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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 20180890927158T

Report Prepared: 04/02/2018

Company Information

Company ID: 47429

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: Thomas
Date of Birth: 11/23/1988
Hire Date: 03/30/2018

Document Information

First Name: Khadeem
Soctal Security Number; *** ** 0291
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 possassion

Document Name: iD ecard
Driver's License or ID Card Number:

Case Status Information

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

Document State: Minnesota
Document Expiration Date: 11/23/2019

Final Case Result: Employment Authorized
Case Submitted On: 03/30/2018
Closed On: 03/30/2018

Empioyer Case ID:
Case Submitted By: ZZEP3284
Closed By: ZZEP3284

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized resuit.

SENSITIVE BUT UNCLASSIFIED

4/2/2018, 8:46 Al



Employment Eligibility Verification USCIS

Department of Homeland Security omf;:?epg
U.S. Citizenship and Immigration Services Enpires 08/31/2019

P-8START HERE: Reat instructions carefully before completing this form. The instructions must be avallable, either In papsr or electronically,
during completion of this form. Employers are liable for arrors in the completion of this form,

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document{s) an employes may present to gstablish employment autharization and Identity. The refusal to hire or continue to employ
an Individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Séction 1. Empl information and Attestation Empioyees must compists and sign Bestion 1 of Farm 1-8 no later.
:33&1 the fiest day of e’cnplfyment but net hefore accepling a jéb o?!'ar ) S
Last Name (Farmlly Name) First Name (Glven Name) Middle Initial -Other Last Names Used (if any)
Thomas Khadeem J N/A
Address (Street Number and Name) Apt. Number | Clly or Town State ZIP Code
10814 sunsetter N N/A Brooklyn Park MN 55443
Date of Birth {mm/ddfyyyy)  ; U.S. Social Securily Number Employee's E-mail Address Employse's Telsphone Number
11/23/98 ] apspspaqn} | -1 | | | || Khadeemthomas2215@gmail.com 7634422869

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

1 attest, under penalty of parjury, that | am (check one of the following boxes):

(@) 1. A cifizen of the Unlted States

(O 2 A noncitizen national of the United States (See instruatians)

3. Alawful permanent resident  (Allen Registration Number/USCIS Number): N/A

4. An allen authorized to work  unfil (expiration date, if applicable, mm/ddiyyyy): N/A
Some aliens may write "N/A" in the expiration date field. (See instnuctions)

Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9; mm
An Align Regislration Number/USCIS Number OR Form 1-84 Admission Number OR Farelgn Passpoart Number.

1, Allen Registration Number/USCIS Number: N/A
OR

2, Form 1-94 Admission Number; N/A
OR

8. Foreign Passport Number; N/A
Country of lssuanca; N/A

Signaturs of Emplovee 44zasam THomal Todays Date (mm/ddiyy)  Mar 27,2018

Kiesm Thoms (8107, HL8)

Preparer andlor Translator Certification (Check one):
| did not use & preparer o ranstator,  ((J] A preparer(s) andior translator(s) assisted the employea In completing Section 1.
(Fiatds below must be completed and signed when prepa and/or translators assist an employese in completing $ection 1.)

1 attest, under penaity of perjury, that | have assisted In the sompletion of Section 1 of this form and that to the best of my
knowledge the information is true and sorract.

Signature of Preparer or Transiator Today's Date {mmAddiyyyy)
Last Name (Famfly Name) First Name (Given Name)
Address (Street Number and Name) City or Town State  |2IP Code

@ ol Comploies Ve Pige " @

Form1-9 07/17/17 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security 0\; ;:Tet-yom7
U.S. Citizenghip and Immigration Services Fxpires 08/31/2019

{Bbetion 1, Employer or Authorized Representative Review.and Verification_

(Employers at%lr aﬁthqnzad rapresematlve must eompiete and sign Seetian 2 within 3 busiress days of tha empleyses ﬂmf day of employmanf You
must phystaally exarmine one document from List A OR & combinafien of ane document from List B and ene document fram List C a8 fiéted on the “Lists

of Acoeptable Dacuments.”)
me (Family Name) Flmt Nama@vanlvama) M. | Cilizenship/immigration Status
loyes Info from Section 1 i : e eI
Employea m Section _L_a_m‘_gp\ ,32 ' . T— Qr{lzﬁ
ListB AND E ListC
Identity and Bmpioyment Authorization identity Employment Authorizafion
Document Title | | Documant Til Do) g . .
A Elade LD bate if Buirth
Issuing Autho Issulng 1ssuing Autho
EYode o MU PSEATE o uw
Dooument Number ment Number Document Number *
_ _ A 1B Pl A3 |
Explration Date (if any){mm/dd/yyy) Expiration Date (i any)(mm/ddiyyyy) Expiration Date (if any)fmm/ddlyyyy)
1 -23~- 0|4 A
Dogumant Title
issuing Authorty Additional Information ) &"Nﬁ"‘,‘,";:"m“”m”g;;
Documant Numbar
Expirafion Date (if any){mm/ddiyyy)
Document Titie
Issuing Authority
Document Number
| Expiration Data (i any){mm/dd/yyyy)

