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Includes more than $350 of uneamed Incorme (for you are unmanied and pay more than 509 of the o Noti "1392"3' i el 'l‘=orm Wea 2ren
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B Tax cradits, You can take projected tax cradits Into account sffest, use Pub, 68 How the amount you are
e In figuring your allowable number of withholding slowances,  having withheld compares to your projected total tax
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Personal Allowances Worksheet (Keep for your records.
A Enter“1"foryoumlfifnooneelsecanclalmyouasadependent. L R - R ) S L T A
* You are single and have only one job; or
B  Enter*i"if; * You are married, have only one job, and your spouse does not work; or ) B
® Your wages from a second job or your spouse's wages (or the total of bath) are $1,500 or less,
C  Enter *1” for your spouse. But, you may choose to enter *-0-" if you are married and have either a working spouse or more
than one job. (Entering #-0-" may help you avold having too little tax withheld) . . . . ., . . . . . . . .. c
D  Enter number of dependents (other than your spouse or yourseif) you will claim onyourtax retum . . . . . 5 D
E  Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above) E
F  Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plantoclamacredit . . F
{Note. Do not Include child support payments. See Pub, 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub, 872, Child Tax Credit, for more Information.
* If your total Income will be less than $65,000 ($100,000 If married), enter “2” for each eligible child; then iess *1” if you
have two to four eligible children or less “2" if you have five or more eliglble children.
® If your total income will be between $65,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligiblechild. . . G
H  Addines A through G and enter total here, {Note. This may be different from the number of exemptions you claim on your tax retum.) » H ‘
® If you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.
complete all ® |f you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets eamings from all jobs exceed $50,000 ($20,000 ff married), see the Two-Eamers/Multiple Jobs Workshest on page 2 to
that apply. avoid having too little tax withheld,
® If neither of the above situations applies, stop here and entsr the number from line H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.
) w_4 Employee's Withholding Allowance Certificate OMSB No. 1646-0074
orm
P Whether you are entitled to claim a certaln number of aliowances or exemption from withholding Is
mﬂ;ﬂgﬁ;ﬂ subject to review by the IRS. Your employer may be required to gend a copy of this form to the IRS. 2 @ 1 5

2  Your soclal security number

K[ " TA™ [ Zoe vo}«v\ggd 471510010

e addrssg (umber and strest or rural route), 3 [\ singie [] Married 1 Marrieq, but withhold at higher Single rate.
\qu Y., VIS C i Note. If maned, but legally seperated, or spouse Is & nonvesident allen, check the *Single” box.
City or town, and ZIP code 4 Hyourlast name differs from that shown on your social security card,
%QE V ﬂ(\ \ m Y\ L J S \ 1—5 check here. You must call 1-800-772-1213 for a replacement card. O
§  Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5 |
6  Additional amount, if any, you want withheld from eachpaycheck . . . . . . . . . . . . . . 6|9 C
7 | claim exemption from withholding for 2015, and | certify that | mest both of the following conditions for exemption.

® Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
* This year | expect a refund of ali federal Income tax withheid because | expect to have no tax liability.
It you mest both conditions, write “Exempt” here. . . . a2kl

Under penaltles of perjury, | declare that | have examined this certiﬁcats{h-ld, to the best of my knowledge and bellef, it is true, correct, and complete.

BT ey o AN @ AN ous 0| 10 |1E

Employer’s name and address (Employer: Com)lete lines 8 and 10 only If sending to the IRS.) 9 Office code (optional) | 10 Employer Identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2015)



EMERGENCY CONTACT INFORMATION

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

Employee Name: V /| ’Ww&/ i
aaness\ 250 VOSEVISIN C fORRVIllE. N 51D
Home Phone: m\z .4‘;7)@8,"‘%17

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency
Contact #1 Home Phone: |
Name: MO\VC \/\ g HG )Wf Cell Phone: u }2 "36@ el 37 7
Relationship: &\,\ _FY \‘fV\ Cl Work Phone:
Contact #2 Home Phone:
Name: (" hg\(‘j WO ¢ O) Cell Phone: W" ap3 T2 58
Relationship: C\ 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.



