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Ny Tel: 952.835.1288
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employer solutions staffing grc;up.,

New Hire Application

Personal Data- PLEASE PRINT LEGIBLY IN INK

www.esgstaffingsolutions.com

Last Name BUMS Firet Name 2ruais Middle Initial
Strest Address 3307 Upton Avenue North AptiSte DeAnthony

City/StatafZlp _Minneapolis, MN 55412 Soclal Security Last Four Y00¢-Xx. 7761
Phone Number 6124580808 Emall Addrass Marquaisburnsg_sh5@inde@demail.com

Staffing Agency/Recrultment Partner CMG

Are you legally authortzsd to work in the United States of America? @lYES Qino
Applicant Certificafion and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to uss the mmaﬁonandmmmmadhmisappnoaﬂmmdahmmamy
qualifications for employment. | authorize ESSG to make Inquiries of my former employsrs, except as Indicated in this application,
ragearding my previcus duties, responsibiiities, performancs, compensation and eligibility for rehire,

] undersiand thata mpmlmnsMhadtgmundchedtmybawndumdmdeﬂamﬂnamyengibnnymrm by certeln ciients of ESSG.
This may include but is not Imited o, investigationa of criminal and/ar conviction records, driving records and/or a drug soreen test as
required by clients, government regulations or by ESSG poligies,
lmmemwwpamwmﬁumwdammmmmbmdm ES8Q's deision to conduot a background check.
1 certily that all statements made in my application mammamataandmatlhavanutamntedanymmmmsﬂmorpmvmad
false or misleading information. | understand thet any material omission or misrepresentation will result in my disqualifioation from
conslderatian for employmant or, if discovered after 1 begin employment, will result in my tarmination,

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

Marquais Burms %@# Feb 14,2018

Name (Print or type) Appiicant’s Signature Date

A copy or facsimile {"fax™) will be conslidered the same as an original signature, Emall will ONLY be used for smployment sorraspondence

For ESSG Office Use On
DOH NHW ] 8850 wa
Emergency Contact Info | Background Rolease Form Background Results Unag;ployll!lwn‘: l!..)euar ESQ Application
applica
For ESSG Client Use
DOH ROP Work She Loc. 't WG Coda

ES8G - CMG-CO Rev. 0422017



Form W44 (2017) resiar b SYOBG00E, ¥ " PPemeTel iges IO o, S i o,

P i AN L
amployer aan withhold the eotrect fetsral income warishests on pege 2 furlior ardiust your
taxﬁmnyuwpay.mmvwmwemm withholding allowances based on itemized

qach when ymer finanaial dedu cermn gredits, adjustments to inaoma,
e e - o s e o ey, edjusimens

Exam from withholding, Jf
m&r m1.za¢.%

formto L. Your

! 16, 2018, 8eo Pub, Ta
Sy 8 2 on P O i
No%umﬂwmmmwmmuadmm maw&wmmm claimed on the otfiers, 820 Pub. 505 for detals.

adspm:un.umamm Tax credits, You oan take projeated tax creds into mmg%
“icgots st S g jor ey e s

o 13 blind, or mmmﬂmdﬂhmﬂltmbgg&med
» Will olaim adjustments to income; tax credits; or 8es Pub. 808 for infarmation on converting your cthar

ar har tax rotum, you cant
from withtwlding if &Immm O are
and Inclucies mie than - e

Basls Inntructions, if you aren't leto making estimated using Form
W4 80 that your NMMM%% ‘Wﬁmmggw

you
Two mhﬁgw b
eamsrs or avea
Cumpiate all worksheets that apply, However, working or more mﬁ the
mydalmfa;ner(or all%m.’krmtﬂwm m"‘"mm“
based on allswanges M%m

exempl,
sgr;m’m wages, must be ang
iding usually will be mast aoourate
Withholding you claimad and may not be a at amount or when all allowanaea ara clainyed on the Form

g
- 8350 of smeamed income (for

Anem g & Filing Information, for fdarmatias mmmmmmmmm&ﬂ;
g8

eamin
Cradito for child or dapendant excaed $180,000 {Sin (Manied),

pmant about any future

using the Persanal

8 Wmmy o w >

ftemized deductions, on his or her fax rotun. orects itto with allowancas, 8 qovh
PersnnalAﬂmnm%oh;haet {Ksep for you rds.)
Enuﬂ“fwwmeﬂﬂnoonaelaacandalmmmadspendem. A 1

® 2 & A & & B e & s e = n e ¥ * =

« You're single and have only ons job; or
Enter *1” ifs { » You're manied, have only one job, and your spouse doesn't work; or } o o o U

