing Authorily

Bocument Number

[Expiration Date (T any)(mmidd/yyyy)

Certification: | attest, under panalty of perjury, that (1)  have sxamined the document{s) presented by the above-named employee,
{2) the ahove-listed document{s) appear to be genuine and to relate to the employee named, and {3} to the best of my knowladge the
employee Is authorized to work In the United States. ;

Theployee's first day of employment (mm/dd/yyyy): Qbf l i l :E[ Z (Ses Instructions for exemptions)

ified Representative Tod (mmidiyyyy) ©|Tjtief Employer or.Authorized Representative
= UJl1) 201 ¥ Couy

e ployer or Authorized Representaiive | Employer's Business or Organization Name
0 ﬁ e EMPLOYER SOLUTIONS STAFFING GROUP LLC
Hsinass or Organization Address (Street Number and Name) | Ciy or Town State | ZIP Code
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE MN

55344
Bection:s. Reverification and Rehirss (Te be Gompieted and signed by employer or aiithorized rgp;asemeb've. ) &7 "
B NewNemslgepleahlel . o T ... e |6 Dutn of Rehir fenpfialile) . :
Last Name (Family Nams) First Neme (Glven Name} Middle Initial | Date (mm/Addiyyy)

Document Number {mm/ddyyyy)

| attest, under penalty of parjury, that to the bestof my knowiedge, this employee Is authorized to work in the Unitad States, and if
the employee presented document(s), the document(s) | have axamined appear to be genuine and to relate 1o the individual,

Signature of Employer or Authorized Representafive | Todsy's Date (mm/dofyyyy) Name of Employer or Authorized Representative

Foml-# 0%173T N Page20of3
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« . MINNESOTA

JOVON NATHAN FREQHW@}’ER v
1101 LINDEN LN %

meunncﬂnou“éﬁfi
NOT A DRIVER'S LICENSE

FARIBAULT, MN.S8021 ’},
Date of Birth 06-02-1990 _ f—&'ﬂ‘:‘
Sex Eyes Clau . -
M DBR ,,ED AP T\ =
Height  Welght ~
8-7 158 t‘ / s
1SSUED 02-2018 ExPiRes 0602 2022
i ‘:-_ fag)esd —/u;_:ﬁ
| J840153822809 &b Enp MO TSR P
£
.




GLASS: 1D ONLY

03.91.19%0
ENDORBEMENTS: NONE =

RE_BTRIC“ON‘: NONE
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www.esgstaffingsolutions.com

sty o sof

sicns shadfing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

PO Box 46270
Minneapolls, MN 55344-9856

Tel: 952.835.1288

Middile Initial N
AptiSte

339

Soclal Security Last Four XXX-XX-

Last Name Freshwater First Name Jovon

Street Address 3149 Mcknight rd Mn 55110

City/State/Zip White bear lake

Phone Number _6122070007 Email Address Peeweelongway5150@yahg@.com

Staffing Agency/Recruitment Partnoer

Are you legally authorized to work in the Uniisd States of America? (@)1 YES Oino
Applicant Certification and Authorization
| authorize Employer Solufions Staffing Group (ESSG) to

qualifications for employment. |
regarding my previous duties, res

authorize ESSG to make

mqukadbycﬁants.govemmentmgulaﬁomorbyesseponcles.

use the information and statements contained in this appiication to determine my
inquiries of my former employers, except as indicated In this application,
ponsibiiities, performence, compensation and eligibiity for rehire.

| understand that a comprehensive background checi may be conducted

This may include but is not imked to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as

mdmefmlnemyallglbnnyforhlrebycerxatncnanisofEsse.

1 releass ESSG and cther persons or entities from anyclalmsﬁatmlglﬁbebasedonESSG‘sdeclsinntoconduutabad@romdm

leerﬁfymatallsta!ememsmadalnmyappﬂoaﬂonaretruaandancwateandﬂﬂllmenotomlﬁadanymateﬁallnfomﬁonorprwlded
false or misleading information. | understand that eny material omission or misrepressntation will result in my disqualification from

consideration for employment or,

Kmmd.lagwemabmbymeponclesandproeeduresofESBG.

Jovon freshwater

Joran it

ruarster (hpT 15 70580

1 discovered efter | begin employment, will result in my termination.

