ze2017

E-Verify: Print Case Details - Previgw
SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017088103609SQ
Report Prepared: 08/20/2017
Comw Information i
Campany ID: 47428 Company Nams: Employer Sokitions Staffing Group
Emglgze_o Information
Last Name: lea First Nams: song
Date of Birth: 03/03/1888 Soclal 8ecurlly Number: **** 8521
Hire Date: 08/268/2017 OMmhIpShhu:An&anofﬂleUnidehtea
Document Infarmation
thBDnomnsntDrNefshamorlDoardbausdhyaU.B.shharouWkummbn mebwmnt&nhlsemnuycard
Dogument Name: Driver's licanse Dosument State: Minnesota
Driver's Licenss or ID Card Number: Documant Expiration Date: 03/03/2019
Case Status Information
Current Case Result: Employmant Authorized Employer Cass ID:
Case Submittad On:; 03/26/2017 Case Submitted By: SGLAG8S2
SENSITIVE BUT UNCLASSIFIED

hﬂps:lle-vaﬂfymcls.vaeUPrlnlCaseDles.aspc?CassVeern=m170881036098(2

7



7301 Ohms Lane Suite 405

employer solutions staffing group. Eding, M. 55428
Leveraging Resources in a Changing Market Tel: 952.835.1288
www.esgstaffingsolutions.com

- New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name L€ First Name AMa/" Middle Initial _-S.

Street Address G053 &2MD  SH- Ct S AptiSte
City/State/Zip %g_ﬁﬂ/e MM  JSO/le  social security Last Four 00t:xx- £b ]

Phone Number (5 - 208~ Z25e Email Address M%M@m

Staffing Agency/Recruitment Partner

All offors of employment are conditional upon satisfacto of of j and legal ability to work in the U.S.A.
Are you legally authorized to work in the Un.lted States of America? aYES CINO

Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inqulries of my former employers, except as indicated in this application,
regarding my previous duties, responsibliities, performance, compensation and eligibility for rehire.

I understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check,

| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will resuit in my disqualification from
conslderation for employment or, if discovered after | begin employment, will result in my termination..

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

M‘ﬂ%& Mf 3-29-17
Name (Print or type) p re Date

A copy or facsimile (“fax™) will be considered the same as an original signature. Email will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW 1-9 8850 w4
Emergency Contact Info | Background Release Form Background Results Unempioyment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG Rev. 05/2015



