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SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017313104213RH
Report Prepared: 1109/2017
LOMPRATTY IO
Company ID: 47429 Company Name: Employer Solutions Staffing Group
Empioyea Infoymation
Last Nama: Chapamo First Name: Luis
Dats of Bith: 02/06/1863 Soulal Security Number: ** ** 7400
Hire Date; 117082017 Cilizanship Status: A cifizon of the United Stales
Documaent Information
List B Document: Driver's license or 1D card Iasued by a LS, state or ouflying possession List C Document: Soaisl Seourity Cand
Docurment Nama: Diiver's lioense Document State: Puerio Rico
Driver's License or D Cand Number: Dacument Explration Date; 08/02/2018
Case Status Information
Cument Case Result: Employment Authorized Employer Case ID:
Case Subminted On: 11082017 Cnse Submitted By; KRIT7027
SENSITIVE BUT UNCLASSIFIED
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'Employment Eligibility Verification - USCIS -

Department of Homeland Security omf ;:TJ;%W
U.S. Citizenship and Immigration Services Expires 08/31/2019

P START HERE: Read instructions carefully before completing this form. The Instructions must be available, either in paper or electronically,
during completion of this form. Employers are llable for errors In the compleﬂon of thia form.

ANTI-DISCRIMINATION NOTICE: it Is lllegal to discriminate against work-authorized individuals. Empioyers CANNOT specify which

document(s) an employee may present to establish employment autl‘norizatlon and Identity The refusal to hire or continue to employ
an Individual because the documentation presented has & , (

Section 1. Employee Information and Attestatlon (Employees must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer.)
Last Name (Family Name) First Name (Givan Nams) Middle Ipitial ~ | Other Last Names Used (#fany)
o ) Le 75 Ui chafa rro
Address (Street Number and Nams) Apt. Number | City or Town State ZIP Code
7 '
_ 2 bh BN |55 27

Date of Brth (mm/dd/yyyy) | U.8. Soclal Security Number Employee's E-mall Address Employee's Telephone Number

-0 6~1 leh Pi 1.Loes M| 39— B0 - Y T2

§ am aware that federal law provides for Imprisonment and/or fines for false smtements or use of false documents in
connection with the completion of this form.

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

[&71. A citizen of the United States

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

|:| 3. A lawful permanent resident  (Alien Registration Number/USCIS Number):

L] 4 Anallen authorized to work _ untl (expiration date, It applicable, mmyddlyyyy):
Some allens may write “N/A" in the explration date field. (See instructions)

Allens autharized 1o wark must provide only one of the following document numbers to complets Form 1-9; m%m}mﬂgm
An Allen Regisiration Numbei/USCIS Number OR Form i-84 Admission Number OR Forelgn Passport Number.

1. Allen Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR

3. Forelgn Passport Number:
Country of Issuance:

SlgnatureofEmpl;y/} Z > ﬁ Today§ Date medd/ww) /] F-? 7

Preparer and/or Translator Certification (check one):
D I did not use a preparer or translator. |:| A preparer(s) and/or translator(s) assisted the employes in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

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

Signature of Preparer or Translator Today's Date {mmv/ddAryyy)
| L W72 17
Last Name (Family Name) First Name (Given Name)
( 50 ] L orz
Address Number and Name}) City or Town State ZIP Code
O jlacalrdiE Zashifpact Pai g MM 55 2/

@ Employer Completes Neéxt Page @

Form 19 07/17/17 N Page | of 3



Employment Eligibility Verification USCIS

Department of Homeland Security Wbt
U.S. Citizenship and Immigration Services Expires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verification
(Employers or their authorized representative must complete and sign Section 2 within 3 business da ys of the employee’s first day of employment. You
must physically examine one document from List A OR a combination of one document from List 8 and one document from List C as listed on the "Lists
of Accaptable Documents.”)
a Name (Fa (Given N M. | Citize igration Status |
Employee Info from Section 1 | ame (FamﬂyNama) First ‘ar;na.\( iyan lame) ! Thlpllmm gration Status
{7AA 7/ M= X = | -
ListA OR ListB - AND ListC

Identity and Employment Authorization Identity Employment Authorization
Document Title . Dogument '['iﬂé[ L
lssuing Authority g - Issuing Authorlg % 4

WYt Bice S
Document Number Jocument Number Document Number -
A 2 EB|-53 - IO
Expiration Date (if any)(mm/ddiyyyy) on Date (ifély)( ) Explration Date (if any)(mm/dd/yyy)
uh - > :
Document Title
. QR Code - Sections 2& 3

Issuing Authority Additional information y B AR T T‘;&m
Document Number
Expiration Date (if any)(mm/dd/fyyyy)
Document Title '
lssuing Authority
Document Number
Expiration Date (if any)(mm/ddfyyy)