* Your wages from a sacand job or your spouse’s wages {or the total of both) are $1,500 or lesa.
Enterﬂ”foryourspom.Bm,yaumydwmmem“-o-”ﬂywaramamwmhmenhwamrkmgspousewmm
thmomjoh.(&hﬂng'—b—’umyha!pyaumidhaﬁngmmﬂetaxwmmﬂw. © 0o 0o 0bO0O0O0O0 OG0 0
Emnmwaupaum(mmmmmmorwmnmwmcwmmwwmm. ¢ 0 0 o0 0 6 o
mﬁ"ﬂwuwmﬂhasheadurhowmdmyourmremmbaeoundlﬂonsmderﬂeaﬂdhouseho!dabwa) o 0o
Emem"nyoummmmmmmworammmmmmwmmmmmamm 5 0 o
(NmDonutlnc!udec}wdwpponpaymemSaePub.sos.OhﬂdandMendenteareExpenses.fordetans.)
chudTmmandudmgaddmmmmmSeaPuh.mcdeax(:redMormanmﬂon.
-lfyourwlnenmewmbelassﬂmmmommnoﬁmm.emar‘E”foread:ellglblechﬂd;menless'l”vyuu
mmwmeumbbdmdmwha“z"ﬁmmﬁvemmenmbbahﬂdm.
-umwmawmbawwemmooommommm.womu1amuummm°1~:oreamugmmnu. <]
AddnnesMhmughGandenmwhem.(Nmm"xayhedmﬂmmmmammdemnpﬂmwuclalmmmtmm »H s

oft 1o itamize or claim adjustments to incoms and want 1o reduce withholding, see the Deductions
Formra:a‘. Workshest on page 2, =
complete » if you are aingle and have more than one Job or are marrded and and your spouse both work and the cambined
wurkshosts eami fro:rhglobsmad mmomum.mm&mammbaobsWMMmz
that apply. hwmhwmgommwg\sho'a!d.

s it neither af the above situations , 8top here and aenter the number fram line H on line 5 of Form W-4 below.

:

“TmyYUo
~

Form

Depariment ol the Trassury
Intemal Revonue Service

Sepambmmm&mmbmemmr.nuphhpMMyomm

Employee’s Withholding Allowance Certificate OMSB No. 1545-0074

P Whather you are eniitied to claim a Gertain number of allowances o exemption rom withholding is 2017
subjectto rview by the IRS. Your employer may be retuired 10 send a copy of this Tarm 20 the IRS,

al Last name € YOur 50018l SEoUrRy nOmber

Marquals ' Burns 469137761

3307 Upton Avenue North - DeAnthony

Fioma addtass (umber and atveet o nural Foute) 3@ sngis Ol Mamisd Q] Manied, butwithhold ot ighes Singla e
Notes [t mondad, but fe arspouss s a nontesident alian, check the “Siagle® box,

Gity or awn, siaie, and ZIF code 4 1 your last name differs from that shewn on your social security card,

Minneapolis, MN 55412 ohock here. You must call 1-800-772-1218 1or a replacement card, P[]

3
8
7

Total number of allowances you are olaiming (from line H ahove or from the applicable worksheet on page 2) &6
AddRional amount, if any, you want withheld from eachpaysheck . , . . , . . , . . . . . . (880
| claim exemption from withholding far 2017, and | certity that | mest both of the following conciitians for exemptiol
-Lastyeai'lhadaﬂgbttoatafundcfauiederalmmataxwfmmldmusalhadmtullabmy.and

oThlsyearlaxpectarefundofaufaderaumomemwnhheldbecauselexpacttahavanutaxilabl 3 .
1t you meet bath conditions, wite "Exempt®here. . . . . . . . . L, . . . > [7]
Under penalties of perjury, | declare thatThave examined this certilicate and, 1o the best my knowledge and belief, it is true, comreot, and complete.

Empl

's signature
n'htg ﬁ”ne:;s not valid untess you sign it} ‘Burms (Feb 14, 2018] Date p Feb 14,2018

Emplayer'smandaddms(EmnluyaanmpmmaandwomyﬂseadInghﬂmm 8 Office cade {options) | 10 Employer [dentitication number (ETN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2, 1 Cat. No, 10220Q ' Form W4 [Th



"1, DEPARTMENT
. OF REVENVUE W-4MN

2017 Minnesota Employee Withholding Allowance/ Exemption Certificate
Employees

You must complete and give this form to your employer if you do any of the following:

* Claim fewer Minnssota withholding ellowanges than your federal allowanges

* Claim more than 410 Minnesota withho!ding allowances

» Want additiona) Minnesots tex withheld from your pay sach pay period

¢ Cialm to be exempt from federal witimholding or olaim 1o be exempt from Minnesota withholding

Do not complets this form if you are claiming the same number of Minnesots allowances as fedaral and the number alaimed 1s 10 or jess.

Emplayes's (st name ond inltia! Last name Emplayee's Soeial Sesurity numben
Marquais Burms E 489137761
Rermanem agdieas - Wiirital SEatus [GREGH oo B
3307 Upton Avenue North @ %ﬁ;mm;”"m“
& Siety 7P sage ‘-l: Maried
i Mlnneapolls, MN 55412 b Mamied, vt withhold et higher Single mto

Employses: Read instructions on back,complate&euﬂnn:lonaeotluuz,slgnandgmthempmcamhyouremplw.
(DouotcamplateboﬂlMhnimd&ﬁm&hmlaﬂnghﬂhseﬂlmwmmkemmllwanu.)

T Section 4~ Determining Minnesota aflowancas

E Complete Section 1 if you olaim fewer Minnesota allowanoes than your federal allowances, AND/CR If you want additiona! Min-
g nesota withholding deducted each pay peried.

1 Total number of federal allowances claimed on federal FOMWed .....vvneeneveneennenneonnnnnon 1
2 Totalnumbero!Mtnnesulaallowanuas(mzcannowemaremanilne:l) $9009000010000000000t00 B e verrommm—————
3 Additianal Minnesata withholding you want deducted each pay period 1esracersrenrosnrccncrensses B S .