Cortification: | attest, under penalty of parjury, that (1) I have examined the doocument{s) presented by the abova-named employee,
{2) the above-listed document{s) appear to be genuine and to relate to the employee named, and {3) to the best of my knowledge the
employes is authorized to work In the United States,

The employee 'S 'u 1 dﬂ\ employment (mm/dd/yyyy): Ql_.i l D &z 20| & (See Instructions for exemptions)

Today's Date (mm/dd/yyy) ﬁmm W Representative
oujoo a0l

Wﬁf&mpl ror Authorized Reprasemattve Employer's Business or Organization Name

‘ U\ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Bisiness or Organization Address (Street Number and Ndme) | ity or Tawn Stete | ZIP Code

7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE 55344
§9ctign 3. Raverification aﬂd Rehlres (1o Té be completed and signed by employer ar authorized mpfasentahw 0
A biew Naina (i agalicable] e s _ {61 Date of Refire (# applicatie) i

Last Name (Family Name) First Name {Givan Name) Mlddle Inlﬂal Date (mm/ddiyyyy)

68'd previLis grent of amployment aithciization has dxpiréd,
i ng erploymgint authorization in the spags provided below.
Document TRIe Document Number Exptraﬂon Dats (if any) {mm/ddiyyw)

ﬁh\ﬁﬂﬁ the infofmafion’ for l’ﬂe Uﬁmrdeﬁ! GF roceipt thint establshes

1 attest, under panalty of perjury, that to the hest of my knowledge, this employse is authorized to work in the Unitad States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual,

Signatura of Employer or Authorized Representative | Todsy's Date (mm/ddAyyyy) Name of Employer or Authorized Representative

Form1-9 07.17/17 N Page 2 of 3












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

www.esgstaffingsolutions.com

erlovar soluticns sfaffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name __ThOmas First Name _Khadeem Middle Initial

Street Address 10814 sunset ter N Apt/Ste

CityiState/zip _Brooklyn Park/MN/55443 Soclal Security Last Four XXX-XX- 024 ]
Phone Number 1634422869 Emall Address Khadeemthomas2215@gm@il.com

Staffing Agency/Recruitment Partner Carlos

Are you legally authorized fo work In the United Statss of America? @JYES (CINO
Applicant Ceriification and Authorization

1 authorize Employer Solufions Staffing Group (ESSG) to use the Informafion and statements contained in this application to determine my
qualifications for employment. 1 authorize ESSG to make Inquiries of my former employars, except as indicated In this application,
regarding my previous duties, responsibilifigs, performance, compensation and eligibllity for rehire.

1 understand thet a comprehensive background check may be conducted to determine my eligibility for hire by certain cllents of ESSG.
‘This may inalude but s nat imfted to, investigations of criminal and/or convietion records, driving records and/or & drug screen test as
required by clients, govarnment regulafions or by ESSG policles.

1 release ESSG and other persons or entities from any claims that might ba based on ESSG's dacision to conduct a background check,
| certify that all stalements mada in my application are true and accurate and that | have not omitted any material information.or pravided
false or misleading Information. | understand that any material omission or misrepresentation will result in my disqualification from
consldsration for employment or, If discovared after | begin employment, will result in my termination.

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

Lhaneen Thomal
Khadeem Thomas Whadesm Thorass (War 27, 2018) Mar 27,2018
Name (Print or type) : Applicant's Signature “Date

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

For ESSG Office Use Only
DOH NHW - 8850 w4
Emergency Contact Info | Backpround Release Form Background Results Unel%ployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP _ . | WorkSite Lac. WC Code

ESSG - CMG-NSTW4 Rev. 04/2017



Form W-4 (2018)

Future developments. For the Iatest
information about any future developments
related to Form W-4, such as legislation
enacted after it was published, go to
www.irs.gov/FormW4,

Purposea. Complete Form W-4 so that your
employer can withhoid the correct federal
incoma tax from your pay. Gonsider
completing a new Farm W-4 each year and
when your parsanal or financlal situation
changes.

