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Case Verification Number: 2018011154459UF
Report Prepared: 01/11/2018
Company Information
Company ID: 47429 Company Name: Employer Solutions Staffing Group
Employee Information
Last Name: Balraj First Name; yogeshwar
Date of Birth: 04/21/1992 Social Security Number: *** ** 6350
Hire Date: 01/11/2018 Citizenship Status: A lawful permanent resident

Document Information

List A Document: Permanent Resident Card or Allen Registration Recelpt Card (Form I-551)
Allen Number: 0681313758

Card Number: SRC1017451402 Daocument Expiration Date:
Case Status Information

Current Case Result: Empioyment Authorized Employer Case ID:

Case Submitted On: 01/11/2018 Case Submitted By: KRIT7027
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Employment Eligibility Verification USCIS

Department of Homeland Security OME :1?1115;.900 47
U.S. Citizenship and Immigration Services Expires 08/31/2019

——————_———__——____“_m
START HERE: Read Instructions carefully hefore completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Employers are liable for errors in the complation of this form.

ANTI-DISCRIMINATION NOTICE: It Is lllegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and Identity. The refusal to hire or continue to employ
z) H DBECALSE The aocurr

.- 7 documentation presented has a future expiration date may also constifute Illegal discrimination.

S8 Hie
Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 1-9 no later
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)
‘\:‘\.@ o/ = .

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

421 Wolley, avs samt faul Buk [mu | <ceq

Date of Birth (mm/dddfy-;ﬂ U.S. Soclal Security Number Employee's E-mall Address Employee's Telephone Number

022 7792 |[(fi[3-[ld - lddllswit Crsond 2q@yabon-cond {12-575 -x4S]

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

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

[[] 1. Acitizen of the United States

[Z] 2. Anoncitizen national of the United States (See instructions)

’M 3. Alawful permanent resident  (Allen Registration Number/USCIS Number): bl -3\2- 1S9

I:] 4. An allen authorized to work  until (expiration date, if appficable, mm/dd/yyyy):
Some aliens may write "N/A" in the expiration date field. (See instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form I-9: D‘,ﬁg%’; },,s{?,ﬂ;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form |-84 Admission Number:
OR

3. Foreign Passport Number:
Country of Issuance:

Signature of Employee - Today's Date {mm/dd/yyy)
Eﬂo_& e Kalvek J 0rs- /%K

\l
\K’parer and/or Translator Certification (check one):
(

| did not use a preparer or translator. D A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
ds below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

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

Signature of Preparer or Translator Today's Date (mm/dd/fyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Enmployer Completes Next Page @

FormI-9 07/17/17 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Secnrity OME ::"116{;_90047
U.S, Citizenship and Immigration Services Expires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verification
(Empioyers or thelr authorized representative must complete and sign Section 2 within 3 business days 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 B and one document from List C as listed on the "Lists
of Acceptable Daocuments.”)

- - e T L . — S —— < . N
_ |Employes info from Sectio ] Name (Fgmlly Name) Flm Name A{Gﬂsn Nams) M.l (i;o_ﬂzenshlpllmmigraﬁon Status

ListA (o] List B AND ListC
Identity and Employment Authorization Identity Employment Authorization

Ewemﬁe . :f') 3 : g Q& Document Title Document Title
Issuing eu&pﬂ Issuing Authority Issuing Authority
Docuk Number

Document Number Document Number

¥ -5
n DatiaT '@{'W Expiration Date (if any)(mm/dd/yyy) Explration Date (if any) (mm/dd/yyyy)

Document Title

ssuing Authority Additional Information L e o

Document Number

Explration Date (i any)(mm/ddiyyyy)

Document Title

issulng Authority

Document Number

[ Expiration Date (i any){mm/ddyyyy)

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

The employee's first day of employment (mm/dd/yyyy): Wee instructions for exemptions)
Sig re of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Tj of Employer or Authprized Representative
! Th T FU-Qdig [Un-Srt-
LsQr:lg of Employer or Authorized Representative | First Name Empioyer or Authorized Representative | Employer's Business or Organtzation Name
oy Y

i ,‘\.4 5,
Employer's Business or Organization Address (Street Number and Name) |City or Town IStaie 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 applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/ddiyyy)

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

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

1 attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented documentys), the document(s) | have examined appear to be genulne and to relate to the Individual.