I Section 2~ Exemption from Minnesota withholding
| Complete Section 2 i you claim to be exempt from Minnesoia Income tax withholding (see Ssction 2 inatructions for qualifica-
tions). if applicable, check one bax below to indicate the reasen why you befleve you are exempt:
: I meet the requirements and claim exsmpt from both faderal and Minnesota income tax withholding.
' [ Even thougn 1 i not claim exempt from federal withholding, | slaim exempt from Minnesota withholding because | hed no
.5 Minnesota incume tax Iability last year, | recoived a refund of all Minnesota Income tax withheld, AND | expact to have no Min-
- nesota income tax Rability this year.
gg My spouse is & military service member assigned toa mifitary location in Minnesota, my domicile {legal rasidence) Is in another
stats, AND 1am in Minnesota solely to be with my spouse, My state of domiclle is
: é 1 am an American Indian living and working on a reservation.
[ 1 am a member of the Minnescta National Guard or an active duty U.8. military membar and claim exempt from Minnesota
' withhalding on my military pay.
m: | receive a military pension or other military retirement pay as caleulated under Title 10, 1401 through 1414, 1447 through
14586, and 42738 and claim exempt from Minnesota withhalding on this retirement pay.

F i leertfy that all information provided in Section 1 ORSectIonztscormct.Imdemndwemlsa%wpenanyforﬂnnga false with-
; % g) holding allowanse/exemption certificate,
®

emﬂmgsslgmm Date Feb 1 4’ 2018 Daytime mne

Employees: Give the completed form to your employer,

Employers

It you are required to send a copy of this form to the Department of Revenue (see Instruglions), you must enter the employer information below
and mail this form to: Minnesota Revenue, Mail Station 6507, St, Paul, MN 55146-6501, {Incomplete forms are considered invalid) A $50
penaity may be assessed for each required Form W-SNIN not filed with ihe department,

Keep a copy for your records.
. & Nemeolemployar ! Federa! empioyer 1D number {FEIN) Minnescta tox D number
g Addracs City [ 7P code

Rev 2@ Questions?  Wehsite: WWW.evenue.State.nn.us. Emall; withholdingtax@state.nn.s. Phone: 651-282-8988 or 1-800-657-3504,



Employment Eligibility Verification USCIS
e Department of Homeland Security omf ::T,,{;’;,W
- U.S. Citizenship and Iromigration Services Expives 08/31/2019
M
P> START HERE: Read instrustions carafully bafore completing this form, The instructions must be avalisble, either In papar or slaotronically,
during completion of this form, Empioyers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is lllegal to discriminate againat work-authorized individuals, Employers CANNOT specily which
dooument(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to amploy
en individual because the documentstion presented has a future sxpiration tiate may also constitute illeaal discrimination.

ection 1. Empioye& Information and Attestation (Empioyees must complete and:sign Section 1 of Form -9 no later
than the first day of employment, but not before accepling a job offer. )

_[ Last Name {Famlly Name) First Name {Given Nams) Middis Iniiial | Other Last Names Used (fany)

| Bums Marquais DeAnthony | N/A 1
%AddrassfStraelenbsrandNams) ‘ApLNumber | City or Town {State [ 2P Code |
13307 Upton Avenue North | N/A ! Minneapolis IMN 55412 ’
{ Derte of Bith (mmAfdyyy) | U.S. Soclal Security Number | Employes's Exmail Addrees | Employes's Telaphone Nurber
[09/28/1987 ' l”“?’-"'ﬁﬁll [ g-L§ il [I_,Marqbumsss@gmail.com 5' 6124580808 |

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

I attest, under penalty of perjury, thatt am (cheok one of the following hoxes):
@.Adﬂzen ol the Unlted States

(O] 2. A noncittzen nationa! o the Unites States (Ses iofructions)

Q] 3. Atawlul permanent resident _ (Alien Registration NumosrUSCIS Nombory: N/A

(2] 4. An slien autrorized towork _ untl {xplration date, if appiicable, mmiddivyyy): N i
Same aliens may wiite "NJA” in the expiration date fisid, {Sse Instructions}
Alisns auftionzed o work must provide only ane of the fallowing document numbers to complate Farm 1-9: D0 ok T T e
An Alfen Registration Number/USCIS Numbsr OR Form I-84 Admission Number OR Foreign Passport Number.
1. Allan Registration Number/USCIS Number: N/A
OR
| 2. Form 194 Admission Number- N/A
| OR
3. Foreign Passport Number N/A
Country of lssuance: N/A

Signature of Employse M@mmm Today's Date {mm/ddiyyy) Feh 14, 2018
Marquals Burms {Feb 14, 2016) A

Preparer and/or Translator Cerfification {check one):
| did not use a preparar:or translater. A préparer(s) and/or translator{s) assisted the employss In completing Se&lon 1
{Fields below must be completed and.signed when praparers and/or translators assist an employes in corgpieﬁng Section 1.)

Tattest, under panaity of perjury, that | have assisted In the completion of Section 1 of this form and il o the best of my
knowledge the information Is true and correct.