The exceptions don't apply to supplemental wages Nonwage Income. If you have a large amount of
Form w-4 ( 2017) greater m':‘}\ [3] .ono.ong.p d & nonvgge Income, such as lq:;mma;gr dlngdmﬁ;.':
Basio Instructions. If you aren’t exsmpt, complete conslder making estimated enis using Fom
Purmpose, Complsta Form W-4 so that your the Personal Allowances Workshest below. ?he 1040-E8, Esﬁr:‘%sg T&“&'G l"_"a“' O;I'ln:‘rwlse.
employer can withhcld the mnamgg‘eml Income D Snnusty ncome, see Pub, 605 1o find ot f you should
m your pay. Consider co| a new Form owances based on itemized
W-4 eant)lm p:nyd when your ;;lz:sona? or financial dedur:ﬁorr:g. certsln oredits, adjustments to Income, = 8dlust your withholding on Form W-4 or W-4P.
situation me& or two-eamers/muitiple jobs s ons. Ngdneamars or multiple Aobs. if lﬂl;, have ath
Exemption from withholding, If you are exem Complate all workshests that apply. However, you pnded o e s et gl iy
complete only lines 1, 2, 8, 4, and 7 and sign thp;' may clalm fawer (or zero) allowaﬁpcgg For ragularyo tm%'““ s “ff allovrvl:nh?gayoﬁ%ara edg; claim
form to validate |t. Yaur exemption for 2017 expires wages, withholding must be based on allowances s\'," by o m "l"g er?l gnly %’g "“m
18, 2018. Sea Pub. 505, Tax Withholding you clalmed and may not be a fiat amount or ol g Tl bl
and Tax. percantage of wages, %r%‘e tdgh%‘gtmm ;’.];b and mona“mne ces are
Note: if another person can claim you as a dependent Head of household. Generally, you can claim head claimed on me%ﬂmyl:;s. Ses Pub. 505 for detalls.
on his or her tax retum, you can't claim exemption of housshold ﬂllgg status on your tax retum ontlxalf Nonresident allen. If nresident all
from withholding if m Income exceeds $1,050 you are unmarried and pay more than 6§09 of Ngﬂce 1502 sl,’"i wka":% A ln;rucﬂan' sf:e
and Inclurles more than 3350 of uneamed income (for tosts of kesping up a home for yourself and your N nrasldem'Allppeg‘efo iotin mmﬂ:’“ J
example, Interest and dividends). ge erégg s orpﬁ er qualifying Irsd;gldggls. . c; " By S CELEEI s
T h ons, Standard Deduction, an ack your withholding. After your Form W-4 takes
mm%fmmﬂgﬁ% ?r%?fmt&g%?m Filing Information, for information. effect, uyae Pub, 605 to sgee huwxﬂge amount you are
a dependent, if the employee: Tax oredits, You can take projected tax credits Into D e N Gl e
account jn figuring your allowable number of for 2017, See Pub. 505, especial ur earnings
* Is age 665 or oider, withholding allowances. Gredits for child ardependent ~ ©xoeed $130,000 (Single) or $180,000 (Married).
* [ blind, or t;‘o,na magses asg' tR'el child tax cvrledms?g ecilalmed sgvmeln daaw:tlgpmenm. IFrrgorrn‘invﬂ_gn abcl:_'ut any future
» Will clalm adjustments to incoms; tax credits; or See Pub, 535”'5; lnfurmsuuw%':ln:: m:varllneg yomouv:fler Ieglslo on enacted afier w:}‘alaasa(slgﬁmﬁaa posted
Rtemized deductions, on his or her tax retum._ cradits Into withholding allowances. at www.irs.goviw4.
Personal Allowances Worksheet (Keep for your records.)
A  Enter *1” for yourself if no one else can claim you as a dependent . on capd B 4 B A

[]

s You're singie and have only one job; or
B Enter*1”if: [ = You're married, have only one job, and your spouse doesn’t work; or }

» Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
€  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 avoid having too little tax withheld.) . 5 5
Enter number of dependents (other than your spouse or yourseif) you will claim on your tax return . o 0 o
Enter #1 if you wil| file as head of household on your tax return (see conditions under Head of household above)
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to clalm a credit
(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.) -
G  Child Tax Credit (including additional chiid tax credit). See Pub. 872, Child Tax Credit, for more information.

s If your total Income will be iess than $70,000 ($100,000 if married), enter “2 for each eligibie child; then less “1” if you
have two to four eliglbie children or less “2” if you have five or more ellgible children.

» If your total Income will be between §$70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child. G
H . Add lines A through G and en_tertotal here. (Note: This may be different from the number of exemptions you ciaim on your tax return) » H 2

* {f you plan to itemize or claim adjustments to income and want to reduce your withhoiding, see the Deductions
For accuracy, ' | and Adjustments Worksheet on page 2. :

complete all » If you are single and have more than one job or are married and you and your spouse both werk and the combined

worksheets eamlnFs from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheid.

e |f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

mmo
MTmMmUO

Separate here and give Form W-4 to your employer. Keep the top part for your records.