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

FormI-9 07/17/17 N Page 2 of 3
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PO Box 46270

www.esgstaffingsolutions.com Minneapolis, MN 55344-3956

ol ) Tel: 952.835.1288
employer solutions staffing group..
[ ] [ ] [ 3
New Hire Application
Personal Data— PLEASE PRINT LEGIBLY IN INK
Last Name Balraj First Name __Yogeshwar Middle initia} "3
City/State/zlp _ Saint Paul Park, MN 55017 Social Security Last Four XXX-XX-
Phone Number _ 6125788457 Emall Address @

Staffing Agency/Recruitment Partner _ CMB

All offers of employment are conditlonal upon satisfactory proof of Identity and legial ability to work in the U.S.A,
Are you legally authorized to work In the United States of America? @]YES QINO
Applicant Certification and Authorization
1 authorize Empioyer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my

qualifications for employment. 1authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regerding my previous duties, responsibllities, performance, compensation and eligibility for rehire.

1 understand that a comprehensive background check may be conducted to determine my eligibiiity for hire by certain cllents of ESSG.
This may include but Is not imited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by cfients, government regulations or by ESSG policies.

1 release ESSG and other persons or entities from any ciaims that might be based on ESSG's decislon to conduct a background check.
| certify that all statements made in my application are true and acourate and that | have not omitted any material Information or provided
false or misleading information. | understand thet any meterial omisslon or misrepresentation will resut in my disqualification from
consideration for employment or, if discovered after I begin employment, will result in my termination.

If hired, | agree fo abide by the policies and procadures of ESSG.

Yogeshwar Balraj e i Jan 11,2018
Name (Print or type) Applicant's Signature Date

A copy or facsimlle ("fax") will be considerad the same as an original signature, Email will ONLY be used for employment corraspondence

For ESSG Office Use Only
DOH _____ | NHW 19 8860 W4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(It applicable)
For ESSG Client Use
DOH ROP Work Site Lac, WC Code

ESSG - CMG-CO Rev. 042017



Form W-4 (2017)

Purpese. Compiete Form W-4 go thet yo

employer can withhold the correct federal income

tax from your pay. Consider mmplew a new Form
czaar and when your personal or financal

almaﬁon

on from withholding, ango
unlyllnes1,2.3.4 andal nthe
date it, Your exemption for 2017 expires
Febrg:{]y 18§, 2018. 8es Pub. 505, Tax Withholding

The exceptions don't apply to sy Iemental 88
greaterthg:rixos‘l 000, Ep iy Sy
Baslc lnetrucﬁons. lfyuu eren‘texempt com| lste
the Personal Allowancas Worksheet below.
waorksheets on page 2 further adjust your
withhoiding aliowancea based on itemized
deductions, certaln oredits, ustmemste income,
or two-samers/multipie ]oba

Complete all workshesets that apply However, you
may ulalm fawer (or J 2ero) aliowances, For regular
wages, wimheldlng must be based on aliowances
you clalmed and may not be a flat amount or
percentage of wages.

Nnte:ﬂmutherpmomnleim u as a dependent
on his or her tax ratum, you m‘tglglm mmp%l?n

Nonwage income. If you have a iarge amount of

nonwage lncome, sul lnteresl or dividen,
conaldermaldn ntsualgS'Form
)y Estlmated Tax for In uals, Otherwise,

yourn owe additional tax, if you have ansien
come, sae Pub, 505 fo find out if you sheuld

adjust your withholding on Form W-4 or W-4P.