[

Slgnature of Preparer or Transiator Today's Date (mmiddfyyyy)
Last Name {Family Name} First Name {Glven Name)
Addiress (Strest Number and Name) City or Town State  |ZIP Code

g ] Employer Completes Next Page @

Form 1.9 0717117 N Page 1 of 3



Employment Eliglbility Verification

Department of Homeland Security
U.S. Citizenship and Inmigration Services

USCIs
Form 1.8
OMB No. 16150047
Expires 08/31/2019

ListA
identity and Employment Authorization

i Dogument Title

|

l

| Dooument Number

Tesultig Awthority

Expiration Date (f emyg{mm/adhyyyy)

: Document Tifle

Issuing Authority

Dogurnent Number
[Expiration Date {f anyj(mmidd/vyyy)

"En?ptranon Date fif any o adlyvy)

QR Code- Bestions 24 3
Do ot Wiin In This Speco 1

Certifioation: I attest, under penalty of perjury, that (1) | have sxamined the document(s) presantad by tha above-named employas,
ahove-fisted document{s) appear to be genuine and to ralate to the employes named, and (3) to the best of my knowlstige the

Is authorlzed to work In the United States, GL

{Sea lgs&ucﬂans for exemptions)

oyse's first day of employment {mm/dd/yyyy): ’l‘{ ‘?@ig

J&ﬁ:m tative

ror Authonzed Representative

e Y

il

Employsr’s Business or Organization Name

| Employer's Business or Organization Atdress (St Number and Name) | City or Town
{

ISiﬂtﬂ ZIP Code

Section 3. Reverification and Rehires (7o.be completed and signed by employer or authorized repressntative.)
& . e Lo

B Riew Naria (it anglicahie] T R , Dats of Rehire (4 sppiigabiel

Last Nams (Famlly Nams) First Natme {Givan Nams) Midde Initial | Date (mm/ddiyyy)

G. TF T &mpicyes's Drevioys 3 grrit of GMpIoymant SULoratan has expired, provias e miormaton ot e d yrment or recaipt (hat aplabishes
wnﬁtwmmﬂmemum@m?wéwﬂ helaw, - A A & M T e _ g
Dooumant Tite Document Number Explration Date {# any) (mmiddAyyy)

| attest, under penaity of perjury, that to the best of my knowledge, this employss is authorized to work in the United States, and If
the employes presanted dosument(s), tha dogument{s) | have axamined appear to be genuine and fo refats to tha Individual.

Signature of Employer or Autharized Representative | Today's Date {mm/ddiyyyy)

Name of Emplayar or Authorized Representative

Form1-9 0717117 N

Page.’!of'?:
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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 Oranga Tree Employment Screening; ()
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 iegitimate 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, soclal 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 s 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: Marquais DeAnthony Bums

First Middle (3 Last

none)

Other names used:
Current county of residence:
Current and former addresses:

current 3307 Upton Avenue North Minneapolis, MN 55412
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/¥Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street Clty, State & Zip

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

09/28/1987 469137761
Date of hirth Social security number
Driver’s license numbaer & state Name as it appears on license

Report Copy: if you are applying for a job or live in California, Minnescts, or Oklahoma, you may request
a copy of the report by checking this box:

mgslxmmlq,w) Feb 14, 2018

Signature Date




G CONTACT INFO 0]

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

Employee Neme: Marquais Burms
Address: 3307 Upton Avenue North Minneapolls, MN 55412

Home Phone: 6124580808

SR ; . "EMERGENCY.CONTACTS - 2 A
Please list t%vo people (in'priority ox;@er) who could be contacted in case of an emgrgency -

Contact #1 Home Fhone:

Name: ~{ Cell Phone:

Relationship: | Work Phone:
Contact #2 Home Phone:

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



e

, employer solutions staffing ‘ mp.,e
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
1f you do not provide a written elestion, wages will be paid by Payroll Debit Card.

SECHON 58N PN A L R

Employes Nams Marquals Burms : SSN#'(hsudigi:) 7761 | Effective Date

SEERONEE PN R LR EEON

J| Direct Deposit (Please complete Sections 3 snd Sbelow)  Note: Direct Depasis aoconnis may take up 1o 7 days to be activated,

(8)| Payroll Debit Card (Ploase complete Sections 4 and 5 below)

SEETHON 2 BIREGE BERGSTH

Update Bank Account Tundemtand and acknovwledge that it do not provide a

Bank Name: volded check with this divect deposit form, I am
responsible for any delays in payroll or extra costs

incurred if the necount number that X provide is incorreet,

Routing#
Accomnt#

Account Typs: [T Cheoling L) Savingsl 1) Other

*  Tohslpus avnid making an exrar, please sttach a copy of @ voidsd check. (a deposit slip will not work)
. mmm:&mdmmommmmmmmwwmumewmwhiﬁ:mqmzluypsﬁm

b L s O L L 0 B R D i B e B B B S e R

Fedmllawnquiruanﬁnancialhsﬂwﬂmmohhﬂn,vuiﬁ.mdmrdh&xmaﬁmﬂmidmﬂﬁuuuhpmwhoommmmhmm
muma?wmnmcmmmmmtmﬁ&mdmmnm;h&mmmuwmummwnwinsﬁmﬁunmidenﬁﬁ If
mdomm;mmmmmmmemmmmumwmudmm akP Debit
cax_d'topayiymwaps.Porynurmecﬁon.&eﬂnmchﬁuﬂmﬁonmyukyoumpmvwﬂhmadﬁﬁnmlidauztﬂcaﬂonintbnnaﬁonsothaym
verify your identity.