Certification: | attest, under penalty of perjury, that (1) | Hava examined the document(s) presented by the above-named employee,
(2) the above-listed document(s).appear to be genulne 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): J [..—57? / 7 (See instructions for axemptions)
Slgnaiuri W@m‘,‘, ‘ Tﬁay's ﬁm gﬂm ’ ﬁ Employer or Representative
L Ll = FiI— oA l é E E g -
Last NerV_;f yer or Authorized Representative | First Name of er or Authorized Representative | Employer's Businkss or Organization Name
Frer ned

Employer's Business or Organization Address (Street Number and hTame) City or Town Ism ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) : B. Date of Rehire (if applicabls)
Last Name (Famlly Nams) Firet Name (Givan Namas) Middle Initial Dats (mm/ddAyyy)

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or récelpt that establishes
continuing employment authorization in the space provided below.

Document Title Document Number Expiration Date {if any) (mm/ddfyyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorlzed 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 individual.

Signature of Employer or Authorized Representative | Today's Date (mm/ddyyyy) Name of Employer or Authorized Representative

Form I-9 07/17/17 N Page2of 3



. & ey Vg S, PO Box 46270
www.esgstaffingsolutions.com § a5 % ] Minneapolis, MN 55344-9956
o7 Tel: 952.835,1288

employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name_Chaparro First Name __LUIS Middle Initial "2 __
Strest Address 1400 Lincoln Avenue AptiSte

City/State/Zip _ Salnt Paul Park, MN 55071 Soclal Security Last Four XXX-XX-
Phone Number _ 3333504638 . Emall Address _ : @

Staffing Agency/Recruitment Partner__CMG

Are you legally authorized to work In the United States of America? @1YEs QINO
Applicant Certification and Authovization

| atithorizs Employer Solutions Staffing Group (ESSG) to use the information and staternents contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former eniployers, except as indicated in this application,
regarding my previous duties, responsibilities, perfarmances, compensation and eligibility for rehire.

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

| release ESSG and other persons or entities from any olaims that might be based on ESSG's dacision to condust 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 result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination,

If hired, | agree fo ablde by the policies and procedures of ESSG,

Chaparro Luis Cgparie Luir. Nov7,2017

Name (Print or typs) Applicants Signature "Dats
A copy or faceimile ("fax") will be considered the same a8 an original signature. Emall will ONLY be used for emplayment correspondence
For ESSG Office Use Only _
DOH NHW 19 @0 |wa
Emergency Contactinfo | Background Release Form Background Resuits Unal(l'}ployr]n‘\;n;ll;)atwr E8C Application
applica
_ b For ESSG Client Use

boWw _. . fROP ___ | worksSiteLoe, WC Code

ESSG - CMG-CO Rev, 04/2017
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employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)
Employees have the option. of receiving wages by Direct l?eposit and/or Payroll Debit Card.

If you do not provide a written election, wages will be paid by paper Check.
SN BASTE TR EEORANEAT LN

;II I vz 2.7 7 &

SE RO DI R I G BN

|| Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated
| | Payroll Debit Card (Please complete Sections4 and 5 below) U | Paper Check (Please complete Section 5 below)
SECEORS S DIRECE DEROSEE
[ Updste Bank Account

Bank Name:

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.

Routing#
Account#

Initial Date

Account Type: | CheckEg O Savings Clother

= Tohelp us avoid making an error, please attach & copy of a voided check. (a deposit slip will not work)
=  Ifyon change banks, do not closs your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods,

SRS PAN RGE]

DEBLE CARD

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will 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 yon a Payroll Debit
Card to pay your wages. For your protection, the financial institntion 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)

First Name Ml Last Name Date of Birth
Street Address (Po 80X NOT ACCEPTABLE) : Social Security#
City State Zip Cell Phone (maobile)

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

T have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me fram time to time from the financial institution. I
authorize the financial institution 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:_//— 7-2/7

Employee’s Signature: 4/,

SECTIONS S AU HORTZN FLON

I anthorize 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-mail: @
this information will only be used to send your paystubs electronically

Employee's Signature: Date:




Form W4 (2017)  pumawimi e St

Purpoae. Complets Form W-4 so that yaur the Parsonal Allowances Workshset below,
m from your pay. Conslder comp a new Form withhoiding allowances based

conslidar tax
Basio instruoHons, If you ayen’t exempt, com) 1040-E5, Taxforln

gan withhold the corvest federal Income Wetkshetn oo g 2 ther st your Yoo 1o e adclionel! m"ﬁw’“&pﬁw Taﬁw

and when your or financial dedluotions, oartal creds, agjstmants o incame, adjust mﬂfﬂfmmfmmﬂ
m il arm-eametalnmmple]oba Two eamers or multiple jobs. If you

e
Exemption from withholding. It apply Howevar,yo mm - “muan on:m]ob.ﬂwghe
m°°"'mrﬂ’i:‘3.?ﬁ&“?t”"aa" 7 ang sn e - “"’“""""‘ muewumww o gt e U

exampls, interest and dividends).