Two sarners or multiple jobs. if you have a

working spousa ar mare ane job, tethe

er of allowances you are g|
onall ]obs using worksheets from only

Head of household. Ganerally, you can claim head
of housshold

il B0 2iiOWHENCEE 5
5 SeePuh.SOEferdetella.

status on your tex retum only if
from wllhholdlng if urtntel income exceads $1,050 you are urumnl and pay morathan 509 of tze ﬂgg"”g@'{g“’& "%’mﬁm%% for
and Includes more 0 of uneamed Income (for msts of lvee a home for yourself and your Nonresident Algpns before completing this o,
example, Interest and dividends). g‘ende erqualﬂylng ndividuals, g L]
m na An empl be ableto clalm Pu Standard Deduction, and Check your withholding, After your Form W-4 takes
L nformaﬁon, for nformatlon, effect, Use Pub, 505 to ses how the amount you are
on from wlthhol ng aven if the empioyee is having withheld com| o your projacted total tax
& dependent,f the mpicyas: Tox %u cantaka projscted taxcrect o o 20y, S b, Bp i saminga
§ = AaRatorckis; WARNOIing SIOWANGeS Ot for sl o depenent  @Xoaed $190,000 {Sngle or $180000 (s
s is blind, or oars expenses and tha child tax credit may be olaimed Future developments. lnfnrmaﬁon about any fmuta
ok adjtmerts o noome toxortsor  Saaf o omatononcomaring yourafer aglelaba Gt ah we eoa Wi be postac
ftemized deductions, on his or her tax retum. um Wﬂh{lﬂldlrl aug{,‘.,:,’,‘& Jou ot
Personal Allowances Workshest (Keep for your records.)
A Enter “1" for yourself if no one else can claim youas adependent . . . . 3 g ile-BLE '8 B Y
® You'ra single and hava anly one job; or
B  Enter™1”if: = You're married, have only one job, and your spouse doesn't work; or 5 B
» Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less,

G  Enter “1” for your spouse. But, you may choose to enter “-0-" if you are married and have either aworklng spouse or more
than one job, (Entering “-0-* may help you avoid having too fitletexwithheld) . . . . . ., . . 5 © o
D Enternumber of dependents (other than your spouse or yourself) you will claimon yourtaxretum . . . . . o o
E  Enter "1” if you will file as head of household on your tax retumn (see conditions under Head of household above) o o
F  Enter “1” if you have at least $2,000 of child or dependent care expenses forwhichyouplanto claimaocredit . . .
(Note: Do not Include child support payments. See Pub, 508, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax oredif), See Pub, 872, Child Tax Credit, for more Information,
» if your total income will be less than §70,000 ($100,000 if married), enter “2” for each eligible ohlid; then lass “1” if you
have two to four eligible children or less “2” if you have five or more eligible children.
* If your total income will be between $70,000 and $84,000 ($100,000 and $118,000 i marriad), enter “1” for each eligible child. G
H  Addlines A through G and enter total here, (Note: This may be different from the number of exemptions you olaim on your tax retum.,) » H

dyou plan to itemize or claim ad]uetments to Income and want to reduce your withholding, see the Deductions
For accuracy, Adjustments Workshest on page 2.

complets all * if you are single and have more than one joh or are married and you and your spouss hoth work and the combined
worksheets earnlnFa from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Warksheet on page 2
that apply. to avoid having too little tax withheld.

@ If neither of the abova situations applies, stop here and anter the number from line H on line 5 of Farm W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.