Apr 11,2018

Name (Print or type)

Applicant's Signature

"Date

A copy or facsimile ("fax™) will be congidered the same as an original signature. Emall will ONLY be used for employment correspondsnce

For ESSG Office Use Only
DOH NHW 19 | 8850 w4
Emergency Contact Info Hackpround Ralsase Form Background Resuits Unamployment Letter ESC Application
(it applicable)
For ESSG Client Use
DOH ____________ |ROP Work Site Loc. WC Code

ESSG - CMG-NSTW4

Rev. 04/2017




Form W-4 (2018)

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/iFormWa,

Purposs, Complete Form W4 so that your
employer can withhold the corract faderal
incoms tax from your pay. Consider
completinganawFonnWAeachyaatand
when your personal or financlal situation
changes.

Exemption from withholding. You may
claim exemption from withholding for 2018
if both of the following apply.

» For 2017 you had a right o a refund of all
federal income tex withheld because you
had no tax lability, and

» For 2018 you expect a refund of all
federal Income tax withheld because you
expect to have no tax fiabllity.

If you're exempt, complete only lings 1,2,
3, 4, and 7 and sign the form 1o validate it.
Your exemption for 2018 expires February
15, 2019. Sea Pub, 505, Tax Withholding
and Eatimated Tax, to learn more about
whsther you qualify for exemption from
withholding.

General Instructions

if you aren't exempt, fallow the rest of
these instructions to determine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld. For regular
wages, withhoiding must be based on
allowances you cleimed and may not be a
flat amount or percentage of wages.

You can also use the calculator at
www.irs.gov/W4App to determine your
tax withholding more ascurately. Consider

subjaottomvlewbymem&'louremplwarwheramared

using this calculator if you have a more
complicated tex situation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage Income
outsitle of your job. After your Form W-4
takes effect, you can &lso use this
celoulator to sse how the amount of tax
you're having withheld compares to your
projected total tax for 2018, If you use the
caloulstor, you don't nead to complete any
of the workshests for Form W-4.

Note that if you have too much tex
withiheld, you will recsive a refund when you
file your tax retum. If you have too fttle tex
withheld, you will owe tax when you fila your
tax retumn, and you might owe a penalty.
Filers with multiple jobs or working
spouses. If you hava mare than one Job at
a time, or if you'ra married and your
spouse ls also workdng, read all of the
instructions Including the instructions for
the Two-Earners/Muitiple Jobs Warkshest
before beginning.

Nonwage income, If you have a large
amount of nonwage income, such as
Interest or dividends, consider making
estimatad tax payments using Form 1040-
ES, Estimated Tax for Individuals.
Otherwise, you might owe adcditional tax.
Or, you can usa the Deduotions,
Adjustments, and Other Income Workshest
on pege 3 or the calculator at www.jrs.gov/
W4App 1o mele sure you have enough tax
withheld from your paycheck. if you have
pension or annulty Income, see Pub. 506 or
use the calculator at www.irs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident alien. if you're a nonresident
allen, see Notice 1882, Supplemental Form
‘W-4 Instructions for Nonresident Aliens,
hefore completing this farm.

Separate here and give Form W-4 to your employer. Keep the worksheet{s) for your racords.

Employee’s Withholding Allowance Certificate

)Wwﬁmmhmammﬂdaﬂmﬂm or examption from withholding is

10 send a copy of this form to the IRS,

Specific Instructions

Personal Allowances Worksheet
Complsts this workshset on page 3 first to
determine the number of withholding
allowances to olaim. )

Line C. Head of household pleass note:
Gerigrally, you can claim head of
housshold filing status on your tax retum
only If you'ra unmarried and pay more than
5096 of the costs of keeping up a homs for
yourself and a qualifying individusl, See
Pub. 501 for more information about filing
status.

Line E, Child tax oredit. When you file
your tex return, you migiit be eligible to
claim a credit for each of your qualifying
children. To qualify, the chiid must be
under age 17 as of Dacember 31 and must
be your dependent who fives with you for
more than half the year. To leam more
about this credit, sea Pub. 872, 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
workshast. On the workshast you will be
asked about your total income. For this
purposs, total income inchides all of your
wages and other Income, including income
eamed by a spouse, during the year.