A w_4 Employee’s Withholding Allowance Certificate OMB No. 1646-0074
orm
Dspartm Yeasury P> Whether you are entitied to claim a certain number of allowancea or exemption from withholding Is
Internal ;'W“S'mfgﬂu subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
1 Your first name and middle initial Last name 2 Your social security number

Mgi_ < Lee- L Wle 06"
Home address (number and strest or rural routs) 3 M single [] Mamied [ Married, but withhold at higher Single rate,

S A -§ Note: If married, but legally separated, or spous Is a nonresident allen, check the “Single® box.
City or town, state, and ZIP code

4 it your last name differs from that shown on your social security card,
é . % éd é Mm ! £ 7. ﬂ\.) S’g / L{l check here. You must call 1-800-772-1218 for a replacement card. » []
5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 32

6 Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . . . . . |8]$ !
7 |claim exemption from withholding for 2017, and 1 certify that | meet 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 llabijiity, and

® This year | expect a refund of all federal Income tax withheld because | expect to have no tax llability.
If you meet both conditions, write *Exempt” here. .~y . o a ol L2 ] 7 ]

Under penalties of perjury, | declare that | have this ce ‘(':l, to the best of my knowledge and bellef, it Is true, correct, and complete.

pater B -FF. 71

Employee's signature
(This form Is not valld unless you sign {t.) »

8 Employer’s name and address (Employer: 1ina§'8 and™d only if sending to the IRS.) | 9 Office code {optional) | 40  Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2017)






S~ """‘.F""'—-" -

Do not laminate thig card. !> -\.\ :

" | Thiscardis invalid if‘hot signed by the aumber holder unless:
| health or age prevents signatugs. '

. Improper use-of this-card and/oriumber by.the aumber holder

" oreny other person iq:punis_hnbl_egby fine, it_np;;ig‘qx_\mgm or both.

This card is the property of the Social Security Administration and
. must be returned upan request. I found, return to:

SSA-ATTN: FOUND SSN CARD
P.0. Box 17087 Baltimore Md. 21203 :
_ Contact your focal Social Security office for any other matter
i regarding this card. i

r = Ik
Department of Health and Huoman Services /
| Social Security Administration
{onn 0A-702 (4-84) B 4 2 T8 07 1




Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9

U.S. Citizenship and Immigration Services %"533112%‘}37

P> START HERE: Read instructions carefully before completing this form. The Instructions must be avaliabj
during completion of this form, Empioyers are iiable for errors in the compietion of this form.

ANTI-DISCRIMINATION NOTICE: It is lilegal to discriminate against work-authorized Individuals, Employers CANNOT specify which
document(s) an employee may present to establish employment authorization 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.

8, elther in paper or eiectronically,

Sectlon 1. Employee Tnformallon and Aliestal On (Employeea myst vamplete and sign Sectian 1 of Form £9 1o fator
than the firet day of employment, huit nol befare qadepting a fob effer ) j : N
Last Name (Family Nameg) First Name (Given Name) Middle Inﬂ_ial Other Last Names Used (iFany)

[ Mat £ e
Address (Streef Number and Name) Apt. Number City or Town State ZIP Code
2255 Emd G- . < AdR)
Date of Birth (mmAddyyy) | u.s. Sogial Security Number | Employee's E-mail Address Empioyee's Telephone Number
03-03-198 L | H7l6-[dd- Maleonglee Rl @ etal coun &1 Qe -739 0

| am aware that federal law provides for imprisonment
connection with the completion of this form.

| under penalty of perjury, that | am (check one of the foliowing boxes):

and/or fines for false statements or use of false documents in

[V 1. Acitzen ofthe United States

[[] 2. Anoncitizen national of the United States (See instructions)
]:] 3. A lawful permanent resident {Allen Registration Number/USCIS Number);

D 4. An alien authorized to work until (expiration date, if applicabie, mm/ddlyyyy): i
Some allens may write "N/A" in the expiration date field. (See instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9; mﬁg%;ﬁ%ﬁ"gﬂm

An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,

1. Alien Regilstration Number/USCIS Number:
OR

2, Form 1-94 Admission Number:
OR

3. Foreign Passport Number:

" Country of Issuance:

Signature of Empl Today's Date (mm/idlyyyy)
i o 0324 .30

fﬁ@mm andlot Translator Gertificalion [ohaok oneji

11 U8 & proparer of tranatalor. ] A paparer(s) antortansitont) askisind e emaloye i aamplefing Sectiar 1.

(Flalds balow misst be cémplefed and Signéd when greparers andfar translatons assist an emplgyes in gampléting Baalier) 1.)