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

» For 2017 you had a right to a refund of all
{ederal incorne tax withhsld beoause you
had no tax liability, and

» For 2018 you expeot a refund of all
federal incoma tax withheld because you
expent to have no tax liability,

If you're exempt, complets only lines 1, 2,
8, 4, and 7 and sign the form to validats i.
Your exemption for 2018 expires February
15, 2019, See Pub, 505, Tax Withholding
and Estimated Tax, to leamn more about
whether you qualify for exsmption from
withholding,

General Instructions
if you aren't exempt, follow the rast of
these instructions 1o determine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to hava withheld. For regular
wagss, withholding must be based on
allowanoses you claimed and may notbe a
flat amount or percentage of wages.

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

Form W‘4

Department of the Treaswry
mmm%mha

using mcumr if you have a nl}ore 5pgc ific Instructions

ocomp! tax situation, such as if you

have & working spouse, more than one job, Personal Allowances Worksheet
or a large amount of nonwage income Compiete this worksheet on page 3 first to
outside of your job. After your Form W-4 datermine the number of withholding
takes effect, you oan also use this allowances to ciaim.

caloulator to sse how the amount of tax Lhmc.HeadafhumehnMplea»nm
you're having withheld compares to your Gerierally, you can claim head of

projected total tax for 2018. If you use the
calculator, you don't need to complete any
of the workshesta for Form W-4.

Note that if you have too much tax
withheld, you will recelve a refund when you
file your tax retum. If you have too litile tax

housshold flling status on your tax retum
only if you're unmarried and pay more than
§0%6 of the costs of keeping up a home for
yourself and a qualifying individual, See
Pub, §01 for more information about filing
status.

withheld, you will awa tax when you file your Lino E. Child tax credit. When you file

tax retum, and you might owe a penafty. your tax return, you might be aligible to

Filers with multiple jobs or working claim a oredit for each of your qualifying
spouses. If you have mare than one job at children. To quallfy, the child must be

a time, or if you'ra married and your
spouse la also working, read all of the
Instruotions inoluding the Instruotions for
the Two-Eamers/Muitiple Jobs Warkshest
before beginning.

Nonwage income. if you have a large
amount of nonwage Income, such as
Interest or dividends, consider making
estimated tax payments using Form 1040~
ES, Estimated Tax for Individuals,
Otherwise, you might owe additional tax.
Or, you can usa the Deductions,
Adjustments, and Other Income Workshest
an page 8 or the caloulator at www.irs.gov/
WA4App to make sure you have enough tax
withheld from your paycheck. if you have
pension or annuity income, eee Pub. 505 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 allen, If you're a nonresident
alien, see Notice 1882, Suppiemental Form
‘W-4 Instruotions for Nonresident Allens,
before completing this form.

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

» Whether you'ro entitied to clalm a certain number of allowances or exsmption from withholding is
subject 1o review by the IRS. Your employer may be required 1o send a copy of this form to the IRS.

under age 17 as of December 31 and must
be your dependent who lives with you for
mora than half the year. To lsam more
about this oredit, see Pub. 972, Child Tax
Credit. To raducs the tax withheld from
your pay by taking this credit into acocount,
follow the instructions on line E of the
workshest. On the worksheet you will be
asked about your total income, For this
purposs, total incoma includes all of your
wages and other income, inciuding income
eamed by a spouss, turing the year.

Line F, Cradit for othor dapsndents.
When you fila your tax return, you might be
sligible to claim & credit for each of your
dependents that don't qualify for the child
tax oredit, such as any dependent children
age 17 and older. To learn more about this
credit, sse Pub, 508, To reduce the tax
withheld from your pay by taking this cradit
into account, follow tha Instructions on line
F of the workshest. On the workshest, you
will be asked about your total income. For
this purpose, total income includes all of

OMB8 No. 1645-0074

2018

1 Yourfirst nams and middle initial Lastname 2 Your soclal seawrity number
Khadeem Thomas 473-35-0291
Home acdress (number and street or rural route) a@singe  (O) Manied dmnu, but withhold at higher Single rate,
10814 sunset ter N . Note: it married {ling separately, cheok "Manted, but withhold at higher Singls rate.®
City or town, state, and ZIP code 4 Hyour last name differs from that shown on your social security card,
Braoklyn Park/MN/55443 chaok here, You must call 800-772-1213 for a repleosment oayd. > []
6 Total number of allowances you're claiming {from the applicable workshest on the following pages) . . . (8]
&  Additional amount, i any, you want withheld from each paycheok . , . r Bec B 6 iy
7 Iclaim exsmpfion from withholding for 2018, and | certify that | meet both of the following conditions for exempﬂan. “?ﬁ