Employee’s Withholding Aliowance Certificate

Tmoo

OMB No. 1546-0074

Form w-4

Department of the Treasury P> Whether you are sntitied to clalm a certain number of allawances or exemption from withholding is 2 @ 1 7
Internal Revanua Sarvice sul:jectto revisw by the IRS. Your employar may be required to send a copy of this farm to the IRS.
1 Your first name and middle inftial Last name Balrai 2 Your social security number
Yogeshwar na ] 473556350
Home address (number and street or rural route) 3 [®) Single () Married (] Mened, but withhald et higher Single rats,
457 Holley Avenue

Note; If manied, but legally separated, or spouse I a nopresident allen, chesk tha *Single* box.
City or town, state, and ZIP code 4 Hyour last name differs from that shown on your soolal security card,
Saint Paul Park, MN 55017 check here. You must call 1-800-772-1213 for a replacement card. B> -|
6§  Total number of allowances you are claiming (from line H above or from the applicabie worksheet on page 2 5| 2
6  Additional amount, if any, you want withheld from each paycheck . . . 88
7  iclaim exemption from withholding for 2017, and | certify that | meet both of the followlng condhions for exemptlon
* Last year | had a right to a refund of all federal income tax witbheld because | had no tax fiability, and
* This year | expeot a refund of all federal Income tax withheld because | expect to have no tax llabil dility.
1f you meet both conditions, write “Exempt” here. . . . e 2 F
Under penalties of perjury, | declare that | have examined this certificate and to the best of my knowledge and bellef, it Is true, comrect, and complete.
Employee's signature
(This form is not valid unless you signit) »
a8 Employer's name and address { (Empioyer: Complete lines 8 and 10 only if sending to the iRS.)

Yoptulimr

pate» Janll, 2018
9 QOffice code (optional}| 10  Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q Form W=4 (2017



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Yogeshwar Balraj
(First) (Middle) (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 457 Holley Avenue Saint Paul Park, MN 55017
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:;
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:
(Mo/Yr) (Street) (City) (State/Zip)
Social Security Number: 473556350 poB;_04/22/1992
Phone Number: 6125788457

Driver’s License Number/State:

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

I 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 consumer
report may include, but is not limited to the following areas: verification of social 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
records, birth records, and any other public records.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions 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
have, 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.

Jan 11,2018

Signature: Date:

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.
I wish to receive a copy of any Background Check Report on me that is requested.




Para informacidn en espafiol, visite www.consumerfinance.gov/learnmore o escribe a la Consumer Financial Protection Bureau, 170D G Street N.W., Washington,
D 20552,

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT
The federal Falr Credit Reporting Act (FCRA) promotes the accuracy, falress, and privacy of Information In the files of consumer reporting agencies. 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 records), Here is a summary of your major rights under the FCRA. For more information, including Information about additional rights, go
1o www.consumerfinance.gov; ore or write to: Consumer Financial Protection Bureaw, 1700 G Strest N.W., Washington, DC 20552,

® Youmust he told if information in your file has been used against you. Anyone who usesa credit report or another type of consumer report ta deny your appli-
cation for credit, Insurance, or employment— or to take another adverse action against you — must tell you, and must 0
e o gency that provided the il ation.

° You have the right to know what Is In your file. You may request and obtaln 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 Social Security number. in many cases, the disclosure will be free. You
are entitled to a free file disclosure if:
® a person has taken adverse action against you because of information in your credit report;
= you are the victim of identity theft and place a fraud alert in your file;
® your file contalns inaccurate Information as a result of fraud;

@ you are on public assistance;
 youare unemployed but expect to apply for employment within 60 days.