]

it}

5. S P e e i e W4, Your with 'MWW'““'“MM
o vt Ta. Jo B yhen el allowenoes

psmemane nl‘wages,

hooEs] ETRIY, YOO CRM D

on his or her tax fetum, you cant ciaim axem) nnn % ofham S 0N YOUT 1A : S S o s
mmmmwnuﬂxw p W mmmnsnx:f"t'h'e WW"W“BM an, sen

]
18 excgeds 61 ; i) Fonm W.4 Insiructions for
s mfm LT mm.,mmmmm
ardDaduoﬁon, and thhyoutwﬂhholdlna.anar Fonnw—nakas
Cimd g gvmg?ﬁh‘;’:%mw Flly o oemation. mmwmmﬁgmum

adepandent, f te employes: e oradts, You osn teke projocted tax cradits into me’g, l;,ﬂﬂm
«1a age 85 oralder, Wﬁﬁ% jring your alloveeble fwm"am excesd 3130.000 (SIngle) or$t g%
» s blind, at mmpmsesmdthedﬂ!dmmdnmbeelalmed

»Will alaim

s A A W l?ln any futura
claim adjustments lo Income; WXWM or ‘é‘:‘e mm for Wumaﬁmogggmmng your ntlm ﬂ&maﬁng%%"om Wil be posted

temized deduuﬂons, on h!s or her tax retu withholding aliowanoes,
Personal Allawanoes W‘ﬂorksheai (Keep for your records.)

A

mTmo

_ Enter *1" if you have at least $2,000 of child or dependent care expenses for which you planto slaimaoredit . , .

Enter *1” for yourself if noone else can claimyouasadependent, . . . . , « . . . N A
« You're single and have only one job; or
»mr{ .

||

* You're manried, have only ane job, and your spouse doesn’t work; or
* Your wagea from a second job or your spouse’s wages (or the tota of both) are $1,600 or less,
Evuw%"furyomspomBut.youma)!choosetoemer“%”lfyouaremamwandhavaeiﬂ:erawnrldngspouseormora
than one job. (Entering “-0-* may help you avoid having too little tax withheld) . . . . . . . o oo 0w o O
Enter number of depandents {other than your spouss or yourself) you will cleim onyourtexretum. . . . . . + . D
Enter “1” if you will file as head of household on your tax return (see conditions under Head of householdabove) . . E
F

1]

{Note: Do not Include child suppart payments, See Pub. 5§03, Child and Dependetit Care Expenses, for detalls,)

Child Tax Credit (intluding additional child tax cradit), See Pub, 972, Child Tax Credit, for mors information,

o [f your total incomawill be less than $70,000 ($100,000 ¥ married), enter “2" for each eligible chiid; then less *1* if you

have two to four eligible children or lesa “2" If you have five or more eligible children.

» if your total income will be between $70,000 and $84,000 (3100,000 and $118,000 i tnarvied), enter *1* for each efigible child. &
Add fines A through G and entar totel ere. (Note: This may be different from the number of exemptions you olaim on your tex retum.) > H

 if you 1o itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
Foracouracy, | and Adjustments Worksheet on page 2.
complete all 3 lfyou are single and have more than one job or are married and you and your spouse bath work and the combined
worksheets trom all jobs expesd 650,000 {20,000 if manied), see the Two-Eamers/Multiple Jobs Workshest on page 2
that apply. d having too little tax

. lfnauherofthe abwealtsanonsappliaa.stophareanﬂamarthenumberfmm line H on line § of Form W~4 helow.

Form

Department of the Transury
Internal Ravenus Service

1
Luis

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

Employee’s Withholding Allowance Certificate OMB No. 1546-0074
P Whather you are antitiedto olaim a certain number of allowances or exemption from withbolding ia 2@ 1 7
subjoct to review by the IRS, Your smployar may be mqu!redhmda popy of this formto the ms.
‘Your first name and middle Last pame ch 2 Your social securily nwmper
- SRR 581537400

W-4

1400 Lincoln Avenue

Hame addmas fnumber and stresf or ryral routs 3 [® single () Married (O Marrted, byt withholst at Higher Single rate.
Nots: H married, but legelly ssparated, of spousa s a nanresident alien, check the "Singls” bax.