Line F. Crodit for other dependents.
Whenyouﬂleyourwxrammyounﬂghtba
aligible to olalm a credit for each of your
depsndents that don't qualify for the child
tax credit, such as any depandent children
age 17 and older. To learn more about this
credi, see Pub, 505, To reduce the tax
withhald from your pay by taking this credit
into acoount, follow the instructions on line
F of the workshest. On the workshest, you
will be asked about your total Income. For
this purpose, total income inciudes all of

OMB No. 1545-0074

2018

1 Your first neme and middle initial
Jovon N

Lastname

Freshwater

2  Your socisl security number
308087303

Home address (number and street or rural routs)

3149 Meknight rd Mn55110

3 @stngla

Manied ()] Manied, but withhold at higher Single rats.
Nobes if married fiing separately, cheok “Married), but withhold at higher Singlo rate.”

City or town, state, and ZIP code
White bear lake

4 W your last name differs from that shown on your social securfly eard,
vacummmwz-msmammmm

+0

5  Total number of allowanoss you're claiming {from the applicable workshest on the following pages) . .

] Additional amount, i any, you want withheid from each payoheck . . . . .« .

7  |clainvexsmption from withholding for 2018, and ] certify that | maat both of the foll
« Last year | had a right to a refund of all federal income tax withheld because | had n

Employes’s signature

SonJulads.
{This form is not valid unlessyouslg_nﬁu.)h o0 1wt (50 U 20540

ing conditions for exsmption.
o tax flability, and

» This year | expact a refund of all federal income tax withheld because | expect to have no tax liabiity.
Hf you mest both conditions, write “Exempt™here . . . -
Under penalties of parjury, | declare that | have examined this certificate

oW

810
e e e .. |80

7l 0

and, 1o the best of my knowletige and belief, it is true, comreat, and complete,

patey APT 11,2018

8 joyer's name and address = Complete boxas 8 and 10 sending to IRS and complete |9 First date of 10 loyer identdication
oy 8 e e e et Draotary of Now Hisa) | g I employment o Ny
For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No, 102200 Form W=4 (2018)



DEPARTMENT W-4MIN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

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

+ Clalm fewer Minngsota withholding allowances than your federal allowances

» Clalm more than 10 Minnasota withholding allowances

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

» Claim to be exempt from federal withhalding or claim to be exempt from Minnesota withholding

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

Employed’s first name and mittal Last name Employee’s Sotial Seturity number
Jovon freshwater . 309087303
Permanen: address | Winsital status fchack one box)
3149 Mcknight rd Mn 55110 Bl S el g e e
aty State 217 code Married
White bear lake Married, but withhold at higher Singla rate

Employess: Read instructions on back, complete Section 1 OR Section 2, sign and give the completed form to your amployer. (Do not compiete
both Sectfon 1 and Section 2, Completing both sections will make the form invalid.)

[ section 1 — Detarmining Minnesota allowances

Complete Section 1 if you clalm fewar Minnesota allowances than your federal allowances, AND/OR If you want additional Minnesota withhold-
Ing deducted each pay period.

1 Total number of federa! allowances clalmed on federal Form W8 ........c.cavcieieecnenee 00GO00GRERC 1
2 Total number of Minnesots aflowances (line 2 connot be mare than line 1} ......... 0000000000000a000 00 2 N ——
3 Additional Minnesota withholding you want deducted each pay period. ... .. o HB0000 00000000000600008) D,

{7 ection 2 — Exemption from Minnesota withholding
Complate Section 2 if you ¢laim to be exempt from Minnssota Income tax withholding fsee Section 2 Instructions for quallficotions). ¥ applicabie,
check one box below to Indicate the reason why you believe you are exempt:
! meet the requiremensts and claim exempt from both federal and Minnesata Income tax withholding.
Zven though ! did not clzim exempt from federal withholding, 1 claim exempt from Minnesota withholding bacause | hed no Minnesota

tncome tax llabity last year, | received a refund of all Minnesots income tax withheld, AND | expect ta hava no Minnesota income tax /labitity
this year,

My spouse Is 3 milltary service member assigned to a miitary location in Minnesota, my domiclle {legal residance) Is In another state, AND |
am In Minnesota solely to be with my spouse. My state of domicile Is
D { ara an Amarican Indian living and working on a reservation,
E i am & member of the Minnesota National Guard or an active duty U.S. military member and claim exempt from Minnesota withholiding on
my milttary pay.
Q ] recaive a military pension or other military retizement pay s caleutated under Title 10, 1401 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnesota withholding an this retirement pay.