In addition, all consumers are entitied to one free distlosure every 12 months upon request from each nationwide credit bureau and from nationwide speclalty con-

sumer reporting agencies. See www.consumerfinance.gov/learnmore for additional information,

* You have the right to ask for a credit score. Credit scores are numerical summarles of your credit-worthiness based on Information from credit bureaus, You may
requesta credit score from consumer reporting agencles that create scores or distribute scores used in residential real property loans, but you will have to pay for
it. In some mortgage transactions, you will recelve credit score Infarmation for free from the mortgage lender.

s You have the right to dispute incomplete or Inaccurate Information. if you identify information In your file that is incomplete or Inaccurate, and report it to the
consumer reporting agency, the agency must investigate unless your dispute Is frivolous. See www.consumerfinance.gov more for an explanation of dispute
procedures.

e Consumer reporting agencles must corract or delete inaccurate, Incomplete, or unverifiable information. Inaccurate, incomplete or unverifiable Information
must be removed or correctad, usually within 30 days. However, a consumer reporting agency may continue to report information it has verified as accurate,

s Consumer reporting agencles may not report outdated negative Information. in most cases, a consumer reporting agency may not report negative Information
that Is mare than seven years old, or bankruptcies that are more than 10 years old.

® Access to your file is limited, A consumer reporting agency may provide information about you only to peaple with a valld 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,

* You must give your consent for reports to be provided to t;mployem. A consumer reporting agency may not give out information about you to your employer, or
a potential employer, without your written consent given to the emplayer. Written consent generally is not required in the trucking industry. For more Infor-
mation, go to www.consumerfinance.gov/iearnmore.

® You may limit “prescreened” offers of credit and Insurance yau get based on information In your credit report. Unsolicited *prescreened” offers for credit and
insurance must include a toll-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 seek damages from violators. if a consumer reporting agency, or, in some cases, a user of consumer reports or a furnisher of Information to a consumer
reporting agency violates the FCRA, yau may be able to sue In state or federal court.

* Identity theft victims and active duty military persannel have additional rights. For more information, visit www.consumerfinance.gov/learnmore,
States may enforce the FCRA, and many states have their own consumer reporting laws. In some cases, you may have more rights under state law. For more Infor-

mation, contact your state or local consumer protection agency or your state Attorney Geperal. For information about your federal rights, contact:

Bipgial=lgio}

TYPE OF BUSINESS: CONTACT:
1.a. Banks, savings associations, and credit unions with total assets of over a, Bureau of Consumer Financial Protection
$10 billion and thelr affiliates, 1700 G Street NW
Washington, DC 20552
b, Such affiliates that are not banks, savings associations, or credit unions also | b. Federal Trade Commission: Consumer Response Center — FCRA
shouid list, in addition to the Bureau: Washington, DC 20580
(877) 382-4357

2. To the extent not included in item 1 above:
a. National banks, federal savings associations, and federal branches and fed- | a. Office of the Comptroller of the Currency
eral agencies of forelgn banks Customer Assistance Group

1301 McKinney Street, Suite 3450
Houston, TX 77010-9050

b. State member banks, branches and agencies of forelgn banks {other than b. Federal Reserve Consumer Heip Center
federal branches, federal agencies, and Insured state branches of forelgn P.0. Box 1200

banks), commercial lending companies owned or controiled by foreign banks, | Minneapolis, MN 55480

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

Act

€. Nonmember Insured Banks, Insured State Branches of Forelgn Banks, and ¢. FDIC Consumer Response Center

Insured state savings associations 1100 Walnut 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: Yogeshwar Ba Il’aj

Address: 457 Holley Avenue _ Saint Paul Park, MN 55017

Home Phane: 6125788457

Contact #1 Home Phone:
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.



employer solutions staffing group.

STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 201__, between
Employer Solutions Staffing 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
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.

»
Yogesiwar Sy
Yegrabwar Taln) Lo 1%, 2050

Employee Signature

Employer Solutions Staffing Group LLC, Representative



employer solutions staffing grou.puc
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 on physical limitations, visits should
be a minimum of once every two weeks. Failure 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 on 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 health care provider. Keep the claims representative advised of your
status. ;

Notify your emplover immediately of any new injuries or conditions that impact

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.

| have read my responsibilities and agree to abide by these guidelines.
0 »

Signed:

Printed Name: Yogeshwar Balraj




employer solutions staffing group..

Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, 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. 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 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 reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitirad un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): Yogeshwar Balraj

§i_gnature/Firma:

Y s o Balra e A5, 1A
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ESSG WORKPLACE SAFETY POLICY

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.

(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.

(6) 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:

Responsibility to work in compliance with OSHA laws and regulations
Responsibility to use personal protective equipment and clothing as directed
by the host employer

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 rights:

Right to refuse unsafe work

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.
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e 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

o 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.

If 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
952.835.1288/1.866.496.7573) 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.
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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 (ESSG) at 952.835.1288/1.866.496.7573 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.

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, director 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)

Yogeshwar Balraj

Employee’s Signature:

4
éégé%&;% Date: Jan 11,2018




- 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
Department of the Treasury
Internel Revenue Service P Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

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

Yourname __Yogeshwar Balraj Soclal security number > 473556350
Street address whereyou Ive 457 HulleyAverue

Clty or town, state, and ZIP code ___ Saint Paul Park, MN 55017

County Telephone number 6125788457

If you are under age 40, enter your date of birth (month, day, year) 04/22/1992

1 m] Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 Check hers if 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
months during the past 18 months.

* | am a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

» | was referred here by a rehabllitation 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. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5§ months, but is no longer eligible to receive them.

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

» | recelved supplemental security income (8SI) bensfits for any month ending during the past 60 days.

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

3 m] Check here if you are a veteran and you were unemployed for a period or periods totaling &t least 8 months during the past
year.

m] Check here if you are a veteran entitled to compensation for a service-connected disability and you were 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 entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 8 months during the past year.

6 @ Check hera if you are a member of a family that:
» Recelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1887, and the earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or
¢ Stopped belng ellgible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

-~

[D] Check here if you are in a period of unemployment that Is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign
Under panalties of perjury, | declare that | gave the above information to the employer on or before the day | was offered a job, and It is, to the best of my knowledge, true,

correat, and complete.
Yogelwar Bagwy”

Job applicant’s signature B> Yo% alra Lon 31,2 Date Jan 11,2018
For Privacy Act and Paperwork Reduction Act Notice, sae page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE RETROTAXG

Saecialists in fax Credit Adminiciiation

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffixs Street Address: City/State: Zip:
Yogeshwar Balra] 457 Holley Avenue Salnt,Paul Park, MN [ 55017
8Si: Date of Birth: Age: Have you worked for | If yes, location:
473556350 this company before?
. 04/22/1992 Nol]
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) (5] (I|
at any time since August 5, 19972 (If yes, please provide information below.)
Name of the person receiving benefits; _____ Relationship to you:
City: County: State; !

2, Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? d O]
(If yes, please provide information below.)

‘Name of the person recelving benefits: _____ Relationship to you:
City: County: State:
3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? C]I Q

Please note, this is not the same a8 Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*[f you checked yes please provide a copy of your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? a C]
If yes, please indicate which type of u warked with and provide their location information below:

Vocational Rehabilitation Agency Dept. of Veterans Affirs Employment Network (Ticket to Work Program)
Name of Agency: Phone #:

City: County: State:

*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

5. Areyou a Veteran of the U,S, Military? *If yes, please pravide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. Ifno, please continue to question #6.)

Dates of Service -~ From: To:
Branch of Service:

Q Q@
Are you entitled to or are you receiving compensation for a service-connected disability? u
6. Have you heen unemployed at any time during the last 12 months?

If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment? Q o

If yes, in which state did you receive unemployment compensation? ___

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date;

Wasfhlsa. Federal or L Stuteoonvicﬁon? If State - Connty' State:

™ O AL 8kl Y

S e e A Tax G
IEC (Natwe Amencan) Are yon or yom' spouse a member of a Native American Tribe? ()]
Ifyou checked yes please provide a copy of your CDIB card.

