16/2017 E-Verify: Print Case Details - Preview

E-Verify

SENSITIVE BUT UNCLASSIFIED
Case Varification Number: 20170751 42643RB
Report Preparad: 03/16/2017
Company information
Campany ID; 47429 Company Name:; Enmsﬂuﬂomsumuemup
Em 8 Information
Last Neme: luokano First Name: oody
Dats of Birth: 08/30/18084 Social Sgourity Number: *** * g7a2
Hire Date: 03/16/2017 cmmpsmammhumsm
Dogumant Information
LMBDocmmntDmursbemwmmhauadbyau.&mhwouwmmmn LMGDmmnant:&chlSemmlycard
Documant Name: Driver’s ficanas Dooument Stats; Minnesola
Driver's License or ID Card Numbsr; i Dogument Expiration Date; 08/30/2018
Case Status Information
Current Case Result: Employment Authorized Employer Case ID:
Case Submitted On: 03/16/2017 Case Submitted By: SGLAG8S2
SENSITIVE BUT UNCLASSIFIED

hupszllo-verifymola.gwMeNPﬂIuCaseDetalls.asm(?CaseVerNum=9n1WRMW"DD



. . hms Lan
employer solutions staffing group. el L,
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 _{_UC.\ (ayiny First Name &1&"« Middle Initial /M,

Street Address__§72.9 Jevpen pve AptiSte

CitylStateiZip C a¥Yoge [yove yany €50 Lk Social Security Last Four XXX-xx- 792
Phone Number (17 104 pl Email Address IQM”LI: @ %mﬁl.(ﬁon
Staffing Agency/Recruitment Partner Mo

All offers of employment are conditional upon satisfactory proof of Identity and legal abllity to work In the U.S.A.
Are you legally authorized to work in the United States of America? YES []NO

Applicant Certification and Authorization

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 I have not omitted any material information or provided
false or misleading information, | understand that any material omission or misrepresentation wilj result in my disqualification from
consideration for employment or, if discovered after | begin employment, will resuit in my termination.

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

—ﬁgnff\ﬂm,lﬁfp%:““ ﬁg/% 9~ - 17

s Sigifatu Date

A copy or facsimile ("fax") will be consldered the same as an original signature. Email Wwill ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHwW I-9 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(if applicabie)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG Rev. 052015
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Form W4 (2017)

Purpose. Complete Form W-4 so that your
employer can withhold the correat federal Income

tax from your pay. Consider com letiny
W4 mﬁ"’ p:nyd when your ps?ao
situation l:g::;es.

a new Form
or financial

Examption from withholding. if g'nu are exempt

complete only fines 1, 2, 8, 4, an

7and al_gn the

form to valldats it, Your exemgﬂon for 2017 expires

February 15, 2018, Ses Pub,
and E:anated Tax.

05, Tax Withholding

Note: if another person can clalm you as a dependent

on his or her tax ratum,

from withholding If your
and Includes mgre g?ﬂn $35

oy c‘:n't claim exempélfras .
come exceeds $1,
0 of uneamed Income {for

example, interest and dividends).

Excegtions. An employee m be able to claim
exernption from withhlt:;ll:lflgagB -
a dependent, if the employee:

aven if the employes is

* |s age 65 or older,
® Is blind, or

* Wil claim adjustments to Income; tax credits; or
ftemized deductions, on his or her tax retum,

The exceptions don't g ly to supplemental es
greater ﬂ'IEI?'I $1 ,OUO,DDg.p L
Basic instructions, if you aren't axempt, complete
the Personal Allowances Worksheet below. The
wo| page 2 further adjust your
withholding allowances based on itemized
deductions, certain adjustments to Income,
or two-samers/multiple jobs s ations,

Complets all workshests that apply. However, you
may claim fawer (orzer:z allowances. For regular
wages, withholding must be based on allowances
Yyou claimed and may not be a fiat amount or
Percentage of wages,

Head of household, Generally, you can ofalm head
of household filing status on your tex return onllx i
you are unmarried and pay nore than 50% of the
oosts of keeping mug a home for yourself and ggr
degende s?or er qualifying Individuals,

Pub. 501, mptions, Standard Deduction, and
Filing Information, for information,

Tax credits. You can take Projeoted tax credits Into
account In figuring your allowable number of
withholding allowarices,
care

credits Into withholdin allowances,

Twa earners or multiple jobs. if you have a
waorking spouse or more one job, figure the
total num! er of allowances you are g ed to claim
on all jobs ualnﬂ worksheets from only one Form
W-4, Your with olding usually will b

when all allowances are claimed on the Form W-4
for the highest Ztaxlng job and 2ero aliowances are
clalmed on the others, Ses Pub. 505 for detalls,