1 attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the Information is true and correct.

Signature of Preparer or Transiator

Today's Date (mm/ddlyyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Naxt Page @

L

Form 1-9 11/14/2016 N




Employment Eligibility Verification USCIS

Department of Homeland Security Form 1-9
ais . I 4 OMB No. 1615-0047
U.S. Citizenship and Immigration Services - %8/31 019

cation

(Empioyars ar their suthorized represntative must gwue and sign Begtion 2 within § business days of the employee's firgt day uf emplayment. You
;n!t:lph mm';aatmmemmua.ﬁ aaomamamafmmmmwmuuawmmum&wmwmawonm'um
Last Name (Family Name) : First Name (Gfven Name) M.l Citizenship/immigration Status
S 1
Employee Info from Section ,l,-( - M < R \C
List A OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title Document Title
MmA - Do SSc
Issuing Authority issuing Autho, Issuing Authority
Sekte oSN <sA
Document Number Document Numbe Document Number
| T 2461 ~Olo- Rl |
Expiration Date (if any) (mm/ddfyyyy) Expiration Date (if any)(mm/ddpryyy) Explration Date (if any)(mm/ddiyyyy)
OAR-OD-30\4A

Document Title

Issuing Authority Additional Information gms;ﬁ:;ﬁgﬂfgp:;
Dacument Number

Expiration Date (if any)(mm/ddfyyyy)

Document Title

Issuing Avuthority

Document Number

Explration Date (if any)(mm/ddyyyy)

Cortification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employes named, and (3) to the hest of my knowledge the
employee Is authorized to work in the United States,

The employee's first day of employment (mm/dd/yyyy): O DA - O\(She instructions for exemptions)

Y/dnature of Employer opATf grized Representative Today's Date(mm/ddsyyyy) Title of Employer or Authorized Representative

4 0>~2A-2017) Cecron
resen? First Name of Employer or Authorized Representative Employer's Business or Organization Name

\asbon

& EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Orga lon Address (Street Number and Name) |City cyT own State ZIP Code
7301 OHMS LANE - 405 " EDINA MN 55439
5eailon §. Raverffios gied by emplayer ot alifrofized repfesertaive]
- Newy Name (# applicable] B. Date of Rehire (¥ applioahle)
Last Name (Family Names) First Name (Given Name) Middle Initial Date (mm/ddiyyyy)
0. ihe EMployee's previows grant of erﬁﬂoyﬁ?e—nf“ authanzation has expired, provide e information for the dacument oy recalp! thal estabilehes - '
eantinuing employment autherization In the space pravided below.
Document Title Document Nurnber Explration Date (f any) (mm/ddsyyyy)

| attest, under Penalty of perjury, that to the best of my knowledge, this employee Is authorized to work In the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individuali.

Signature of Employer or Authorized Representative Today's Date {mm/ddsyyyy) Name of Employer or Authorized Representative

Form1-9 11/14/2016 N



Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about Yyou to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
Or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization, If you are a New York applicant, a copy of New York’s law on the
use of criminal records Is attached. By signing below, you acknowledge receipt of these documents.

Personal information: Please print the information requested below to identify yourself for BGC. _

Printed name: WMai Sona (oo
First Middle (O Last
none)
Other names used: S% Mai (e Sone, lee.
J | g

Current county of residence’ wa,&!l\iwsbq\

Current and former addresses:

2009 current 9B oD St G- S Qottwce (rove AN gb“a
from Mo/Yr to Mo/Yr Street - City, State & Zip )

ol 2001 Qq ooq ¥ ewelid & & Paw), an) oG
from Mo/Yr to Mo/Yr Street City, State & Zip
q [\24 Lo (o 3000 M Nevada. Pue E . & Pue) N 52730
from Mo/Yr to Mo/Yr _ Street City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

03-03- 198l Ul Lo |
Date of birth Social security number

Ole  MN  Sona oy
Driver’s license number & state Name'as it appears on license

Report Copy: If you are applying for a job g}Mﬁn California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: &Y

39717

Signature (/ Date




~ employer solutions staffing group.
Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

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 paper Check.