Chy or town, stats, and ZIP code 4 Wyour last name differa from that shown on your seclal security card, -

Salnt Paul Park, MN 55071 check bt You must call 1-800-772-1213 for @ replacement card, » £

8
8
7

Total number of allowances you are clalming (from line H abova or from the applicable workshest on page 2)
Additional amount, if any, you want withheld fromeaghpaycheck . . . . . . . . . ., , . 3
1 claim exemption fram withholding for 2017, and | certify that | meet hoth of the following conditions for exempﬂon. :
» Last year | had a right fo & refund of all federal income tax withheld because | had no tax liabllity, and
* This year | expect a refund of all federal Income tax withheld becauge | expect to have no tax liability,

if you meet both conditions, write “Exempt” here. . . . . izl
Under peneltles of perjury, | declare that | have examined this cernﬁcate and. to the bem ofmy knowladge and bellef, it ie true, comrect, and complete,
Employee's signature
(ng'foy:nezs no% valid untess you sign it) »  ChapafoLuis (Nev? 2017) pate» Nov7,2017

B

Employer's name and address (Emnloyer: Complate lines 8 and 10 only If sending tothe IRS)) | 9 Offioa cade {optiosal} | 10 Employer identification numbar (EIN)

For Privacy Aot and Paperwork Reduction Act Notios, see pags 2. Cat, No, 102200 ’ Form W4 (2017)




EMPLOYER SOLUTIONS STAFFING GRQUP
BACKGROUND CHECK AUTHORIZATION

Chaparro Luis
(First) {Middle)  (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 1400 Lincoln Avenue Saint Paul Park, MN 55071

(Mo/Yr) (Street) {City) (State/Zip)
Previous Address From: E : :

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

{(Mo/¥r) (Street) (City) (State/Zip)
Social Security Number: 581537400 bog;_02/06/1963

Phone Number: 9393504698

Driver’s License Number/State:

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

| 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. | understand that the scope of the consumer report/ investigative consumear
report may include, but Is nat limited to the following areas: verification of soclal 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
racords, hirth 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 Salutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
hawve, 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 personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Signature: et Sl

oti MN, and OK Residents:
Pleasa check the hox helow if you wish to rgceive a copy of a consumer report that is requested.
1 wish to receive a copy of any Background Check Report on me that Is requested.

Nov 17,2017




Para Infarmacidn en espafip), visite www.consumerfinance.gov/learnmore o escribe a la Consumer Financial Protection Bureay, 1700 G Street N.W,, Washington,
D 20552,

] A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT l
The federal Falr Credit Reporting Act {FCRA) promotes the accuracy, faimess, and privacy of Information in the files of consumer reporting agencles, There are many

types of consumer reporting agencies, including credit bureaus and specialty agencies [such as agencies that sell information about check writing histories, medical
records, and rental history recards), Here is a summary of your major rights under the FCRA, For more information, Including information about additional rights, go
to www.consumerfinance.gov/learrmare or write to: Consumer Finantial Protection Bureay, 1700 G Street N,W., Washington, DC 20552,

» Youmust he told if infarmation in your flle has been used agalnst you. Anyone who uses a credit report or ghother type of consumer report to deny your appli-
cation for credit, Insurance, or employment - or to take another adverse actlon against you - must tell you, and must give you the name, address, and phone

AR ) AIE SEENCY LAt RIOVIGED 1N IIOIEiion

@ You have the right to know what s In your file. You may request and obtain all the information about you in the files of a consumer reporting agency (your “file
disclosure”). You will be required to provide proper identification, which may include your Soclal Security number. In many cases, the discipsure will be fres, You
are entitled to a free file disclosure if;

o a perspn has taken advarse action against you because of Information in your credit report;
= you are the victim of Jdentity theft and place a fraud alert in your file;
# your fila contalns Inaccurate Information a5 a resyit of fraud;
& you are on public assistance;
= you are unemployed but expect to apply for employment within 6 days.
In addition, all consumers are entitied to ane free disclosure every 12 months upon request from each naticnwide credit bureau and from nationwlde spectalty con-
W i Ee.gov/iearn g

request a credit score from consumer reporting agencles that create scores or distribute scores used I residentis! real property lgans, but you will have to pay far
it. In same mortgage transactions, you will recelve credit scora information for free fram the mortgage lender.

# Yau have tha right to disputs Incomplete or inscourate nformation. if you identify information in yaur file that Is incomplete or Inaccurate, and report it to the
consumer reporting agency, the agency must Investigate unjess yaur dispyte is frivolous, Sep LOons arjce.gov/learnmore for an explanation of dispute
procedures.