1 certify that all informution provided In Section 1 OR Section 2 Is cairect. 1 understand there is a $500 penalty for filing a false withholding allow-
ante/exemplion certificate. :

i WIS ° ppri11,2018 Paime BhON 6122070007

Jowon ey g Ll 26

Employees: Give the completed form to your emplover.

Employers

If you are required to send a copy of this form 1o the Department of Revenue (see Instructions), you must enter the employer information below
and rriail this form to: Minnesota Revenue, Mall Station 6501, St. Paul, MN 55146-6501. {Incomplete forms are considerad invalid.) A $50 penalty
may be assessed for each reguirad Form W-4NIN not filad with the department.

Keep a copy for your records.

Name of employer | Federal employer 1D number (FEIN) " tinresota ta 19 mamber
i

Address Ciy State 2P code

tevsznn Questions?  Website: www.revenue.state.mn.us. Emall: withholding tax@state.mn.us. Phone; 651-282-9999 or 1-800-657-3554,



erpiysar schstions siifng 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 'Ube peid by Pay IDitGard.

1

ISEEIONRI BESTE T OO : _ = i
| Employee Name 150 freshwater SSN# (4 digh) 309087303 Effbetvo DA™ ppr11,2018 |

Sre NI AR ERECEON |
@] Direct Deposit (Please complete Sections 3 and 5 below)
Check (Option available o GA NH and NY
75| Payroll Debit Card (Pleass complets Sections 4 and 5 below) (] Paper (Option availab and NY resideris only)
it RS DRI RO :
Update Bank Account
Bank Name:

Nois Direct Daposis acoounts may ke up 0 7 days to ba activated,
X understand and acknowledge that if I do not providea
voided check with this divect deposit form, 1 am

GreenDot
124303120 k responsible for any delays in payroll or extra costs
: mwmdﬁﬂteawomtnumberthatlmvldsllilwm
SR Accounti 301668491685 1
: Initial I0f Date 411-18

Account Type: |ECheokm§|g Sav'mgslg()thcr__ __..
. Tohclpusuvuidmakinganm.'pleaseamhacopyofavoidedcheck.(adepnﬁtnnpwmuotwork)
!fyouchangebmks,donotcloseyowoldbankamumumﬂyomdﬁ-eadcpoﬁthasmtedmhun:wbmk,which

may take 2 pay perieds.

xequiresallﬁnnm:inlinsﬁnnionstoobmin.vuiﬂ.mdmdmfnrmaﬁmthtidmﬁﬁesuehpmwhoopmmacmmmm
mqumaPayroﬂDebitOmdfnryou,wemustproviduﬂofthcfollowinglnfon'naﬁondmtwmenabletheﬁnundalinsﬁmﬂontoidenﬁﬂyuu.lf
youdonotsnbmitaDimctDeposiVPaymllDebitCadimhnﬁzaﬁon.BSSGwﬂl ‘dethenewcsary!nfwmaﬁonandismeyonal’aymllmbit
Catyltopayyougmgﬂs.?orympmwﬂon.mcﬁnmcialhmﬁonmayukyoumpruvideﬁanaddiﬁonalideuﬁﬁmﬁnninformaﬁonmtheyenn
verify your identity.
Exneptforﬂlemuﬁngandammnmmber,BSSGdoesnuthaveweasstomyhxfmmaﬁonmgnrdingymn?ayroﬂ Debit Card account or
uamcﬁmOnyomﬁmtpayday.youwiﬂucdwyommPaymﬂDebitGwd.andapacknteuntainingalloftbetamsmdmdiﬂm?ouwm
thensignadmowledgingmayoumdvedthePaymﬂDethmﬂmdpncketYomPaymchhitawdwmbereloaﬂedoneachpaydnyyuﬁ'mcdve

wages,

|wegs-
CARDHOLDER TINFORMATION {as you want your Payroll Debit Card to beissued)
| FirstName o000 Ml N [ LestName  Freshwater Date of Birth 6691990

Stroot Addross (P BAXNOT ACCTFTASLY - 3149 Mcknight rd Social Security? 309087303

Thy  White BearLake |S®eyn !ZP 55310 | Cel Fhouo (mebile)  g922070007

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

Payroll Debit Card Routing # | Payrol] Debit Card Account #

lamagreeingwthaprogmntarms,cmdiﬁons.am!disclosmuslhmmincludedm'mudeavaﬂa‘nlatomeﬁomﬁmemmemmeﬂnmchlinaﬁmﬁml

wﬂmrizetheﬁnmc&alinsﬁtutlonmdchhmwaronDe‘ai:Cmﬂacmmtfmﬂ\efeasdmrlbedinmcfeeschedtﬂeﬂmispmoftheprogmmm
conditions, and disclasures.

e e o Lo B
lhavereceimdmyPaymnchhCard.welomnebmhmpmgmmmmmmmﬁﬁmmddisdom.muﬁwﬁngmyhymuDebitCani.