Mﬁnhmuﬂngmdmumamhu,%ﬂdoumlmwmmbwhﬁmaﬁmmmmm Debit Card account or
transastions. On your first payday, you will receive your new Payroll Debit Card, and a packet contalning ail of the terms snd conditions, You will
ﬁ:nalgnadmowbdgingﬁ:atmmtwdthe?aymﬂbahitcmandmYourPaymﬂDabitcuﬂwmbcrdoadedonesdzpaydaymm
'wages,

CARDHOLDER INFORMATION (es yon want your Payroll Debit Card to be issued)

Initial Date

First Name ML Last Name | Dute of Birth
Strest Address (PO BOXNOT ACCEFTABLE) ‘Social Scourity#
City State Zip Call Fhone (mobilo)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you plok up your Peyroll Debit Cand)

Payroll Debit Card Routing # Payroll Debit Card Acount#t| [ (% YR 7% )
073972181 ) 2L 1 X
IhavnmcmdmyMBMMwmmemmmmmmmmﬁMmdMMByanﬁvnﬁngmyPaMchﬁCard,

1 am agrosing to the program terms, conditions, and disclosures that are inciuded or made availshie th me from tims to tioe from the financia) institution. 1
authorize the financial institation to debit my Payroll Debit Card account for the fbes desoribed in the foo schedule that is part oF the program teums,
conditions, and disclosures,

Employee’s Signature: “’“‘EE"“"’“‘F“’“'M Date;

SEeonN SR lTHGRTZY
IanﬁlmheESSG'tndﬁ:cﬂydqmltmpedoﬁcwagcﬂmmpemaﬁmpaymmnﬂofmqnﬁadmwhbholdhgmo&mmquﬁndmﬁhdﬂhga
uanﬁmﬁuddes,iﬁomyammﬁ(s)asdedmdahwamdminiﬁm,ifnmm,dabitenh‘iesmdadjushnantsﬁurmycmditemies
made in emor to oy account(s). * E-mail is required for pay stub information.

E-mail: marquaisbumsQ_ShS@indeedemai@om
this information will only be used to send your paystubs electranically

Employee's Signature: % Date: Feb 14,2018




ks. 4 .,."': % /’-J

employer solutions staffing group..

STATEM O N

This agreement made this day of , 201__, between
Employer Solutions Staiffing Group LLC, hereinafter referred to as “"employer”,
and hereafter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
resuit 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.

%WNM’M

Employee Signature

Employer Solutions Staffing Group LLC, Representative



R

employer so!utionsﬁng groum
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. §221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change

primary health care providers. Disquss with your employer any change in health
care provider.

Attend all scheduled appointments. While on 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 clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the 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 perform physically suitable tasks as assigned. These may or
may not be in your regular department. The work may or may not be an your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary heaith care provider. Keep the claims representative advised of your

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

1 have read my responsibilities and agree to abide by these guidelines.
Signed: Burms (Feb 14,2016)

Printed Name: Marquais Burms




employer solutions staffing group..

important/importante

LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, desiroyed, lost in the mall, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-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. 1If the check has not
been cashed and if the loss of the check wae not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

8i su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos voiver a emitir el cheque. Una vez hecho esto, usted
debe proparcionar una copia de la denuncia a su reciutador de personal gue el
cheque fue robado. Si el cheque no ha sido cobrado y si ia pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):  Marquais Burms

_S_IgnaturelFlnna: %%ﬂ




ey

employer solutions staffing group..
ESSG WORKPLACE SAFETY POLICY

It is ESS(’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSQ’s duty to:

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and corply 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
neceesary training and protections for employees at the facility.

(8) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

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

ESSG is committed to vigorously enforcing its OSHA Complianée Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following: '

¢ Responsibility to work in compliance with OSHA laws and regulations

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

o Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

» Right to refuse unsafe work

o 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.



employer solutions staffing group..

o Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

e 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
OBHA 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
OBH Act ar 13 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safs workplace has been violated, you can make a
report {0 2 manager of the host worksite employer and/or ESSG (by telephoning
962.835.1288/1.866.496.7578) end asking for the ESBG 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.



e
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Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSQG) at 952.886.1288/1.866.496.7578 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 teymination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, divector or ESSG's Safety Director at
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Marquais Burms

Employee’s Signature:

Date: Feb 14,2018
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- 3850 Pre-Screening Notice and Certification Request for
Jiee, Huchanhey the Work Opportunity Credit OMB No. 1646-100

m'manm%g‘s&‘%?” » Information about Form 8850 and its separate Inatructions Is at www.ira.gov/fonnB850.

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

Your name Marquais Burms Social security number p» 468137761

Street address whersyou five 3307 Upton Avenue North

City or town, state, and ZIP code  Minneapolis, MN 55412

County Hennepin Telephone number 6124580808

if you are under age 40, enter your date of birth (month, day, year) 6124580808

1 m Check here if you received a conditional certification from the stats workforce agency (SWA) or a participating lcoal agency
for the work opportunity oredit,

2 [} Check here if any of the foliowing statements apply to you.