= Consumer reporting agencies must corvect o delete inaccurate, incomplate, ar unverifiable Information. inaccurate, incomplete or unverifiable Information
must be removed or carrected, usually within 30 days, Howaver, a consumer reporting agency may continue to report Infarmation it has verified es accurate,

® Consumet reporting agencies may not report ontdated negative Information, in most cases, a consumer reporting agency may not repiart negative Infanttation
that 1s more than seven years old, or bankruptcies that are more than 10 years old.

® Access to your file Is limited. A consumer repbrting agency inay provide information about you only to people with a valid need ~ usually to.consider an applica-
tion with a creditor, Insurer, employer, landlord, or other business. The FCRA specifies those with a valid need for access,

» Youmust give your tansent for feports to ba provided th émployers. A tonsumer reporting sgenty may not give ot Information about ydu to your employef, or
@ potential employer, without your written consent given to the employer. Written consent generally Is not required in the trucking Industry. For more infor-

insurance must tnclude a tolt-free phone number you can call if you choose to remove your name and address from the lists these offers are based on. You may
opt-out with the nationwide credit bureaus at 1-888-567-8688.

» Youmay saek domages from vialators. if a consumer reporting agenty, or, In some cases, a user of consumer raports or a furnisher of Information o a consumer
reporting agenty violates the FCRA, you may be ableto sue In state or faderal court.

a jdantity theft victims and activa duty military personnel have additional rights, For more Infarmation, visit www.cansumerfinance gov/learnmore.
States may enforce the FCRA, und many states have their own consumey reporting faws, In some cases, you may have more rights under state Jaw, For more infor-

mation, contact your state or local consumer protection agency or your state Attorney General, For information about your federal rights, contach

TYPE OF BUSINESS; CONTACT:

3.3, Banks, savings essociations, and credit unions with total assets of aver a, Bureau of Consumer Financial Protaction
$10 bilion and their affillates, 1700 G Street NW

Washington, DC 20552

b. Such affiliates that are not banks, savings associations, ar credit unlonsalso | b, Federal Trade Commission: Consymer Response Center —£CRA
should list, in addition to the Bureau; Washingtan, DC 20580
{877) 382-4357

2, To the extent not included in item 2 above;
a. National banks, federal savings assoclations, and federal branches and fed- | a. Office of the Comptroller of the Currency
eral agencias of foreign banks Customer Assistance Group

1301 McKinnay Straat, Sulte 3450
Houston, TX 77010-8050

b. State member banks, branches and agentias of foreign banks (other than b, Federal Reserve Consumer Help Center
federal branches, faderal agencles, and Insured state branches of forelgn P.0. Box 1200

banks), commerctal lending companies owned or controlled by foreign banks, | Minneapolis, VN 55480

and organizations operating under section 25 or 25A of the Federal Reserve
Act e

¢ Nonmember insured Banks, Insured State Branchas of Foreign Banks, and ¢, FOIC Consumer Response Center
insyred state savings assoctations 1100 Wajnut Street, Box#11,
Kansas City, MO 64106

d. Federal Credit Unions . " d, National Credit Union Administration




EMERGENCY CONTACT INFORMATION

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

Employee Name: Chaparro Luis

Address: 1400 Lincoln Avenue Saint Paul Park, MN 55071

Home Phone: 9393504698

éént;(;t #1 v Home Phone:
Name: MariaM Cell Phone: 6125584338
Relationship: Work Phone:

Contact #2 Home Phane;
Name: Cell Phone:
Relationship: ‘Work Phone:

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

This informution will remain confidential and will only be used in the case of dn emergency.



employer solutions staffing groupm

ENT QF D

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as employe!"
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 liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

L)
c%‘ Luks Do 7,2007)

Employee Signature

Employer Solutions Staffing Group LLC, Representative



employer solutions afﬁng gréupm
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 appointments. While an physical limitations, visits should
be a minimum of once every two weeks. Fallure 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 clinlc if
possible.

Obtain a Report of Workability from your physician at every appolintment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physiclan

cooperate with return to work planning and that you be released to return o work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.

Report to work and perfbn'n 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, :



".,-‘_1.' Y ‘-“

employer solutions staffing group.

Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, ete.), yau
must netify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check 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

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que ei cheque no
se puede encontrar. 8i se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque & usted, descontando
un cargo de entre $ 25 - § 35.

Si su cheque de pago fue robado, primero debe denunciar el rebo a la policfa
antes de que podamos volver a emitir el cheque. Una vez hecho esto, ysted
debe proporcionar una copia de la denuncia a su reclutador de personal que e}
cheque fue robado. Si el cheque no ha sido cobrado y sl la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deduclra.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Chaparrg Luls

Signature/Firma: %ﬁﬂnﬁéﬁm




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.

No our emplover immediately of any new injuries or conditions Impa
our conditio

If it is necessary ta 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 Workabillity.