Nonresident allen, I Yyou are a nonresident allen, see
Notice 1882, Supplemertal Form W-4 Instructions for
Nonresident Allens, before completing this form,

Check your withholding. After your Form W-4 takes
effect, use Pub, 505 to see how the amount you are
having withheld compares to your ﬁm]ected total tax
for 2017, Sea Pub, 5 especially If your eamings
exceed §130,000 (Single) or $180,000 Married),

Future developments. Information about any future
dsval:gmema pafrecﬂng Form W-4 (such as /
legislation enacted after we release It) will be posted
at www./rs.gov/wd,

Personal Allowances Worksheet (Keep for your records.)
A Enter“1”foryourselfifnooneelsecanclalmyouasadependent. 9 0 0 0 o o o o SRR A
* You're single and have only one job; or
B  Enter*{"if { * You're married, have only one job, and your spouse doesn't work; or } 3 L o 1)
® Your wages from a second Job or your spouse’s wages (or the total of both) are $1 ,500 or less,
C  Enter *1” for your Spouse. But, you may choose to enter “-0-" if you are married and have elther a working spouse or more
than one job. (Entering “-p-* may help you avoid having too iittle tax withheid) . ., . . , | © 0 0 o o0 o o c
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . o 5 o o D
E Enter™1"i you will file as head of household on your tax return (see conditions under Head of housshold above) E
F  Enter*1” if you have at least $2,000 of child or dependent care expenses for which you pian to claim a credjt F
{Note: Do not inciude child Support payments, See Pub. 503, Child and Dependent Cars Expenses, for details,)
G  Child Tax Credit (including additional child tax credif), See Pub, 872, Child Tax Credit, for more information,
* if your total income will be less than $70,000 ($100,000 if married), enter *2” for each eligible child; then less “1* if you
have two to four eligibie children or less “2* jf you have five or more eligible chlldren.
» if your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1° for each eligible chiid. @
H

Add lines A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tex retum.) > H

® If you plan to itemize o
For accuracy,
complete all
worksheets
that apply. to avo|

I claim adjustments to Income and want to reduce your withholding, see the Deductions

and Adjustments Worksheet on page 2.

® if you are single and have more than one job or are married and you and your spouse hoth work and the comblned
eamln?s from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multipie Johs Worksheet on page 2
d having too little tax withheld.

® if neither of the above situations applies, stop here and enter the nhumber from line H on line 5 of Form W-4 below.

Form w-4 |

Employee’s Withholdin

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

g Allowance Certificate

OMB No. 1545-0074

Department of the Ty P> Whether you are entitied to claim a certain number of allowances or exemption from withholding Is 2 @ 1 7
Intemal Revenue Servics subject to review by the IRS, Your employer may be required to send a copy of this form to the IRS,
1 Your first name and middie Initial

g ] 1
Home aadrass (numaer and strest or rural routs)

in Ave ¢

Last name

2  Your soclal security number

4720 224 (742

8 [Hsinge [J Marriea L] Married, but withhold at higher Single rate,
Note: If married, but legally separated, or 8pouse Is a nonresident allen, check the “Single” box.

Y
ity or town, state, aodl ZIP code

wmy  Lal J

4 Hyour last name differs from that shown on Yyour soclal security card,
check hers. You must call 1-800-772-1213 for a replacement card. B[]

5  Totalhumber of allowances you are claiming (from line H above or from ¢

he applicable workshest on page 2) 5

e’ TRED

6 Additional amount, if any, you want withheld from each paycheck 2 ] 6 [$ (D)
7 Iclaim exemption from withholding for 201 7, and | certify that | meet both of the following conditions for exemption.
® Last year | had aright to a refund of all federal Income tax withheld because | had no tax liabliity, and
® This year | expect a refund of ali federal Income tax withheld because | expect to have no tax liabliity
If you meet both conditions, write ‘Exempt"here. . . . . . . e P|7] B mp )
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it istrue, correct, and complete.
Employee's signature

(This form is not valid uniess yousignit) »

Ccrer

e S| |

8 Employer's name and address (Employer: ComDTate 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 (2017



Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:?611;30 -
U.S. Citizenship and Immigration Services Expires 08/31/2019

date may also constitute llegal discrimination. _

[E?oﬂfm 1. Employee information and AHtestation (Bmployees must Gamplete and sign Sealion 1 af Farm 1-8 1o ferer
then the lirst day of emaloyment, but not hefors agagpting & Job offer ) _ 3