* | am a member of a family that has raceivad assistance from Temporary Assistance for Needy Familias (TANF) for any 8
months during the past 18 months,

» |am a veteran and a member of a family that recelved Supplamental Nutrition Assistance Program (SNAF) benefits (food
stamps) for at least a 8-month period during the past 16 months,

s | was refarred here by a rehabliitation agency approved by the state, an smpioyment network under the Tioket to Work
program, or the Department of Vaterans Affairs,

* | am at least age 18 but not age 40 or alder and | am a member of a family that
a. Received SNAP banefits {food etamps) for the past 8 months; or
b. Reoelvecd SNAP benefits (food stamps) for at least 8 of the past § months, hut is no longer eligible to receive them.

» During the past year, 1 was convioted of a felony or released from prison for a felony.

¢ ] received supplementel security income (88} bensfita for any month ending during the past 60 days.

» | am & vateran and | was unemploysd for a period or periods totaling at least 4 wesks but less than 8 months during the
past year.

| @ Check hera if you are a veteran and you wers unemployed for & period or periods totaling at least 8 months during the past
year.

4 [LI Check here if you are a veteran antitied to compensation for a servies-connectad disability and you were discharged or
releasad from active duty In the U.S, Armed Forees during the past year.

8 ﬂ] Check here if you are a veteran enfitfed to compensation for a service-connected disabllity and you wers unemployed for a
period or periods totaling at least 6 months during the past year.

8 [IJ Check here if you are a member of a family that:
» Regeived TANF payments for at least the past 18 months; or
» Received TANF payments for any 18 months beginning after August §, 1887, and the earliest 18-month period beginning
after August 5, 1887, ended during the past 2 years; or
« Stoppad being sligible for TANF payments during the past 2 years because faderal or state law limited the maximum time
thosa payments could be made.

7 E] Check hera if you are in a period of unemployment that Is at least 27 consecutive weeks and for all or part of that peried
you recelved unemployment campensation.

Signature-All Applicants MUst Sign

Undler penalties of perjury, ] declare that | gave the above information to the employer on.or before the day | was offared a job, and 1t ig, to the best of my knaw'edps, true,
toment, and complete.

Job applicant's signature > Mamuagauwemm Date FeD14,2018

For Privacy Act and Paperwork Reduction Act Natics, ses page 2, at. No, 228511 Form 8850 (Rev. 5-2016)



Form A (rev. 03/2017)

EMPLOYER SECTION:
Clients
Location: Positions Starting Wage: $
EMPLOYEE SECTION: il =
First Name: Last Names Suffixs Strest Address: City/State: Zip:
Marquals Burms 3307 Upton Avenue North Minneagolis/MN | 55412
SS# Date of Birth: Age: gkm you worked for | If yes, location:
469137761 before?
09/28/1987 30 Yes [® NoOJ
Please complete all questions, and sign and date the form, Yes No
1 Havayouorhmanmeﬁvhgwi&mmedwdTmpomAniﬂmuwMyFmﬂﬁmﬂANm Q @ |

ot any time since Augnst 8, 19972 (Ifyes, please provide infounation below.)
Name of the person receiving benefits: ___ Relationshiptoyous ____
Chy: County: States ____

2. Have or has anyone living with you received Food Stamps at any time during the 15 months?
afmmy‘buawpmdd:&maﬁnnbdw.) 4 bl i @ @

Name of the person receiving benefits: _____ Relationshiptoyows _____
City: County: _____ State;

| 3 mwnmwmmmsmmm@mnmﬂmwmmwsmmr @ @&

Please note, this is not the szme a5 Soclal Seourity benafits (S5) or Sosial Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your S8I documentation,

4. Have you received any fype of vocational rehabilitation services within the past two years? (@)
Ifyes, please indicate which type of you wotked with and provide their Incation information below:

[E] Vooationsl Rehabilitution Agency 'El] Dept. of Veterans Affirs [ Eruployment Netwosk (Tioket to Work Program)
Nams of Agency: Phone #: ]
Cityt e Comty: . State: ____
Slf you checked yes please provids a copy of yowr active Individual Wark Plan and Ticket to Work documentation.
8. Areyou a Veteran of the U.S, Military? *}fyes, please provide a your DD-214 and letter of separation.
mm%mamwmm Ifrm.mum|=tmti:mucqucsticm#:.;,Mmf
Dates of Service ~From: _______To:
Branch of Servieet
Ave you entitled to or are yon receiving compensation for a service-connected disability?
6. FHave yon been unemployed at any time during the Inst 12 months?
If'yes, dates of unemployment - From: _____ To:
Did you receive nnemployment compensation at any point during your unemployment?
Ifyes, in which state did you recsive unemployment compensation? __

7. Have yon been convicted of a felony or relessed from prison for a felony conviction in the past 12 months?

Wasthisa [_] Federlor L] State conviction? 1€State- County: _____ Stater

@

Q
@

al © o©®
B @ ®®

L et Taccrdis SIS
TEC (Native American): Are you or your spouse 8 member of a Native Amerloan Tribe? O O]
I you checked, lsare provide a copy of your CDIB
mmmﬁlgmmm:l of fbster pmmuﬁ Do you seceive CalWarks? [J] Warkforce tnvestment Aot?
Are you a migrant or seasonsl farm worker? D Have yon aver been convigted of'a misdemeanor?
SCResidents: [J] Do yon recsive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penaliies of perfury, 1 deciare the informarion above o be true and acerrate 10 the best af my knowledge. and 1 herzby authorize any agency, organization, or

{o supply such verification or information that may be negded to determing tax credit eligibility to my employer, emplayar representative (Associated
Consdrants, Ine. dba Retrotex). or the Department of Labor.