I have read my responsibilities and agree to abide by these guidelines.
signea: _ 4T LUL

Printed Name: Chaparro Luis




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.

(3) 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.

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

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:

o Responsibility to work in compliance with OSHA laws and regulations

» Responsibility to use personal protective equipment and clothing as directed
by the host employer

s Responsibility to report workplace hazards and dangers

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

You have the following basic righis:

« Right to refuse unsafe work

e Right to know or be informed about actual and potential dangers in the
workplace

» Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



workplace, appropnate precautions to take and procedures to follow if
involved in an accident or exposed to hazardous substances
» Right to gain access to relevant personal exposure and medical records.

You can have your name withheld from the host employer and any 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.

1f 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
952.885.1288/1.866.496.7573) 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.



employer solutions staffing group..

Acknowledgement of Receipt of Workplace Safety Policy

1 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 952.835.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

1 also agree that if at any time during my smployment 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
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
mattexrs.

Employee Name (Please Print)

Chaparro Luis

Employee’s Signature:

ﬁm’% Luks PNov 7, 2007) Date: NOY7, 2017 .




- 8890 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
Department i he T8y | ), 1ygormation about Form 8850 and ts separate instrustions Is at www.ira.gow/formB850.

Job applicant: Fill in the lines below and check any hoxes that apply. Complets only this side.

Yourname Chaparro Luis Social security number > 581537400

100 Lincoln Avenue

City or town, state, and ZIP code Saint Paul Park, MN 55071

County Telephone number __ 9393504698

if you are under age 40, enter your date of birth (month, day, year) 02/06/1963

| m] Chack here if you recelved a conditional certification from the state workforee agency (SWA) or a participating local agency
for the work opportunity credit,

2 Check here It any of the following statements apply to you.
* | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 8
manths during the past 18 months, -
o | am a veteran and a member of a family that recsived Supplemental Nutrifion Assistance Program (SNAP) beneits (food
stamps) for at least a 3-month period during the past 16 months,

» ] was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

« | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP benefits (food starrips) for the past 8 monthe; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, butis no fonger eligible to receive them.

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

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

» | am a vsteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year.

8 m] Chack here If you are a veteran and you were unemployed for a period or periods totaling at ieast 8 months during the past
yesr.

4 m] Check here If you ara a veteran entitlad to compensation for a servies-connected disability and you ware discharged or
released from active duty in the U.S. Armed Forces during the past year.

5 m] Check here if you are a veteran entitied to compensation for a service-connected disability and you were unemployad for a
period or periods totaling at least 6 months during the past year.

6 E] Check here if you are a member of a family that:
» Bacelved TANF payments for at least the past 18 months; or
» Received TANF payments for any 18 months beginning after August 5, 1987, and the earilest 18-month period beginning
after August 5, 1887, ended during the past 2 years; or

» Stopped being efigible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

7 [II Check here i you are in a perlod of unemployment that 1a at laast 27 consecutive weeks and for gl or part of that period
yau recelved unemployment compensation.

Sigrature—All Applicants Must Sign

Under pensitiss of perjury, | declare that | gave the above Infarmation to the employer on of batora the day | was offerad a job, and R Is, to ths best of my knawlesige, tus,
gorrast, and complete.

Job applicant’s signature > C‘wgﬂ-w"mww Date Nov7,2017

For Privacy Act and Paperwork Reduction Act Notice, see page 2. ' " Gat. No. 228811, Form 8850 (Rev. 3-2018)
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Form A (rev. 0312017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name; Last Name: Suffixs Street Address: City/State; Zip:
———{Chaparro Luis 1400 Lincoln Avenue Saint,Paul Park, MN ___ | 55071
S8 Date of Birth: Age: Have yon worked for | If yes, location;
581537400 5 this company before?
02/06/1963 Yes[] NolLl
Please complete all questions, and sign and date the form. Yes No
1, Have yon or has ;myone Tiving with you received Temporary Assistance to Needy Famillﬁs (TAN F) (5] O]
at any fime since August 5, 19972 (1fyes, plepss provide information below.)
Nams of the person recejving benefits: ___ Relationshiptoyon: ______
Chty: County: _____ State: _ :
2. Have you pr has anyons living with yon received Food Stamps (SNAF) at any time during the past 15 months? a (@]

(1f yes, please provide information below.)
Name of the person receiving benefits: ____ Relationshiptoyon: ___
City: County: State: -

Have you received Supplemental Security Income (SSI) at any time within the past 3 months? a Q
Please note, this is not the same as Social Seourity benafits (SS) or Social Security Disability (SSDI) benefits.
*If'you checked yes please provide a copy of your SS1 docuinantation.