CA Residents: ||| - Are you the child of foster parents? - Do you receive CalWorks? B Workforce Investment Act?
m Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, 1 declare the information above to be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credit eligibility 1o my employer, emplayer representative (Assaciated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: _?gﬁmmw Date; _Jan 11,2018




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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire anly.

Employers or 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 penalties of perjury, I declare that this information is true and carrect to the best of my
knowledge.

Jan 11,2018

0%

ivearBalrgy (a0 15,2818

New Hire’s Signature: _- Date

New Hire Name; ___Yogeshwar Balraj

Social Security Number: 473556350

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.

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

(Enter start date)

Privacy Act Notice;

The Intemnal Revenue Code of 1986, Section 51, as amended and is enacting legisiation, P.L. 104-188, specify that the State Workdoree Agencles are the
"designated” agencies responsible for administaring the WOTG ceriification procedures of this program. The Information you have provided complefing this
form will be disclosed by your employer to the State Workforce Agency. Provislon of this Informetion is voluntary; however the information Is required fo
determine your employer's eligibllity for the federal tax credit.

0 g g 0 o 0 -9 Yt 0 ¢ o P § § M S S P | s § ¢ G $ 4 G o § e $ s M S e 4 — ¢ b M 0 ¢ P " m § $ o ) % 4 44— ¢ — e — ¢ —0 b ¢ —p b — o —n —

Public Burden Statement:

Parsons are not required to respond to this collection of information unless it displays a currently valid OM B control number. Respondents' obligation to
complets this form Is required to obtain or retein benefits (P.L. 111-5), Public reporting burden Is estimatad to average 10 minutes per response, including the
fimefor reviewing instructions, searching exisfing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Informetion, Send comments regarding this burden esfimate to the U.S, Department of Labor, Division of Netional Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371), Please da not submit completed forms to 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

Jjob 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 addntnonal assignments. [f you fail to do so, it

, calendar days once an assj 1

“a separate copy of this fo 'al)

\§Q¢3LW 1s { -/ 18

Employee Signature; Date:

T MBS

Employee (please print your name here)

CMG_SM - Rev. 09.2013



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 I have read the entire contents of this policy and | am aware and fuily

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 personne| action, including my termination from employment with ESSG. |
understand that this policy in any form, and any empioyee handbook inciuding 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

Seodlwa~ <

Individual's Name

Ol-¢/-r K
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



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)

._{(GBPS}L v "

Employeg’s Signature:
_&%,ﬁ«/m/ s Date: /- ¢~/%

22



RECEIPT DF 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
and-agree that it is-my responsibility to-abi policies and standards set forth in the

Handbook.
| 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. |
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.

| 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.

I 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 cohcerning
y employment with the company.

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

attention of ESSG.
| DATE(={-, €
‘l EMPLOYEE R
; NAME ‘&@“&Qﬂ&w (i% Q.\\r o)
!_ PLEASE PRINT
5 EMPLOYEE
\

-
SIGNATURE_ Mg\, - R0 lver)

‘ ESSG
\ REPRESENTATIVE

23



\ﬁ ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also

RCXNowIieage s

Nnave pegn-o [ B H —1C OUestio =21 U EXDTess CONCEeIns

during my orientation donlly, I 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 require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. lagree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.
4. lam responsible for the information provided herein and will, upon my separation,
/ return this handbook to my ESSG Consultant.

Date: A-¢Y- (%

Associate's Signature:

Associate's Printed Name:
\ Orientation provided by:

24



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

ZlafelE=i Swel e,

representative. You should deliver this in person so that changes in work restrictions may be

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 on 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 health care provider. Keep the
claims representative advised of your status.

Notify your employer immediately of any new injuries or conditions that impact your physical condition.
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.

/ I have read my responsibilities and agree to abide by these guidelines.
| Signed: W\AMQM Bekelf
\ Printed Name: %m%k@\w o Raliradd

21
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/. employer solutions staffing group. w g‘g ESNG h.