New Employee Signature: % Date; FeD 14,2018




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers ar consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target

group.

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

New Hire’s Signature: W Date Feb14,2018

Marquais Burms

New Hire Name;

Social Security Number: 469137761

Employer Name:

Please check the statements below if they apply to you.
| 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.

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

_.10/20/2017 .
(Enter start date)

Privacy Act Notice:

TheIntemal Revenua Coda of 1886, Section 8, s amanded and iis enacling leglstation, P.L. 104188, speoify that the State Workforce Agencies are the
"designeted” agencies responsible for administering the WOTC certfivalion procedures of this program. The informalion you have provided complating this
form will be dieolosed by your employer 1o the Stata Workforcs Agency. Provision of s informiation s voluniary; however the informafion is required in
determine your emplover's eligibiiity for the federal fax oredit

DA G RAD SRS 1Y A 0 ¥ S 0 4 S & 1 L 0D D § D T O T S | OO P & T 3 5 e 1 T § P Bk ) AT @ @ s 4 o @B OO S § IR S I T U £ R § LD D 0 e § S $@ o - W §

Puhlic Burden Statement:

Pereons are not required to respand o this collection of informeation unless it displays a currently vaid OM B control number, Responderts ohligation fo
complate this form s raxuired fo cbiain or rstain banefits {P.L. 111-6), Public reporing bunien s estmated fo average 10 minutes par respanse, including the
time for reviewing instructions, Seerahing exisfing data sources, gathering and mainteining the data needed, and complefing and reviewing the colledtion of
Information. Send comments regarding this burdan esfimateto the U.S. Depadment of Labor, Division of Naianal Programs Tools Tachnical Assistance,
Room C-4510, Washingtan, D.C. 20210 (Paperwark Reduction Project 1205-0371). Please do not submit completed forms o this address.

117-

ETA Form 9175 (Rev. November 2018)



Notification of Minnesota Law Requirement —
Unemplovment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause fo

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.

This paragraph applies only if, at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of a separafe document written
In clear and concise language that informed the applicant of this paragraph and that
unemployment benefits may be affected.

It is your responsibllity to contact ESSG through Corporate Managesment Group (for
instance, by calling 303-820-1425 or using any other form of contact) for additional
assignments. if you fall to do so, it may affect your unsmployment benefits.

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

MM%(MMM Feb 14,2018

Employee Signature: Daten
Marquais Burms
Employee (please print your namis here)

Telephone: 303-920-1425
12000 N. Washington Street Suite 350
Thornton, CO 80241

-MN_022013



DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | 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 1 am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (¢) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the 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 | 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,

Mnrquaglmrms (Fah 14, 2018)

Individual's Name

Feb 14,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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HearreEZ
Enhanced MEC_Plan 1

Benefits Enroliment Form B New Empi

pyes

dE s Ao amy

[l Rehire Rehire Date

Employce Information

Name (First and Last) Soclal Security Number
Marquais Burns 469137761
Address City State p Code
3307 Upton Avenue North Minneapolis MN 55412
Gend Male | Marital Status 2l Single | Date of Birth Date of Hire
" B Formte | I Manted {m Divorosd 09/26/1987 02/14/2018
Phone Number: Emall Address:
1 3307 Upton Avenue North
Please Select Desired Coverage:
Employee Only - Employee+Spouse - [~ | Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

!emndent ' :

Becelesaly Birth Date | 86X Relationship

@1 male @ chid

FirstName M Last Name (0] r:l;m]a s?émenom‘uﬂcl’armu
Bepandent

Soci Securty # Birth Date | Sax Relationship

B (If]Spouse Y Child

e 2 SR g Fomas Domestic Partner
Dependent AN

Soolal Security # BirthDate | 8Sex Relaﬂnnship

EFF. DATE
EFF. DATE
EFF. DATE

'Employee Acinowladgement and Authorization -1 heraby apply for the group benefit{s) as Indicated. | acimowledge that all entriss are trus and complets and that
any miastatements or fallure to report Information may he usad as the basis for cancsllation of coverage for me and my dependant{s), it any, from the original
affactive date. Further, I authorize my smployer to maks the necessary payroll deduction of premiums for covarages | have slected,

IF ENROLLING - YOU MUST SIGN HERE

Employee Signaturs Date

EwpLovesspecunn ] | am DECLINING coverage

1 understand that ! and/or my depsndents, if any, walve any coverage and desire to participate In the plan at a Iater date. [/'we may be considerad a late enrollee and
must meet the requirsments defined In the Certificate of Coverage for the company’s medical or dental p 1 decline snroliment for myself or my depsndents
(Including my spouse) because of other coverags, ! may, In future be ahle to enroll myself or my depen In this plan, providad | request enroliment within 31
days after the other coverage ends, In addition, if a new dependent relationship forms as a result of marriage, blrth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroll myself or my depandent, provided | requast enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employse Signature Marquals BurhlFeb 14, 2018) Date

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270
Minneapolis, MN 55344
Phone: 852-767-8519 Fax: 952-767-9515
Emali; Health@employersolutionsgroup.com