Apr11,2018

Employes’s Signature:_dovnireimie: ferit, 770
PSECTION 57 AUTHORIZATION -

T authorize ESSG to direetly deposit my periodic -gcs compensation paymonts, net of reguired tax wifhholdings, other required withboldings
or authorized deduetions, into my acsount(s) as deslgnatod above and to nitiate. if necessery, debit entries and adjustmentsfor any credit entries

made in error to nyy uocouni(s). * E-mail is required for pay stub information.

*E-mails Peeweelongway5150@yahoo.com @

e

This Informstion will anly be used o send your paystubs electronically
l Date: April, 2018

SoenJubuedc.
Employee's Signatare: s 5o s




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Jovon freshwater
(First) (Middle) (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 2mo. 3149 mcknight rd white Bear Lake Mn 55110

{Mo/¥r) {Street) {City) (State/Zip)
Previous Address From:_12 Mo 3861 be edgemoor Columbia height s Mn 55411

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

(Mo/¥Yr) {Street) (City) {State/Zip)
Sotial Security Number; ___S08087303 DOB: 06021350

Phone Number: 6122070007

Driver's License Number/State:

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

1 hereby autharize 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 criminal 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, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC 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 malntain all information received from this authorization ina confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Signature; ;,h.%‘ pate:  April, 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) wish to receive a copy of any Buckground Check Report on me thatis requested,



EMERGENCY CONTACT INFORMATION

=i =R A AT AEER A AR REA L A

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

Employes Name: Jovon freshwater
Address: 3149 mcknight rd apt339
Phone: 6122070007
: EMERGENCY CONTACTS '
Please list two people (in priority onler) who could be contacted in case of an emergency
Contact #1 Home Phone: 7656643462
Neme: Shelly reeves Cell Phone: 7656674292
Relationship: Mother 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 confidentiol and will only be used in the case of an emergency.
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STATEMENT OF CONFIDENTIALITY

This agreement made this \\_ dayof Apal 2018, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and JQ_\@Y\ 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 empioyer.

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 $1 0,000 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.
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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 possibie 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 shouid
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 physiclan
cooperate with retum 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 sultable 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 to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status. :

(o) our emplover immediately of any new injuries or conditions that Im
U sical condition.

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 recelve
compensation for the time away from work. The physiclan must complete a
Report of Workability.

1 have read my responsibilities and agree to abide by these guidelines.
L TS TP

Signed: Jovon Ircshwate (it 13, T30

Printed Name: Jovon freshwater
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Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, 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 1o you, deducting a fes 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 if 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

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

Sl su cheque de pago fue robado, primero debe denunciar el robo a Ia policla
antes de que podamos volver a emifir 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 chegue
no fue su culpa, ESSG emitird un nuevo chegque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de moide): Jovon freshwater

. _ﬂﬂm—
Signature/Firma: Trvon Feamsa (At 1%, 2005
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ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that its clients pro ide 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 & 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.

(8) 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.

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

ESSG is committed to vigorously enforcing jts OSHA Compliance Policy.

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

o Responsibility to work in compliance with OSHA laws and regulations
Responsibility to use personal protective equipment and clothing as directed
by the host employer

o Responsibility to report workplace hazards and dangers

o Responsibility to work in 2 manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

. e 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.



erployer solutions stefiing grup.

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 otber 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 denger 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

52.885.1 .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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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 (ESSQG) at 952.835.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand 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 ESS@’s Safety Director at
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Jovon freshwater

Employee’s Signature:

_Wl— <
Sovon b shanter (Ags 11, 20350 " Date: Apr11,2018




Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

According to Minnesota Statute section 268. 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 052.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | am responsibie to contact ESSG within &

calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. ). £~ (Initial)

%?M&M@»_ _ eboyig
ployee Signature: Date:

Employee (please print your name here)

CMG_SM - Rev. 09.201



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 policy and | am aware and fully

understand: (a) the policy and its contents; (b) whet conduct the policy prohibits and the
consequences of such conduct, (¢) my rights under the policy and the consequences if |
exercise certaln rights; and (d) that certain events as described in the policy may resuit
in adverse personnel action, Inciuding 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 health 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 thet 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 results of my drug and/or alcohol test and other information
related to the test.