Last Name (Family Name) First Name (Given Name) Middie initial Other Last Names Used (if any)

Lgcime Cod~ "\
Address (Street Number and Name) Apt.Number | City or Town State  [ZiP code
322 Sevoyen Ave | Cotrane Gryve |MA| SSo1b

Date of Bitth (mm/ddyyiy)  [U.s. Social Security Number | Employee's E-mall Addrbss

Employee’s Telephone Number

-30¥aY  |§F- [z WY 10 boondven gy pmai g b2 <704 —0loul

1 attest, under penaity of perjury, that | am {check one of the following boxes):
[1. A citizen of the United States

[[] 2. A noncitizen national of the United States (See instructions)

D 3. A lawful permanent resident (Allen Registration Number/USCIs Number):

D 4. An allen authorized to work  unti! (expiration date, if applicable, mm/ddiyyyy):
Some allens may write "N/A" In the expiration date fiejd, (See instructions)

Allens authorized to work must provide only one of the fallawing document numbers to complete Form 1-g: Do ‘:,’:,‘;;:;’;;,f;,?‘;“g;m
An Allen Registration Number/USCIS Number OR Form I-94 Admission Number OR Forsign Passport Number..
1. Allen Registration Number/USCIS Number:

OR
2. Form |-84 Admisslon Number;
OR

3. Foreign Passport Number:
Country of Issuance:

Signature of Employee () ” M 4 Today's Date (mm/ddfyyyy) 03— “2) gl Zﬂl -

Preparer andlar Translator Gértification (ghetk one); i
/] did nat yse & prepare or tnsislor. "] A preparsi(s) and/or trankiator(s) assisteq the amplayea In completing Section 1.

(Flgtds balow must ba Gomplsted and signed when areparsts dnghir rénsletors dagis! an employed in tampleting Seotion 1.)

l 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.

Slgnature of Preparer or Transator Today's Date {mm/ddhyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form 19 11/14/2016 N
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Employment Eligibility Verification USCIS
Department of Homeland Security Form 1I-9
U.S. Citizenship and Immigration Services OMB No. 1615-0047

Expires 08/31/2019

wlz + . T o) .- . T ;-. B a l:. e T oa a"
(Rmployera ar ther suthorized rearesentatve must ccmpiets and sgn Seation 8 wit 8 Bainsas diys of o smbloyee's st day of emsiayment
mu::mﬁwemmmmmmMUm maeam:amémmﬁdmmem&uma%mmummm U::Jyasllatedonme 'Lylggg

Last Name (Family Name) Firgt Name {Given Name) - M.l ‘ Citizenship/immigration Statug
-]
Employes Info from Section 1 Y _\_Q_I\ P M
ListA OR List B ‘5 AND List C
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title Document Title
Ay Do =5
Issuing Authority Issuing Authority Issuing Authority
Dtate &€ M A SA
Document Number Document Number Document Number
A a10d50460 31 6 P emG 79 -
Explration Date (ifany)(mm/dd/yyw) Expiration Date (f any)(mm/ddsyyyy)

Explration Date (if any)(mm/ddfyyyy)

O -Do-2019

Issuing Authority Additional Information &RNE“’S;,;:;,"‘T':?"SZ;;

Document Title

Document Number

Expiration Date (i any)(mm/ddyyyy)

Document Title

Issuing Authority

Document Number

Expiration Date {Ifany)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) I 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 employee named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States.

The employee’s first day of employment (mm/dd/yyyy): Q- } o —Z O17] (See instructions for exemptions)

nature of Employer OCzad Representative Today's Date(mm/dd/yyw) Title of Employer or Authorized Representative
X ul\ O3 \o- 20610 ctuie(
Last Name of Employer’ orized R?% First Name of Employer or Authorized Representative Employer's Business or Organization Name

™\ \ A= \p_.. A = \ \ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Empioyer’s Business 3,- Organization hddma’ (Street Number and Na‘me) ity or Town State ZiP Code
7301 OHMS LANE  SUITE 405 EDINA MN 55439

eotion 3. Reverifioation and Rehlres (7o aq sompieleq anq sigried by qmpldyer or aufrorized repregeriatve ]
A, New Name (# applicabie) ) B, Date of Rehire (¥ appiicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/Addyyyy)

8. ihe efployee’s brevious granf of erpldyitient autharization has explred, provide the Informalion for the document or receipf thaf edlablishes '
continuing employment authorization In the 8pace provided below.