Fixed Indemnity Medical Benefits_Plan 2

VSl 219301-ESG-1  |OFFICEUSEONLY LOCATION RehireDate____/__/ _ _
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
A. RrEO.L_JI_R EDr EMPLOYEE_ IN FOR_MATION PRINT USING BLACK or BLUE INK (Must Be Filled OI.It)
Name Marquais Burns Social Security # ' Home Phone | Sex |m
Address Apt. #
“City State Zip Daté;' of Birth

C. LIMITED BENEFITS PLAN SELECTION

You MUST select a coverage level before any benefits in Section C. Your coverage Ievel 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

lnsurance Company The Visnon plan is underwritten by Companion Life Insurance Company.
: §E'l.ec1' COVEMGE I.EVEL D e MNITY | DENTAL VISION TERMUFE | SHORETERM
Employee Only [0 $2028 (@) $6.17 $2.42 O $0.60 ) $a.20 {7
Employee + 1 $41.10 $12.34 $492 $0.90
Employee + Famlly . $54.88 $20.36 $6.56 $1.80
i | Bane _!Yes CIne .Yes .No Hlves O -No lves O] Hlno .Yes. = INo

1Thls coverage is not avallable to residents of NH, Hl, or PR, 2STD is not available to » persons who work in CA, Hi, NJ, N, or RI.

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

Neme = .. Relationship St B e o S
D. REQUIRED DEPEMDENT INFORMATION

Name Sacial Security # Date of Birth Sex Relationship

el - W M OSSN RO, R / /_ e I..ﬂ I]:I]SpouseD]Chlld. Domestu_: Partner
Name Sccial Security # Date of Birth ' Sex Relationship

¢ IWIIE] ClspouselT|chiid EJ Domestic Partner
Name Social Security # Date of Birth Sex Relationshi

oo B el T oS e i B I (1] / / = . .Spouséﬁ] Chlld. Domestlc Partner
Name Social Security # Date of Birth ' Sex Relationshi

gm0y / ' __/ e . l Spousﬁ] Chlld . Domestlc Partner

RED SIGNATURE

s aretieng i

*This Plan DOES NOT Alleviate the Individual Mandate Penalty* This is an Essantial SfCARE Enroliment Form,



woveersos ez aren, eoployerscl Sonsgrm p HEALTHEZ@
Benefit Enroliment/Change Form

FAVEmployee Mformation (Al information i Fa

First Name: 463137761 Mi:

Ssg- DateafHire: 3307 Upton Avenue North

D Birth: 09/28/1087 ~ Gender() M o F_ Manial Siatus; 02/14/2018

Address: 3307 Upton Avenue North | City: State: Zip:
[ Daytime Phone: { ) Homephone:{ ) Emall:

- ACe 0 2 o age

Date of Qualifying Event: H1 Add Dependent O Change Name
" EAOpen Enroliment O COBRA /Term. of Employment | I Drop Dependent & Change Address

[ ] ent L1 Medicare O Bith / Death O Other
1 Reduction In Hours L1 Other Caverage I Maniage / Divarce

1. Pian Election 5 .
2. rage on i [ OO Famlly

Name (Last, First, M) Relationship InGioeie o ereeion) bion
B Madical —
0 Medical
E Medical

L Madical

ce Coverage Information PIeaSe check one:

Pl O | have other Insurance coverage | ouranc coverage ‘cancel that coverags "
Policyhoiders Name: Poficynolder’s Date of Birth;
Insurance Co. Name: Policy Number: Group Number:
~ Insurance Co. Address: Names of covared Individuals;

O Yes, | would like to set up a Health Savings Acoount (This option is available if you enroll In the HSA plan).
Your annual deduction wiil be divided Into equal amounts and deducted from each pay period throughout the year.

| elect to have an ANNUAL deduction of $5 maximum of $3,450 for employae-only coverage, or $6,800 for all other [evels of coverage) reduced
o] SEEEC R ose e bR Bl Bty T G TR S T

s

11 unde d the be o and ‘coverages. | have reviews
and understand the benefit options an raqulramepms presented herein. | und; e eligible to enrall dn])gsslf and degpendenta if | desire fo
apply for coverage at a later date, unless | qualify to enroll at a later date In accordance with the special enroliment conditions.

1B | understand by not enroliing In this plan ora Marketplace health plan as mandated by PPACA, that | may be subject to a tax penalty.
H E'mpl oyéé RO S . e 2= e

T understand [ have the option to pay the premiums for my employer-sponsored heaith plan through a before-tax reduction of my salary. | understand that ff
this amount Increases or decreases during the plan year, my salary reduction will be adjusted to reflect that Increase or decrease.
1 hereby apply for the coverage for which 1 am now or may be eligible under this group policy. | hereby authorize the deduction from my eamings of the
required contribution, if any, toward the cost of such coverage. | authorize payment of medical benefits to all providers, where applicable, for those charges

covered hy my group Insurancs henefits. | authorize reiease fo or by HealthEZ of any medical Information Including coples of medical records or insurance
information as necessary for claims adjudication, utiitzation review, or coordination of benefits,

To the best of my knowledge and bellef, the Information | have provided on this form Is complets and correct. | acknowladge that the terms of the Summary
Plan Description gavern all payments made by the Plans.

Wargals il Feb 14,2018) Feb 14,2018
Employee Slg_nahna Dats