Jaw i frentwecine IApS 1.3, 2007

Individual’s Name

Apri1,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Pre-Screening Notice and Certification Request for
the Work Opportunity Credit

rmmwommmmmmmmuummm
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
vourname  Jovon freshwater Sociel security number > _ 309087303

o OOO0

(Rav. March 2016)
Department of the Treasury
Intemnal Revenue Servies

OMB No. 1845-1600

City or town, state, and ZiPcode  Whitebearlake

County Telephone number 6122070007

1f you are under age 40, enter your date of birth (month, day, year) 06021990

1 [T1 Check hers if you received a conditiona) certification from the state workforce agancy (SWA) or a participating local agency
{or the work opportunity credit.

2 Check here if any of the following statements apply to you.
e lama memberofafamllythathasreoeiwdasslsmncefromTemporaryAsalstancefor Neady Famiiies (TANF) for any 9
months during the past 18 months.
o | am a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAP) benefits (food
gtamps) for at least @ 3-month period during the past 15 months.

» | was raferred here by a rehabiiitation agency approved by the state, an employment netwark under the Ticket to Work
program, or the Depariment of Veterans Affairs.

» | am at least age 18 but not age 40 or older and | am a member of a famlly that:
a. Recelved SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP bensfits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

o During the past yesr, | was convicted of a felony or released from prison for a felony.

o | received supplemental security income (881) bengfits for any month ending during the past 60 days.

e | am a veteran and | was unemployed for a period orparlodstatallngatleasMwaaks but less than 6 months during the
past year.

Check here if you are a veteran and you were unemployed for a period or perioda totafing at least 6 months during the past
year.

@

»

Chack here if you are a veteran entitled to compensation for a service-connected disabllity and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

[D Check here if you are a veteran entitled to compenaation for a ssrvice-connected disabllity and you were unemployed for a
period or periods totaling at least 8 months during the past year.

Check here if you are 8 member of a family that:
« Recelved TANF payments for at least the past 18 months; or )
« Received TANF payments for any 18 months beginning after August 5, 1987, and the earllest 18-month period baginning
after August 5, 1987, ended during the past 2 years; or

« Stopped being eliglble for TANF payments during the past 2 years hecause federal or gtate law Imited the meximum time
those payments could be made.

7 Check here if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you recelved unemployment sompensation.

Signature—All Applicants Must Sign

Undar penaltias of perjury, | declara that | gave the ahove information o378 emplayer on or before the day | was offered  Job, and it 38, to the best of my knowledge, trus,
qarrect, and complste.

Job applicant’s signature J:*m‘wi:waam (Aprit 2015, Date Apr11,2018
For Privacy Act and Paperwork Redustion Act Notice, see page 2. Gat. No. 228511 Form 8850 (Rav. 3-2016)




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

EMPLOYER SECTION:
Client: Company:
Location: “ Pesition: Starting Wage: 8
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
Jovon freshwater 3149 Mcknight rd Mn 55110 White,Bear Lake Mn 5511
S8k Date of Birth: Age: Have you worked for | If yes, location:
this before?
309087303 06021990 27 | “Yal) No Na
Please complete all questions, 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 @
at any time since August §, 19972 (fyes, please provide information below.)
Name of the person receiving benefits: Relsationship to you:
City: Comnty: _____ State:
2. Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? Q @
(1f yes, please provide information below.)
Name of the parson receiving benofits: Relationship to you:
City: County: State: ____
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O @

Please note, this is not the same as Social Security benefits (SS) or Sacial Security Digability (SSDI) benefits.
*[fyou checked yes please provide a copy of your S5I documentation.

4. Have yon received any type of voeational rehabilitation sorvices within the past two years? O ®
lfyes,pleaseindimewhidxg*peofageacyyouworledwiﬂ:andprwldelocationinﬁumationbelow: ¢
D] Vocational Rehabilitation Agency g Dept. of Veterans Affiirs Employment Netwark (Ticket to Work Program)
Name of Agenoy: .. Phoned: ____
City: _ Coumy: ____ Stats ___
*[fyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

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

Dates of Service - From: To:
Branch of Service:

Are you entifled to or are you receiving compensation for a service-connected disability? g___g_
6. Have you been upemployed at any time during the last 12 months?