» Last year | had a right to a ratund of all fedaral income tax withheld bacause | had no tax fieblity, and
» This year | expact a refund of all federal income tax withheld because | expect 1o have no tax liabiity,

" if you mest bath conditions, write “Exempt"hers . . , . . . . ., S

7]

Undar penaltias of perjury, | declare that | have examined this certificate and, to the hem of my knowladge and beslief, it is true, comaat, and complete.

Empioyes’s signature
{This form Is not valid unless you sign it.) »

Khrtomy Thomn {Mar a7, 2008}

Dals: Mar 27, 2018

B Empl

's name and address lEmplm Complate boxas 8 and 10 if sending to IRS and complete

e.andwltsendlngtnstahnlmwryam law Hirea)}

9 First date of
employment

10 Employer identification
number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 4.

Gat. No, 10220Q

me‘iﬂo"ﬂ)



mc‘ DEPARTMENT W-4MN
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:

s Clalm fewer Minnesota withholding allowances than your federal allowances

» Claim more than 10 Minnasotzs withholding allowances

» Want additional Minnesota tax withhe!ld from your pay each pay period

* Claim to be exempt from federa! withholding or claim to be exempt from Minnesota withholding

Do not complste this form If you are claiming the same number of Minnesota allowances as federal and the number claimed Is 10 or less.

Employee's first name and inital Last nama Employen’s Sotial Security number
Khadeem Thomas ) 473-35-0281
Permanens address Marital status fcheck one box)
10814 sunset ter N O/ sinomdile v ot
Gty Sate 21P code Married
Brookiyn Park/MN/55443 Married, but withhold at higher Single rate

Employees: Read instructions on back, complete Section 1 OR Section 2, sign and give the complated form to your amployer. {Do not complete
both Section 1 and Section 2. Completing both sections will make the form lnvalld.)

{_) Section 1 — Determining Minnesota allowances

Complete Section 1 If you claim fewer Minnesota allowances than your faderal allowances, AND/OR If you want additional Minnesota withhold-
ing deductad each pay perlod. 1

1 Total number of federal allowances claimed on federal Formw-4 ....... 9000000000000 000000GOT0000G 0005
2 Total number of Minnesota aflowances {fine 2cannotbe more than line 1) ...ecieeeeersesssstsceionsee @
3 Additional Minnesota withholding you want deducted each pay perfod...........cc.00s 0 0oBEBEO0G00agHEE) e =

£ saction 2 ~ Exemption from Minnesota withholding

Complete Section 2 if you claim to be exempt from Minnesota income tex withholding {see Section 2 instructions for qualifications), ¥ applicable,
check one box below to indicate the reason why you beliave you are exempt:

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

Zven though 1 did not clatm exempt from federal withholding, | claim exempt from Minnesota withholding because | had no Minnescta
income tax liabllity last year, | recalved a refund of all Minnesata income tax withheld, AND | expect to have no Minnesota income tax llability
this year,

My spousa Is 8 miiRary service member assigned to a miitary location in Minnesota, my domicile {legal residence) is In ancther state, AND |
am in Minnesata solely to be with my spouse. My state of domicile is

E { aman American indian living and working on a reservation.

1am a member of the Minnesota National Guard or an active duty U.S. military member and claim exempt from Minnesota withholding on
my military pay.

| receive a military pension or ather military retirement pay as calculated under Titie 10, 1401 through 1414, 1447 through 1455, and 12733
and claim exempt from Minnesota withhalding on this retiremant pay.

i certify that all informotion provided in Section 1 OR Section 2 is correct. | understand there is a $500 penalty for filing o false withholding allow-
ancefexemption certificate.

Fpioyess Suwe KAaABoN THOMAL RO o
Yoostem Tromar{Ner ], H18 Mar 27,2018

7634422869

Employees: Give the completed form ta your employer.

Employers

If you are required to send a copy of this form 10 the Department of Revenue (see Instructions), you must enter the employer information below
and mal this form to: Minnesota Revenue, Mail Station 6501, St. Paul, MN 55146-6501. {Incomplete forms are considerad Invalid.) A $50 penaity
may be assessed far each requirad Form W-4MN not filed with the department.