Document Title Document Number Expiration Date (if any) (mm/ddiyyy)

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

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy)

Name of Employer or Authorized Representative

FormI-9 11/14/2016 N






If you find a card that jsn’t y
Soctal

imprisonment or both,

¢ Sign your card rig

ht away

Soclal Security Adminlstrati
.« Form SSA-3000 (3-2004)

3 T e
SR e

e e T
4 fIhiscﬂrdbelongsto'ﬂ_gSodal.S@c i stration aft] yoi
citifweask forit. 0L S -

" Improper use of this card" or nimber b

4
P.O. Box 33008, Baltimore, 1290-3008
Y anyone is punishable by fine, g

< DO NOT carry it with you. !

For any other Social Security business/information,
:Security office. If you write to-the abbve address for
,-returning a found card, it will take lofiger fpr us to

Lol

Lar b, o o X :.'_’
ours, please return it to:
Securi Administration

and keep l.( in a safe pla :

contact your local Social
any business other than
answer your letter.

E8472%869 |

on ..

ey y
LN A Y Sl L

Ll




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 you 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; C plag W a(,vw\-z\n L’..()b hov
First ! Middle (OO Last
none)

Other names used:
Current county of residence:

Current and former addresses:

A=7010 current XZ%ﬁtvgcn AVzs Cobrocavmn v 5Sp 1
= _

from Mo/Yr to Mo/Yr Street City, State & Zj
from Mo/Yr to Mo/Yr Street City, State & Zip
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.

0¥ -20 — |90y Y70 — 26— (b792

Date of birth Social security number
Lo b ™ G\ earairs
Driver’s license number & state Name as it appears on license

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

() M,’ Sk~ 17

e r g

Signature Date




employer solutions staff Ing 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 b paper Check,

SEEEION 1T RIS PNEORNEA BTN
Bme SSN# (last 4 digits) L
1142

Note; Dmeepnsitaccmmtimay take up ta 7 days to be activated
[ ] Paper Check (Please complete Section 5 below)

SEGHION 2 PR o FIEEETION
| ¥ Direet Deposit (Please complete Sections 3 and 5 below)
[ ] Payroll Debit Card (Pleaze complete Sections 4 and 5 below)
SECHION 3 DIREGE DEROSTI
i Update Bank Account
8 Bank Name;

I understand and acknowledge that if I do not provide a

voided check with this direct deposit form, I am
A F& 0 responsible for any delays in payroll or extra costs
Routing# 0 ) \0) mm_c% incurred if the account number that I provide is incorrect,
Aom® 3449072.2.314 mital_(Of pae_ 3= |7~17
Account Type: Checking [] Savings [ Other & EO

SECEION T PANRON 1) BEE CARD (GIOBN @ \SEEE AR

Except for the ronting and account number, ESSG does not have access to any information
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet
then sign acknowledging that Yyou received the Payroll Debit Card and packet. Your Payroll D
wages,

CARDHOLDER INFORMATION (88 you want your Payroll Debit Card to be issued)
Ml

First Name Last Name Date of Birth
Street Address goBox NoT ACCEPTABLE) Social Security#
City State Zip . Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when Yyou pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Acconnt #
_ 073972181
Ihave received my Payroll Debit Card, welcome brochure, program fees, program terms, conditi

wages/compensation

i Payments, net of required tax withholdings, other required withholdings
or anthorized deductions, into Iy 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-mail:__{ 0dLoaDulkr @ Cong.d . Cav

this information will only be used to send your paystubs electronically

Employee's Signature: Date: 7 ~ L 7 t® LZ




EMERGENCY CONTACT INFORMATION

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

Employee Name: ~C=<1>;::(_Lu&.ji

Address: R'LZGI ot
Home Phone; Igll 70q ﬁ(ﬂq '

Relationship: ™Mo~

we moeete (1 EMBROENCY CONTACTS '
Pleasa liat two peaple (In priority order) Wha aould be contacted in case of an emargency
Contact #1 Home Phone: MNe
Name: D{,bf; Cell Phone: Q 5 gﬂls D\Z 3

Work Phone: N [

Contact #2

Relationship: Gyowm| mam

Home Phone: Ay &

Cell Phone; c)\ 0\25 748"\

Work Phone: AVA&

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

of an emergency:

N

This information will remain confidential and wijl only be used in the case of an emergency.
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Enhanced MEC Plan_Plan 1 B e