Have you recelved any type of vocational rehiabilitation services within the past two years? a
If yes, pléase indicate which type of age! worked with and provide their location infbrmation below:

] vocational Rehabilitation Agenoy Dept. of Veterans Affairs Employment Network (Ticket to Work Program)
Name of Agency: _____ Phones:
City: .. Comty: State:

*If'you ehecked yes please pravide a copy of your active Indivichial Work Plan and Ticket to Work documentation.

Are you a Veteran of the U.S. Military? *ifyes, please provide a copy of your DD-214 ond leiter aof separation, Q Q
(If yes, please provide information below. If no, please continue to question #6.)

Dates of Service - From: Ta:
Branch of Service:
Are you entitled to or are you receiving campensation for a service-connected disability?

6.

Have you been unemployed at any time during the last 12 months?
If yes, dates of unemployment - From: To:

—

1fyes, in which state did you receive unemployment compensation? __

7.

Ql p PR

a

Q

Did you receive unemployment compensation at any point during your unemployment? Q
Q

Have you been convicted of 3 felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Relcase Dato;
Was this a Federal or [l State conviction? I{Stte - County:____ Stales_____

= £

Additional Tax Credits \ .
1EC {Native Ameriean): Are you or your spouse a member of 8 Native Amgrican Tribe? O] d
If vou checked yes please provide a copy of your CDIB card.
CA Residentss [[] Are you the child of foster parents? [ T]] Do you receive CalWorks? a Workforce Investment Act?
0 e yan a migrant ot seasonal farm worker? D Have you ever been convicted of a misdemoanor?
SC Residents: [[] Do yon receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, ! declare the information above o be true and accurgte to the best af my knowledge. and 1 heveby authorize any agency, orgenization. or

inddivteluals to supply such verification or tnformation that may be needed to determine tax credit eligibility to my emploger, emplayer representasive (Associaied
Cansultants, Inc. dba Reirotax). or the Department of Labor.

New Employee Signature: % Dates _Nov7,2017




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

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

D 1N WOIrKiQ

separately, with A Form 9061 {or ETA Form ) for ea cecaon requ filed for the new target
group,

Under penalties of perjury, I declare that this information is true and correct to the best of my
knowledge.

New Hire’s Signature: 'chmv%%gmww?.mn _ Date N?v T{,. 2017

New Hire Name: __Chaparro Luls

Employer Name:

Please check the statements below if they apply to you,

I declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

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

(Enter start date)

Privacy Act Notice;

The Intema) Revenue Code of 1888, Section 51, es amendad and its enacting legisiation, P1.. 104-188, specify that the State Workforce Agencies am the
*designated” agencies responelbls for admintstering the WOTC oerfifiaion procedures of this program. The information you have prmyided complefing this
form will be disclosed by your employer to the State Workoree Agency, Provision of this information Is voluntary; however the information Is required {o
dstesmine your employer’s eligiiity for the federel tex credit.

o ¢ ¢ g ¢ 0 & 44— 0 D § ¢ S § & PP ST PO I P S FEL $ S SIS S PP S P SUP Y 4 TSP S PP PN 99 T P P gy 40 it 4 € i 3 i § @At G B0 My 40 O Q S V4 Wb 88 M ¢ B P S e b0

Public Burden Statement:

Persans are not required to respond to this collection of information unless it displays & curently valid OM B control number. Respondsnts' obligaion fo
complsts this form s required o obiain or retein bensfits (P.L. 141-5), Publio reporting burden Is eslimated to average 10 minutes per response, including the
fima{or reviewing Instructions, searching exisiing data sourpes, gathering and meintaining the data needed, and completing and reviewing the ecllection of
Information. Send comments reganding this burden estimateto the U.S, Department of Labor, Division of Naional Pmmﬁols Technical Acsistance,
Room G-4510, Washington, D.C, 20210 {Paperwark Reducion Project 1205-0371), Please do not submit completed fo this address,

117-

ETA Form 9175 (Rev. November 2016)
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Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

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

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

Employee Signature: Date:
é_ziiw r 0
mployee (please print your name here)

CMG_SM - Rev. 09.2013



Acknowledgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group's Antiharassment Policy. |
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 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG's Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)

le/s /LM#}

Employee’s Signature:

Date;_H- 7—22/7

22



RECEIPT OF EMPLOYEE HANDBODK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand

iomiErs i ESHONs =, ~qrcialars iEielatn [ ] Bz

Hanook.
| also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. l
acknowledge that no oral or written statements or representations regarding my employment can alter

the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

1 also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
‘'oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

1 understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
aftention of ESSG.

DATE// =2~ 20 17
EMPLOYEE

NAME___ L&' /5 %M
PL E PRINT

EMPLOYEE

ESSG
REPRESENTATIVE

23



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2. | have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences If |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel 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. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand 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 to the test.