If yes, dstes of unemployment - From: To: )
Did you receive unemployment compensation at any point during your unemployment? O

If yes, in which state did you receive unemployment compensation? __

Q @ @

7. Have you been convicted of a felony or released from prison for a felony couviction in the past 12 months?
Canviction Date: Releasp Date:  2/8/18
Wag this a [ Fedaral or 7] State conviction? 1f State - County: State:

v 7

Additjonal Tax 'tirefq}ts
TEC (Native American); Are you or your spouse 8 member of a Native American Tribe? O @
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [L] Are you the child of foster perents? [C] Do you receive CalWorks? [[]] Workforcs Investment Aw?
Are you a suigrant or seasonal farm workur? l]:l Huvcyancwrbeenconvictcdofamisdemmor?
SC Residents; [ Do yor receive Fumily Independence Benefiis?

PLEASE READ, SIGN, AND DATE:

Undar penalties of perjury, 1 declare the tnformetion above lo be trug and aceurete to the best of ny knowledge, and 1 hareby' unthorize any ugency, organization, or
tndividuals to supply such verification ar informanon that may be weeded to determine tox eredit oligibility ta my emplayer. employer representative {Associated
Consultants, Ine. dba Rewrorax). or the Department of Lakor.

M-
New Employee Signatures mdass i i, Date: Apr 11,2018




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
kmowledge.

New Hire’s Signature: z=: __Date Aprii, 2018

New Hire Name: Jovon freshwater

Social Security Number: 309087303
Employer Name:

Please check the statements below if they apply to you.
[0 1declare 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.

| declare that | have been in a period of unemployment since
4/11/2015 .
(Enter start date)

Privacy Act Notios: . :

The Intemal Revenue Code of 1988, Secion 51, as mended and fis enaciing legistaion, P.L. 104-188, specify fhat the Stats Workforce Agencies are the
Wwwdamwwhhhrmmﬂrumewowwmmﬂm moadmesdﬂzhpmgmmmwmtmﬁmyoummuvldedwmphﬁngﬂﬂs
form will be disdlosad by your mployer to the State Workforce Agency. Provision of fhils informafion is voluntary; howaver the Information s required to
datamﬁnaywremplmfse\lgmtyfmmefademlmm

Pubfic Burden Statement:

PemmareanqtﬁtadmmspnndhmswllacﬂonofmhmﬁnnmlasndbplaysawmmyvaﬁdOMantm! number, Respondefis’ obligation to
camplete this form s required to obteln or retein bansfts {P.L. 411-5). Public reporfing burden is estimated to average 10 minules per response, ncluding the
fime for reviewing instrucions, searching exising data sources, gethering m-mmmmmmmwmmmmmmmm
mmmmmmmmmmsmmmuammmmmmmammmmeTmAmm

Room C-4510, W_E__ﬁmgn. D.C. 20210 gpap___g_wommmmmmawg} Please do nol submit completed forms to this address.
117-

ETA Form 9175 (Rev. November 2018)
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He:LTHEZ T TR
Enhanced MEC_Plan 1 SNG
Jovon freshwater 309087303
Address Chy Stete Zip Cote
3149 Mcknightrd White Bear Lake Mn 55110
Gonder B Wiale | Wierital Status W] Single | Dette of Birth : Date of Hire
[] Femate |[] Mered [ oivorsed 05/02/1330 af1218
Phane 2 Emall Addrass:
Manonr: 6122070007 Peeweelongway5150@yahoo.com

Please Select Desired Coverage:

71l Employee Only - || Employee+Spouse - [[] Employee+Chiid{ren) - [T] Family -
$24.00/Week $38.00/Week $38.00\Week sssmmreek

e W Lag hams ! [] Femae [] Dossstic Partne:
‘Depahoont SR i e

_ Socal Socurty # [BithDate | Sex | Reiatonship
PTG —¥0 TaaNaE ] i | E alo | Spouse —  chld

NAME OF PERSON COVERED (FIRST, LAST:

Zeapier et Relaipadedoome oot Fetio caties - } hareby applyfor the group hensfit{s) as indicated. | acknowlsdge that all entrios are true snxd complals andthst
any misstatements or {allum to raport Information meay be ussd 2s the basis for canoeliztion of coverags for me and my depsndentis), if any, from the original
affective date, Further, | authorize my employer to maks the necessary payroil daduction of premiuins for coveragss 1 have elected.