Benefits Enroliment Form

Employee information

Name (First and Last)

Soclal Security Number

[ Coxy [ elaw 829@ ~2945742

Addrass City Zip Cade

i S g s (Cotagemn [vnd | S5,

Date of Hire
O Femate | I Married [J Divorced g _}.! - 70 - quq

Phone Number: Emall Address:

oL 04 Do Toblomire @t o

Please Select Desired Coverage:
Employee Only - ,: Employee+Spouse - Employee+ChiId(ren) - j Family -
$24.00/Week ' $38.00/Week $36.00/Week $63.00/Week

T e e —— —

Social Security # Birth Date | Sex Relaﬁonship
O male Ospouse [J Chid
T ML Last Name O Femaie O Domestic Partner
Soclal Security # Birth Date | Sex Relationship
[0 Male JSpouse [] Child
Fist Name WL Last Name [] Female [0 Domestic Partner
= - ' - Soclal.secumy#- . Birth Date | Sex | | Relationship |
[ Mae Spouse [J Child
"First Name M. Sme [J Female g pl:] Domestic Partner
O 0 0 0
NAME OF PERSON COVERED (FIRST, » LAST);
EFF. DATE
EFF., DATE
EFF. DATE

Employee Acknowledgemant and Authorization - | hereby apply for the group benefit{s) as Indicated, | acknowledge that all entries are true and complete and that
any misstatements or faliure to report information may be used ag the basls for cancellation of coverage for me and my dependent(s), if any, from the originai
effective date, Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have alected,

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Dats

EMPLOYEES DECLINING I am DECLINING coverage

| understand that | and/or my defendents, if any, walve any coverage and desire to participate in the plan at a later date. liwe may be consldered a late enrollee and
must mest the requirements defined In the Certificate of Coverage for the company's medical or dentai Plans. if | decline enroliment for myself or my dependents
(including my spouse) because of other coverage, | may, In future be able to enroll myself or my depend In this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be abie to enrol myseif or my dependent, provided I request enroiiment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE
Employee Signature (\W - Dats 7 — [7 -_— ‘ 7

Employer Solutions Staffing Group Heaith Benefits Team
7301 Ohms Lane Suite 405
Edlna, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515
Emall; HeaIth@employersoluﬁonsgroup.com




Fixed Indemnity Medical Benefits_Plan 2

/ VS| 219301-ESG1  |orrice use ony LOCATION RehireDate___/__/ _
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must Be Filled Out)
Name ' Social Security # Home Phone Sex @
Address i Apt. #
City f State P Zip ! Date of Birth
/ /
e LRSS PR e b v [ ———
Medicare Health Insurance Claim Number (HICN) .r Medicare Effective Date D)
”i\-l-a_me of Covered Person (s):- k ISR B e .___f..--. e
1. 3

[ 2 :
Payrol Daducted Weaidy s
You MUST select a coverage 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 F mﬁ;ggﬂ"?"“ DENTAL VISION TERMUFE | SHORLTERM

Employee Only [ ]|  s20.25 W2  sew 0D s2az G| soeo o3| sea0 (8)
Employee +1 [ $41.10 $12.34 $4.92 $0.90
Employee + Family [ | $54.88 $20.36 $6.56 $1.80

. NOtoAL Benefts I | [ves [no- ._._._.D._X%SQ.NS.__'..319_8_'..3.'\!9_J-Q.X??-QN?J--@ Yes [ o

' This coverage is not available to residé;lts gf NH, Hl, or PR. 2STD is not available to persons who work in CA, Hl, NJ: N;,;Rl—

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

Name Relatio_rlship

D. REQUIRED DEPENDENT INEFORMATION . X ‘ ) h g ,
Name  Social Security # Date of Birth | Sex | Relationship

/1 IME] _____.___Cl§_p_99§¢_D_.Chi!d_D_qu?s_tie_!.’artn%t____

Name T Social Security # Date of Birth  Sex Relationship
e e L L1 IF] Cispoueljohid[] Domestic Parter
Name ' Social Security # Date of Birth | Sex Relationship
Name ™ e i L1 MI[E] ([Jspouse[TJcnild L ]Domestic Partner
Nam  Social Security # Date of Birth | Sex Relationship

i M[E] [Ispouse [ Jchild[] Domestic Partner

YOUM_USTS'GNANDDATEEVEN'FvouﬁESL'NECOVERéﬁE

AR ol L SIGNATURE

This is an Essential StaffCARE Enrollment Form.