SECEIONTE BASTE INEORM A FION
=i
& (7

Employee Name |, .

SLERONE2 DN IR B G 6

| ] Direct Deposit (PleasecompleteS_ecﬁonﬂgndSbelbw) . Note: Direct osltacaawus"maymkuq:tﬂduysmbamutad .
[ ] Payroll Debit Card (Please complets Sections 4 and 5 below) Paper Check (Please complete Section 5 below)
SECHION 3 DIRECT DL RPOSTL

[0 Update Bank Account

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

Initial Date

Account Type: [ CheckingDSav_ingg Clother

Tohelpusavoidmaldngnnmor,pleaseaﬂachacopyofavoidedchadc. (a deposit slip will not work)
* Ifyou change banks, donntcloseyumoldbmknwuumunﬁlyourdﬁ'ectdapnaithasmmdatmenewbank,whichmaytakezlmypﬁiods.

SECTHON L PAN RO

DEBEE CARD (GEOBAL GASTECARD)

Exceptﬁrmemuﬁngandaceountnumber,ESSG does not have access to anyinfmmaﬁnnmgm-dingyomPayroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the tarms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on sach payday you receive
WAgES. :

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

First Name ML Last Name Date of Birth
Street Address (PO BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)-
RECEIPT OF PAYROLIL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

_ 073972181

T'have received my Payroll Debit Card, welcame brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, anddisclosmesthatareincludedurmadeavaﬂabletomeﬁnmtﬁnetoﬁmeﬁ'omﬂxeﬁnnncialinsﬁtuﬁun.I

authorize the financial institution to debit my Payroll Debit Card account for the fees desuibedintheﬁ%eschedulethatispurtofﬂlepmgmm terms,
conditions, and disclosures,

Employee’s Signature: Date:

T authorize 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 abave 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-mail: @
this information will only be used to send your paystubs electronically

Employee's Signature: Date:




EMERGENCY CONTACT INFORMATION

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

Employee Name: -M&l_Szznﬁ_Lu_,

Grve AN S/l

Address: _C
Home Phone: QS [ 0% -9 1V 38
__Please list two people (In priority order) who could be aufitacted in case of an emergency .

Contact #1 Home Phone:

Name: ) ¢ x,-aw_a/ | Cell Ph_one: ST - HE - LR %)

Relationship: SPouse. Work Phone:

Contact #2 Home Phone: (,§7 - 7931099
Neme: 70 (ee Cell Phone:
Relationship: 6 @#W 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.



msimnee @80 ESNG g

empioyer solufiom nationwide proup,
ke copl 1 Ve v 7o i, Yo sevaenpteen Wik ude e, Beaeﬁ:l’hn 1 ’ .. 7 lmlm:s, 'nc'
Enhanced MEC Plan_Plan 1
Benefits Enroliment Form New Employee [ Rehire RehireDate

Employcellnformation

Name (First and Last) Soclal Security Number

Mad .. Yl 06 Pl |
Address City State | ZipCode
a0 G e 5 CHuge (ove] MAS | <Dl
Gender ?ﬂe Marital Status R/ Single | Date of Birth
Fe

Date of Hire
melo | [ Mamied 1 pivorced | 03 -03-1 921,
Phone Number: Emall Address:

- 20% 739y Mui Song lee Bl @, bMan) -(oay
Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -

$24.00/Week $38.00/Week $36.00/Week $63.00/Week

éoc!al Secumy#l Birth Date | Sex RdaﬁMP
[First Name ML Last Name g .’:w::a.e = spm;ogmﬂer
s - 3 : :
i i LR 2 o samrny# L P Relaﬁmship
S— . o e
- Social Securtty # " [ BithDate | Sex Relatinnshjp )

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgement and Authorization - | herehy apply for the group benefit{s) as indicated. | acknowladge that all entries are true and complete and that
any misstatements or fallure to report Information may be used as the hasis for cancellation of coverage for me and my dependent(s), if any, from the original

effectiva date. Further, | authorize my employer to make the necessary payroll deduction of pramlums for coverages | have elected.