Keep a copy for your records.
Name of employer Federal employer ID number (FEIN) Minnesots tax ID number
Address oy Siae TP code

mee121n Questions?  Website: www.ravenuestate.mn.us. Emall: withholding tax@state.mn.us. Phone; 651-282-8999 or 1-800-657-3594.



erwlyes sc o siaffrg goup
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 Pe i

G R ST AN N BN

| Brployee Name i teem Thomas

A R RGN

[[] »aper Check (Option available 1o GA NH and NY residents oniy)

| (®)] Payroll Debit Card (Please complete Sections 4 and 5 below)

SRS b R P GBI DR N

Note; Direct Deposit accounts may take up to 7 days to be act
1understand and acknowledge that if I do not provide
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred §f the account number that I provide is incorrect,

Initisl - Date

= To help us avoid making an crror, please attach a copy of @ voided check. (a deposit siip will not work)
*  'you change banks, do not close your ald bank account until your direct deposit has started at the new bank, which may take 2 pay periods,

SECIION 4 AN ZOTE DEGIIT GARD

Fedemlhwmquhuﬂﬁmﬁﬂhsﬁmﬂmsmobmimvuiﬂ.mdmdh&maﬁmﬁatﬁmﬁﬁuu@pmmwhoopﬁmacooum.lnorderto
request a Payroll Debit Cand for you, we must provide all of the following information that will enable the finemcial institution to identify you. If
you do not submit a Direct Depogit/Payroll Debit Card Authorization, ESSG will provide the necessary iuformation and issue you a Payroll Debit
Card to pay your wages. For your protection, the finanoial institution may ask you to provids them additional identification iuformation so they can
verify your identity.
Excent for the ronting and account number, ESSG does not have aceess to any information regarding your Payroll Debit Card sccount or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payrofl Debit Card will be reloaded on each payday yon receive
wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card o be issusd)

FirstName g or Ki ! M.I.‘“__, Last Name Mg — I o Date of Birth 11/23/98

Streot Addreas o BaxNoTACTFIARLS) 10814 sunset ter N Soctal Security# 473-35-0291
C#ty Brooklyn Pak StareyN DP peass Cell Fhone (mobils) 7634497869

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

Payroll Debit Card Routing # Payroll Debit Card Account # 5 b ~171

I'have received my Payroll Deblt Card, welcome brochure, program fises, program terms, conditions. and disclosures. By activating my Payroll Debit Card,
1 am agreelng 1o the program terms, conditions, and disclosures thut are included or made available to me from time to time from the financial institation. I
authorize the financial instinution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,

conditions, and disclosures.

Date;  Mar27,2018

Employee’s Signature:
SECTION a8 WHTHORIZ TN -
Tauthorize BSSG to directly deposit my periadic wages/coropensation paymants, net of required tax withhaldings, other required withholdings
or anthorized deduotions, inio my acoouni(s) as designated above and to inhiate, if necessary, debit entries end adjustmentsfor any credit sntries

made in error to my account(s). * E-yoail is required for pay stub information.

*E-mails khadeemthomasZZlS@gmaiLcoln @ B
this informyation will anly be used to send your paystabs electronically

Date: Mar27,2018

Employee's Signature; _Cudser Thomss (Far 27,2013




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Khadeem Thomas
{First) (Middle) {Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 18 Years 10814 sunset ter N Brooklyn Park MN/55443
{Mo/¥r) (Street) (City) (State/Zip)
Previous Address From;
{Mo/¥r) {Street) (City) {State/Zip)
Previous Address From:
(Mo/Yr) (Street) (City) {State/Zip)
Social Security Number: __473-35-0291 DOB; 11/23/98

Phone Number: 7634422869

Driver’s License Number/State:

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

1 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. 1 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.

1 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, 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 persanal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Khuaseant Thomar.
Slgnatm; Mhacoem Thom i (Per 31,2000 Date: Mar 27, 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.
[&)# wish to receive a copy of any Background Check Report on me that Js requested.



EMERGENCY CONTACT INFORMATION

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

Puployes Nams: Khadeem Thomas
L 10814 sunset ter N
Home Phone: 7634422869
; ' EMERGENCY CONTACTS
- Please list two people (in priority order) who could be contacted in case of an emergency
Contact #1 Home Phone:
Name: Talitha Roberts Cell Phone: 7634422869
Relationship: Mother Woark Phone:
Contact #2 Home Phone:
Name: Richard Thomas Cell Phone: 6129784391
Relationship: ~ Father Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergency;

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




A
-

emplever sclutons staffing groun..