Lol

Individual's Name

/= 2—2577
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



l" ACKNOWLEDGMENT

The associate handbook was rewewed with me, and | have received my personal copy. | also
towledge that | have been given the opportunity to ask questions and express concerns

dunng my onentatlon Additionally, | understand and support the following:

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will reqwre alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. |agree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

4. |am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: N7~ 902}

Associate's Signature:

Associate's Printed Name: =

Orientation provided by:

s L

24



r¥xed Indemnity Medical Benefits_Plan 2
- VS| 219301-ESG-1 OFFICEUSEONLY LOCATION

: Rerre Date.____/___/___,__
’ ENROLLMENT FORM ESC CU[UNAC-MN) P1 v18.2
Il A RECUIRED EVIPLOYEE INFORMATION.  [adie BLACK or BLUE INK (Must Be Filled Out) |
Name ' Social Security # | Home Phone E Sex
| > bale]
Address | Apt. #
N e e : s
Sy St | Zip lDate of Birth
| - /1
i - it e
B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? Dyesi;\b,;;espleas;;m;u;
Medicare Health insurance Claim Number {(HICN) | Mediéaré Effeétiﬁé Da-fe” . =
Name of Covered Person (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.

C. LIMITED BENEFITS PLAN SELECTION

SELECT COVERAGE LEVEL P[0 NOEMNITY | ppyrar VISION TERMUFE | SHORTTERM
- Employee Only [ ]| s2028 {0 se17 ]} s242 fOI . so.e0 @l
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
' Employee + Family D 0 o 554-33 -} s2036 CIR 55-56 s 5130 il | .-
| NO to ALL Benefits L—_|Yes |:|No | DYes DNo DYes |:|No DYes D.No | DYe_s D No

'This coverage is not availabléMo residents of NH, Hi, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY, or RI.

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

Name N Relationshp =~~~

D. REQUIRED DEPENDENT INFORMATION

Name Social Security# Date of Birth ' Sex f Relationship
o2 L L [MITE] (] spovee ] Chitd ] Domestic Partner

Name ' Social Security # : Date of Birth ;Se , Relationship -
i L IMITE] [Cispovss [ chid [l Domestic Partner

Name Social Security # - Date of Birth !Sex Relationship

SRERLE = ek o L0 L MITF] {7 Spouse [ child [ Domestic Partner

Name | Social Security # . Date of Birth | Sex Relationship

~ ! [ IMI[E] | [Cspouse[ ] chitd [ Domestic Partner

Y Yo ST SiGh AND BATE, EVEN ¥ YoU DECLINE EoviRAGs

| have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
2 limited time and | understand that making no beneft selection is a declination of coverage:

oare 118,17 psonaure A a/W

This is an Essential StaffCARE Enrollment Form.




rd

é employer solutions staffing group.

Leveraging Resources in 8 Changing Marke~ Eiﬂ-&s’u h. '

L U, L T -

Enhanced MEC Plan_Plan 1 ol e

Benefits Enrollment Form [ pew

i v o OV 000 00 et v,

oyee_ [ Rehire Rehire Date

Soclal Security Numbar

Gender Ll Male | Marital Status L1 Single | Date of Birth Date of Hire
[ Female | 1 Married [ Divorced
|phone Number: Email Address:
Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week ~ $36.00/Week —$63.00/Week

Social Security # Birth Date | Sex Relationship
o O Male [C1Sponse [] Child
Last Name ] Female O Domestic Partner
T B i e G e ™ T Gk G by

td i
A R A e

Social Sscurity #

Employee Acknowledgement and Autharization - { hereby apply for the group henefit(s) as indicated. | acknowiedge that all entries are true and complete and that
|any misstatements or fallura to report Information may be used as the hasia for cancellation of caverage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected,

IF ENROLLING - YOU MUST SIGN HERE

Empioyee Signature Date

EMPLOYEES DECLINING -‘E._ | am DECLINING coverage

| understand that | and/or my depsndents, if any, walve any coverage and desire to participats in the plan at a later date, 'we may be conaidered a late enrollee and
must meet the requirements defined in the Certificate of Coverage for the company's medicai or dental plans. if | decline enroliment for mysaif or my dependents
{including my spouse) beoause of other coverage, | may, in futurs he able to enroll myself or my dapend In this plan, provided 1 request enroliment within 31
days after the other covarage ends. in addition, if a new dependant relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
af adoption, | may be abie to enroll myself or my dapendent, provided | request anroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employes Signature L‘; 4 M Date

Employer Sclutions Staffing Group Healith Benefits Team
PO Box 46270 Minneapolis, MN 56344-9956
Phone: 952-767-8519 Fax: 052-767-9615
Email: Health@empioyersoiutionsgroup.com