(IF ENROLLING - YOU MUST SIGN HERE

Employee Signature

-
et Welle 5
EMPLOYEES DECLINING | am DECLINING coverage

Tunderstand that ! and/or my dependents, if any, waive any coverage and desire to participats In the plan at a later
must meet the requirements defined in the Certificate of Coverage for the company's medical or dental plans. If | deciine enroliment for myself or my dependents
(including my spouse) bacause of other coverage, | may, In future be able to enrol| myself or my depend in this plan, provided | request enroliment within 31
days after the other covarage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be able to snrol) myself or my dependent, provided ! request enrollment within 31 days of the event.

IF DECLINING- YOU MUSTSIGN HERE
Employee Signatu k_\ /L—"/ Date B- 3& . \7
[ =

& Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Sulte 405
Edina, MN 55439
Phone: 952-767-8519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com

Date

date. l/we may be considered a late enrollee and




I#xed Indemnity Medical Benefits_Plan 2
o VS| 219301-ESG-1 OFFICE USE ONLY LOCATION Rehire Date __ __ /l___1

—— — —

ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2

PRINT USING BLACK or BLUE INK (Must Be Filled Out)
Name ' Social Security # : Home Phone

|
Sex

&M_&g{_\_%_&g& _H-06-£nd.\ | oS ~dof - R mIlst

Address Apt. #

WD o Cf .S | ( 8

City | State ; Zip Date of Birth

Cottane (apue, MAD S50l 3 '3 9%
.
, D Yes M\lo. If Yes, please continue.
Medicare Health Insurance Claim Number (HICN) | Medicare Effective Date

Name of Covered Person (s):

| 3.

1. 2.
Payroll Deducted Weekly Rates
You MUST select a ¢

overage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL T m;;gmnym DENTAL VISION TERMLIFE | SHORETERM
Employae Only [ ][ 52025 @ sea7 ol sza2 {5 s0e0 onl|  saz0 (0
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90

Employee + Family [ ] $54,88 $20.36 $6.56 $1.80

NOto ALL Benefts N]] | [I¥es [INo | [Jves L INo | [Jyer [INo | Cves CINo | Clves Cvo

S e e e 2 e = e e v

'This coverage is not availale to residents of NH, HI, or PR. 2STD is not ava_ilable to persons who work in CA, Hl,-NJ, KI—YTO;EI“— ]

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

Name Relationship

D. REQUIRED DEPENDENT INFORMATION
Name  Social Security # | Date of Birth | Sex

i . A @ ] Spouse[ ] Child [ ] Domestic Partner
Name Social Security # ' Date of Birth | Sex - Relationship
: _ 77 | TI[F) | OTspowelTchic []Domestic Partner
Name Social Security # i Date of Birth : Sex ' Relationship
L. . ey W /7 IMI[E]  [Jspouse []chid[] Domesti Partner
Name Social Security # ' Date of Birth | Sex ' Relationship
g /1 | IMI[E] | CDspouse [ chitd [ Domesti Partner

N Y LS SIGN AND DATE, EVEN I YOU BECUNE GOVERAGE

| have read the benefit packet and understand its limitations, | understand that open enrollment is onI; available for
a limited time and | understand that making no benefit selection is a declination of cow L
T etz 2 RIS S8TecTioN I & declination of covfbge.

DATE ©O3/21/2017

This is an Essential StaffCARE Enrollment Form.