TA NT OF CONFIDENTIALITY

This agreement made this ©2- day of, P , 201K, between
Empliyer Solﬁons Staffing Group LLC, hereinafter referred to as “employer”,
and £ 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 liguidated 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.

Khadeem Thomas (Mar 27, 2018)

Employee Signature

;’L : §‘7fe,<@

ver Solutiohs Staffifly Group LLC, Representative




anployer solutions staffing sroup .

B &

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

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

Attend all scheduled appoiniments. 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 appoiniment, 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 sarliest 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 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. .

Notify your emplover immediately of any new injuries or conditions that i ct

your physical 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 receive
compensation for the time away from work. The physician must complete a
Report of Workability.

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

Signed: ___ Rwadesm Thoones prarz7.2010)

Printed Name: Khadeem Thomas
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Important/importante
LOST OR STOLEN PAYCHECKS

if a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), 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-lssue 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 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 lugar, destruido, perdido en
el correo,.etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Sl se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usied, 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 cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo chegue y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); hadeem Thomas

Signature/Firma: “hadeem Thomas (Mar 21, 2038)
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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 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.

(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.

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

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:

* Responsibility to work in compliance with OSHA laws and regulations
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:

- o Right to refuse unsafe work
¢ 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.
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erroloyer soitions stefiing aroup..

» 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

o 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
962.885.1288/1.866.496.7578) 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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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 952.885.1288/1.866.496.7678 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.

I 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
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Khadeem Thomas

Employee’s Signature:

Hiradeem Thamas (Mar 27, 2016) Date: Mar 27,2018




DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | have been allowed 1o read and inspect a written copy of ESSG policy on
drugs and alcohol.
2, | have read the entire contents of this poliéy 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 pollcy may resuit
in adverse personne! 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 health service providers, or
other persons or entities acting for or with them, to coliect 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 results of my drug and/or alcohol test and other information
related io the test,

Khadetm Thaman (Mar27, 7018;

Individual’s Name

Mar 27,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 3850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1600
I e Sona™ | » Information ahout Form 880 and its separate instructions is at wwiw.irs.gov/form8ssn,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side,
Yourname Khadeem Thomas Social security number b 473-35-0201

Street address where you live 10814 sunset ter N

City ortown, state, and ZIP code  Brooklyn Park/MN/55443

County Telaphone number | 051422869

If you are under age 40, enter your date of birth (month, day, yea)  11/23/98

1 Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
far the work opportunity eradit.

2 Check here if any of the following statements apply to you.
* | am a member of a family that has recelved assistance from Temporary Assistance for Neady Familles (TANF) for any 8
months during the past 18 months.
= | am a veteran and 8 member of a family that received Supplemental Nutrition Assistance Program (SNAF) bensfits (food
stampg) for at least a 3-manth period during the past 15 months.

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

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

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

¢ | received supplemental security income (S8I) benefits for any month ending during the past 60 days.

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

3 Check hers if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year,

»

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

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

Check hers if you are a member of a family that:
» Recelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beglnning after August 5, 1897, and the earllest 18-month perlod baginning
after August 5, 1887, ended during the past 2 years; or

+ Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be mada,

-

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 received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | deciare that | gave tha above information to the employer on or before the day | was ofierad a job, and it I3, to the best of my knowledge, trus,
comeot, and complete.

Job applicant’s signature W Khadeem Thomas tiar 27, 2013) Date Mar27,2018
Far Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No, 22851L. Form 8850 (Rev. 3-2016)




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

EMPLOYER SECTION:
["Clieat:

Company:
Location: { Position: Starting Wage: $

EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
Khadeem Thomas 10814 sunsetterN Brooklyn Park/MN 55443

SSi#: Date of Birth: Age: Have yon worked for | Ifyes, location:

this before?
473-35-0291 11/23/98 Yal) n® | 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 @ |
at any time since August §, 19977 (if yes, please provide information below.) |
Name of the person recefving benefits: _____ Relationship to yo: |
City:____ Comty: State: ?

@

{If yus, please provide information below )
Name of the person recelving benefits: ____ Relationshiptoyom: _____
City: County: State:

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O
Pleass nota, this is not the same as Social Security bensfits (58) or Sacial Secumy Disability (SSDI) benefits.
*Ifyou checked yes please provide a copy of your SSI documentation.