& employer solutions staffing group.
. Leveraging Resources in a Changing Market
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 b Payroll Debit Card.
SECTTON | BASTC TN EORN A O,

SECTICR 2 EASTRGHLL [EL e ].[U‘-,
Direct Deposit (Please complete Sections 3 and § below)
Payroll Debit Card (Please complete Sections4 and 5 below)

I'understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

Initial Date

Account Type: ] Checking [ Savings Cdother
*  Tohelp us avoid meking an error, please attach a copy of a voided check. (a deposit slip will not work)

- Ifyouohnngebanks,donntcluseyouroldbmkacwuntunﬁlyonrdimctdeposithasstarlndatﬂmnewhank,whichmaylakezlqaypeﬂods.
SECTION T PANROLIT DEBLE CGARD (GEOBAL CAST G AV

Federal law requires all financial institutions to obtain,veriﬁ(,andmcordinﬁnmaﬁnnthatidemiﬁeseachpersonwhoopensanaccomn.Inorderto
requestaPayro]lDebitCardforyou,wemustpmvideallofthefo]lowinghformaﬁonthatwﬂl enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit

Card to pay your wages. For your protection, the financial institation may ask you to provide them additional identification information so they can
verify your identity,

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or

transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing ail of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)
F‘%ﬁwmﬁ " T Erpeva -Wiod 2]
TR s O LT %R-0010
City RCKN \\ K/ SWT\ Zip :C-‘ \i% Cell Phone (mabile) %Z’ 5@8’ —-' 5 7 '7

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

Payroll D;I;;tys;rldsilouﬁng# Payroll Debit Card Account # __l ﬁ:g g qma ! )] g n Q o quwg

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

)M‘\) % Date:quC]jY(

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

e SOONR 0OV Do oo (O

this informatien will only be\sed to senfl your paysttibs electronically

Employee's SignatuN /\'\}\) 28 \;\/ Date: q ) ]

N
N

Employee’s Signature:




VSLIND 219301-EMP | QFFICEUSE | (o oo RehireDate ___/____/

S —— — — — —— ——— ——

ENROLLMENT FORM ESC UNAV P2M v15.]
OPTION 1

EQUIRED EMPLOYEE INFORMATION
PRINT USING BLACK or BLUE INK FIXED INDEMNITY PLAN Weekly Raie

(Must Be Filled Out) SELECT COVERAGE LEVEL
Social Security Number ﬂ-j-—-t_-z--)— -—QQ:LQ You MUST select a coverage level before adding any benefits. Your

Date of Birth Qj./ _Zl/ Jﬂﬂ.& S @ coverage level will be identical for each benefit.

Name Q\MD-EYW\ EV\QMVQ"MCC? D Employee Only I:I Employee + Family
S ] . i \@m \{O’k \“m Cji- | I:I Employee + 1 QNO to all indemnity benefits,
ay RSP, swe MN 757571 | = || FIXED INDEMNITY MEDICAL

$20.91 Employee Only
Home Phone Lﬂl_l‘iﬁ@_'_’lf}_ll s DPYES $42.44 Employee + 1
gﬂo $56.67 Employee + Family

<

Do you or any dependents have Medicare? —_—

This coverage is not available to residents of New

[(dYes [INo ¥ Yes: Hampshire, Hawaii, or Puerto Rico.
Medicare Health Insurance Claim Number (HICN) '

DENTAL "

{ ) / / vEs $ 6.17 Employee Only
Medicare BffectiveDate ' _ /________ Dr $12.34 Employee + 1
Names of Covered Person(s) S._.NO $20.36 Employee + Family
1. .
2. TERM LIFE Er
3, ) V4
\

$0.90 Employee + 1

J YES $0.60 Employee Only
INO  31.80 Employee + Family

EQUIRED DEPENDENT INFORMATION

N: —

oy SHORT-TERM DISABILITY 2
Social Security Number _______ - - e (5\
Date of Birth ___/___/_____ Sy [I\zl I\ T $4.20 Employee Only

Relationship: []Spouse [1Child [ Domestic Partner ort-Term Disability is not available to persons who work in

1 | California, Hawaii, New Jersey, New York, or Rhode Island.

Name ‘
Social Security Number " " ____ | RIISAPE . _82193010-M-EMP_
DaeofBith —_ /__ /= o @ C WELLNES! - VE PLA ~ntily Rates

|:| $58.87 Employee Only

[ ]$87.73 Bmployee + 1

D$186,99 Employee+ Family
|

Relationship: []Sponuse [JChild [ Domestic Partner

BENEFICIARY INFORMATION
‘or Term Life / Accidental Death & Dismemberment, please write

n your beneficiary information.
NAME OF BENEFICIARY .%NO to MEC Weml.lnfﬁ/—l’ff:ent_ive Plan "
RELATIONSHIP

\ccidental Death & Dismemberment is part of the Term Life Benefit.

I have read the
understand that

pefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and I

g 10 benefit sqle{;tion i a declination of coverage. ' :
NEAEN o 00101 200 T