IF ENROLLING - YOU MUST SIGN HERE

opoyeo Sgoeture el oe  April,2018

|sepLermss oxeunics {am DEGLINING coverage
_Iunﬁammdﬁmlandbrruydapanﬂam.Hw.memgmmemdeslmmparﬂdmm:heplanaxa!ata'dm.ummybnwnsmmdauemnaam
{ must mest the raquiremsnis defined in the Cartificate of Covarage for the company's medical ar dantal 11 deciina enrolimant far myself or my dopendants

(inclutiing my spouse) hevausa of other covarage, | may. i tuture he able to snroll myssif or my dapend In Bils plan, provided | request onrolment within 31
goys eftor the other coveraga onds. in addition, F a now depondsnt ratationship forms &5 2 result of marriege, birth, adoplion, placoment for adoption of parting suit
of adloption, | may be abia to entoll mysalf or my depandant, provided | request anroliment within 53 doys of the event. i

IF DECLINING- YOU MUST SIGN HERE

]

1 Employes Signature Date Aprll, 2018
Evployer Solufions 8iaffing Group Heakh Banefits Tean
PO Box 43270
WMinneapolis, MN 55344

Phone; §52-787-8515 Fex: 852-767-8815
Email; Health@employemsolutionsgroup.com



Fized Indemnity Medical Benefits Plan 2
VS 219301-ESG-1 OFFCZUSEONY LOCATION

RerireDate _ __ /[ _/

 ENROLLMENT FORM ZSC CUUNAC-MN) P1 v18.2

T e RN USING BACK or BLUEINK (st Be Flled O .
Name Jovon Saocial Security # Homa Phone ' E’EED
Andress Aph®
City ' ' Suate Zp Dese of alimé

‘

’F‘?“*"’-’"’t\‘““:"? %y -.M 5 w-mmv.w:::a_o_ nfﬁ:ﬁy?:f;:egw,armngwa?v s *"‘1-_ l:.:w..v‘wm’-.--s;_r.g‘fs KRk el Sl = oy i . it
o e Ry O fOLE SR N BE o s Vi Mab GAE SR Dl ves v, ves, plosse comirun.

Medicare Heslth Insurance Claim Numbear (HICN) Madicara Eflective Date

Nans of Covered Person (s):
1. 2. g,

Yo MUST select a coverage level bafore any pensfits in Section C. Your ca;arége fevel for the all benefiis in Secticn C will be
tdentical. The Fixed Ingemnity Medical Plan, Den¢al Plzn, Term Life Pien, ana Sheri-Tarm Disebility plans are underwritten by BCS
jnsurance Company. The Vision plan is underwritten by Companion Life Insurence Company.

SELECT COVERAGE LEVEL VU INDEMINITY ) penmal VISION TERMLFE | SHORGIEe
Sraployee Cnly $20.25 '; , $6.17 ' $2.42 ', $0.60 “;_ $4.20 ‘\".- .
Employee + $41.90 $12.34 $4.92 $0.50
Employee + Family $54.88 $20.36 $6.56 $1.80
now AL sencis O] | Olves Dlne | Blves Do | Blves Dine Olyes Olno | Olves Olino

1This coverage is not available to residents of NH, HI, or PR. 3§TD is not available to ps-sons 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.

Name Shelly reeves Relationshi>  Mother
Name Social Security # Dere of Birth_Sex " Relationshi A i
{7 O @ﬂ:ﬂ SpcuseE Child D Domestic Periner
Name Social Security # Date of Birth_ Sex lationship
PAVAR B @E:I ﬁ Spouse[ ]| Crilo DCpomestc Partner
Name Social Security # Date of 3ith_S2x Relationship
/7 ED [[hpouse ] crild Cpomestic Partner
Name Socia! Security # Date of Birth_ Sax Relztionshin
i @ DSpousa O Critell]] Domestic Pariner
SREQUIREDLIGN T YOU TUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
| mave read the benefit packet and understand its limitations. | understand t_:a;'t_;;;;':e-m’c:ﬂn;r* is anly aveliable ‘or e
3 limited time and | understand that making ne beneit selection is a geclination of coverage.
o My psoneues premelo o

*This Plan DOES NOT Alleviate the Individual Mandate Penalty” e Fil e