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

— T

@ @

4. Have you received any type of vocational rehabflitation services within the past two years? O
1fyes, please indicate which type of agency you worked with and provids their location information below:

L] Vocational Rebabilitation Agency ] Dept. of Voterans Affiirs [1]] Employment Network (Tioket 10 Wark Program)
Namoof Agency: __ FPhone#; ___
City: Connty: State:
*ifyou checked yes please provide a copy of vour active Individual Work Plan and Ticket 1o Work documentation,
5, Areyou a Veteran of the U.S, Military? *ifves, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. 1f no, please continue to question 86.)
Dates of Service - From: To:
Branch of Service:
Are you entitled to or ave you receiviug compensation for a service-connected disability?

6. Have you been unemployed at any time during the last 12 months?
1f'yes, dates of unemployment - From: Ta:

Did you receive unemployment compensation at any point during your unemployment?
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 conviction in the past 12 months?
Conviction Date: Release Date:

Wag this a [[]] Federsl or [] State conviction? IfState- County: ____ State:

ol 0 ap
@ @ ap

Addional g% Credits
1EC (Native Amerlcan). Are you or yom' spouse a member of a Native American Tribe?
Ifyou checked yes please provide a copy of your CDIB card,
| CAResidents: [[] [C] Ase you the child of foster parents? [C] Do you receive CalWorks? ] Warkfurce lnvestment Act?
Are you & migrant or seagonal farm worker? [} Have you ever been convicted of a misdemeanor?
| SCResidents: [ Do you recsive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Undar penalties of perjury, 1 declare the information above ta be srie and acourate to the best of my knowledge, and I hereby authorize any agency, arganization, or

indivicuals to supply such verification or information tha may be needed to determine tax credit eligibility to my employer, employer representativa (Associared
Consultants, Inc. dba Retrorax), or the Department of Labor.

o
@

Lbusloon Thomar
New Employee Signature: o wwm erm fiar 7,000 Date: Mar 27,2018




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

4 fg

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 trne and correct to the best of my
knowledge.

S Lhglocn Thomar
New Hire’s Signature: SScmmensran e Date_Mar 27,2018

New Hire Name: Khadeem Thomas

Social Security Number; 473-35-0291

Employer Name:

Please check the statements below if they apply to you.

O 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.

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

(Enter start date)

Privagy Act Notice: S

The Intemal Revenue Code of 1988, Seciion 51, as amended and iis enacling legislafion, P.L., 104-188, specify that the State Workforce Agencles am the
*designated” agencies responsihle for adminisiering the WOTC cerfificalion procedures of this program. The Information you have provided completing this
Torm wil be disclosad by your employer o the Stata Workforee Agency. Provision o this Informafion Is voluntary; however the Information is required o
determine your emplayer’s eligibifity for the fedaral tex credit.
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Puhblic Burden

Persans are not required fo respond to this coliecion of nformation unless 1t displays a currenly valid OM B conlrol number. Respondsfits’ obligation to
complete this form Is required o obtain or retain benefits (P.L. 111-6). Public reporiing burden is esimated to average 10 minutes per response, including the
fime for reviewing insiruciions, searching exisfing data sources, gathering and mainteining the data needed, and completing and reviewing the collection of
Information, Send comments reganding this burden estimate to the LS. Dapartment of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washingion, D.C. 20210 (Paperwork Reduclion Project 1205-0371). Please do not submit complated forms to this address,

117-

ETA Form 9175 (Rev. November 2018)
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Enhanced MEC_Plan 1 | &NG
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19 raey, gosw

Banefits Enroliment Form New Emp Rehire RehireDate
Emplovaeiiniom:tioni s e Al o

ey g i i T AR SonialSs -

Thomas Khadeem | 473-35-0291
Address City — T Zip Code
10814 sunsetter N Brooklyn Park MN 55443
Gender M1 Wale | Warital Ststus W] Single | Date of Birth Date of Hire
[ Femats |[] Maned Dvorced | Pl
Number: Email Address: -
g e 7634422869 khadeemthomas2215@gmail.com

Please Select Desired Coverage:
71| Employee Only - Employee+Spouse - [ ]] Employee+Chiid{ren) - ] Family -
$24.00/Week . $38.00/Week @ $38.00Meek .$63.ﬁ0!Week

"WB’SW“‘V# ialrmme S Relauoﬁshxp O
r - [ wae ciid
[Frsvas i e [ | ] Femaie Domestic Partner
M*_ TR e A AR T D i A s R S R
TSocit Securty# | Birtn Date | 8o Relationship
‘ D % Spouse D ChildD
1 ] Ma‘e Pﬂ
E’“.“' e e e e Bl e LT R
e imnnm = o
Pt Nams WI Lmer‘ | E pde soomse 1 craa L

EFF. DATE
EFF. DATE
EFF, DATE

Zmployes Atinewvietemen anr Axihwrsation - | hereby apply for the group henefit{s) as indisated. | acknowledge that all antries are true and complate and that
uny misstatemants or fallure to report information may bs used as the hasis for capceliation of coverage for me and my dependent{s), if any, from the originat
sffectiva date, Further, | authorize my employer to makas the necessary payroll deduction of premiums for coverages i have elected,

IF ENROLLING - YOU MUST SIGN HERE
Employee Signature oae  Mar27,2018

£1PLE 'EES DEGLING [ am DECLINING coverage

Tunderstand that | andios my dopendants, if any, walve any coverage and desim to participats inthe plan at a later date. (Ave may be considarad a kste snrofles and
must mest tha requirements defined in the Gertificate of Covaraga for the company's madical or dantal plans. if | decline enrolimest for myaelf or my dapendapts
{including my spousd) because of other coverage, | may, in future be able to enroll myself or my dape: In thig plan, provided | request enrallment within 31
days after the other coverage ends, in addifion, i a now dependent reletionship farms 25 a result of marriage, hirth, adoption, placement for adaption of parting

of adopfion, | may be ablato enrall mysalt or my depandant, providad | requast enrofimant within 31 days of the event. sukr .

IF DECLINING- YOU MUST SIGN HERE

Employea Signatire yhsd..m Thomas (Mor27, 2018)

o Mar27,2018

Employer Soluiions Staffing Group Health Benefits Team
PQ Box 48270
Minneapolis, MN 55344
Phone: §52-787-8518 Fax: 852-767-8515
Email: Health@employemolutionsgroup.com



Fixed Indemnity Medical Benefits_Plan 2

VSl . 219801-ESG-1 ~ OFFiCRUSEONY ~— LOCATION . . RenireDste___/_ i ______

ENEOLLMENT FORM ESC F‘U(UNAC-MN) P1v18.2
e e Ee S Ml PRINT USING BLACK ar BLUE INK (Must Be Filled Qut)

Name Sccia! Sacurlty “ome Phone Seﬂ@.l:]

Address Apt ¥

Cit)li State Ziv . date of B;rth .

: E]_.Y@_GN@ if Yes, please cortinus.,
Medicare Sffective Date

Medicare kealth Insurance Clalm Number {

Na-mle o?_&;\;érad“.‘;a.rsm {s):

pe iy

SCULINITED BENERIFS PLANISEIECT F ' _Payrol Deducted Weskly Rates

TG
You MUST select a coverage leva! before any benefits in Section C, Your coverage level for the all benefiis in Section C will be
identical. The Fixed Indemnity Medlical Plan, Dental Pian, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is undenwritten by Companion Life Insurance Company,

SELECT COVERAGE LeveL Pon IPSVNITY | penay VISION TERmuFE | SHORETERM
Employee Only $20.25 -_:h, $6.17 ‘" $2.42 k:r“ $0.60 .;: $4.20 zt"'%
Employee + 1 $41.10 $12.34 $a.92 $0.50
Employee + Family $54.88 $20.36 $6.56 $1.80
MNO 10 ALL Benefiis @ g\’% No Yes o] No Yes No QYes o] No Y&B @No

1This coverage is nios available to residents of NH, Hi, or PR. *5TD is not available to pesons who work in CA, Hi, NJ, NY, or Rl

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

Name Relationship

Name Soclal Security # Dt Zé?a?aﬁ"é;i " Relavomship.
/4 Dim[EDT spouse E chiid [J Domestic Partner
Name Social Security # Date of Birth_ Sex lationship
it @E:l Spouse[_] Chila [[]Domestic Partner
Name Social Security # Date of Biith Relationshig:
.ﬁ [I:[Bpouse ﬁ Child ﬂ:ﬂDomestic Pariper
Name Social Security # Date of Birth  Sex Relationsnip

f/ @] .Spousa D Chi Ic Domastic Partner

=ty e 430 s v~

{E! REQUIRED SIGNATUREN i f (N VTV T AND bA'rs, EVEN IF YOU DECLINE COVERAGE

e e e e

| have read the benefit packst and u"sderstand its limitations. | understand that opan enro”ment is enly \y available for
a limited time and | understand that making nc benefit selection is 2 declination of coverage.
parg Maral, 201 P> SIGNATURE  itesenmmommstacztam)_

B ]

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

This ig an Essential StafCARE Enrollment Form.