Leve a3ing Recourres in 2 Cranging Matke: o i sl . R
by arh e e el b A T

Benefit Plan Administralars, Inc.

Enhanced MEC Plan_Plan 1 = .

enefits Enroliment Form J New Employee ] Rehire Rehire Date

Employee Information

Name (Flrst and Last)

Soclal Security Number

ﬁlﬁ\w %\,\{ﬁ ¢72 -ss-£gSe
[AUdrass City State Zip Code
7 \\b\\@‘\ Ade Tou u:* Pew\.t \Oo_f | p L
Gender Ll Male | Marital Status B-Single | Date of Birth Date of Hire
[ Female | 0 Maried [ pivorced Mg -igae
Phone Number: Email Address:

bz S1R-Be(ST S laanl - ng_gm.e!q&@;f&(m LCour

Please Select Desired Coverage:

Employee Only - D Employee+Spouse - Employee+Child(ren) - |:_|$6I3-:a:)r(r;;:‘)(‘r - i
! ee

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

e =Tyl

Social Security # Birth Date | 58 | Rel#ﬁonshii)
First Name ML Last Name g ;,_:W::ale L SPEUSEDOEMCC::&“
: ISoclal Security # Birth Date . Sex - .Relaﬁonship |
[ Firat Name M1, Last Name El :ﬂ::ale Dspamnoseaﬁc?ll’dm
: . — e — — R — —— - — ——
s e e s Rdnﬁ oﬁshié
| First Name ML Last Name E I,-‘v':ln:ﬂle T Spol:ulse Dnl;lnesticchgfrtner

Other coverage information including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):
/ EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowisdgement and Authorization - | hereby apply for the group benefit{s) as Indicated. | acknowledge that all entries are true and complete and that
any misstatements or fallure to report information may be used as the basls for cancallation of coverage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premlums for coverages | have electad,

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

emrovessoecunne P | am DECLINING coverage

1 understand that | and/or my dependents, if any, waive any coverage and desire to participate In the plan at a later date. I/we may be considered a late enroliee and
must meet the requirements defined in the Certificate of Coverage for the company’s medical or dental plans. If | decline enroliment for myseif or my dependents
(including my spouse) because of other coverage, | may, In future be able to enroll myself or my depend In this pian, provided | request enroliment within 31
days after the other coverage ends. in addition, If a new dependant relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, I may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE
Employee Signature \:\QQ\&S (M/t‘/ ﬁo. (' P,K Date , (‘/ - /8

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapoiis, MN 55344-9956
Phone: 952-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com




+/ VS 219301-ESG-1 OFFICE USE ONLY _ LOCATION

Fixed Indemnity Medical Benefits_Plan 2

: Rehire Date __ =

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
S A SEI] FRINT USING BLACK or BLUE INK (Vust Be Filed 0wty
| Name ‘ Social Security # Home Phone [r Sex
___té%&@%%@@ YRS G2 te-gyst ™ dllE]l
Address : | Apt. #
| 162 M[ Al ;
= A T : N
| City  State Zip i Date of Birth
%«4‘ r} o ﬂuh o/ o ssol g ‘22! 1992
B. DO YOU OR ANY, OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? _MIZIYGS[;INO- lers,.Ele_ase contlnu_g »-
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date
'Name of Covered Person (s): | . " T
1. 2 %35 — P 3 SR

PayrollDeductad Wealdy Rates

Ygu 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
,hsurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

'SELECT COVERAGE Lever FIXEDINDEMNITY | ppyp,, VISION TERMUFE | SHORFTERM

‘ Employee Only [ ] s20.25 (0| sea7 (7| saa2 18|  soso )| se0 U
? Employee + 1 [_] $at10 $12.34 $4.92 $0.90

t Employee + Family [ ] $54.88 $20.36 $6.56 $1.80

\._.__"1‘3?9 AL Benefits [ | [ Ives [INo | [¥es [edNo | [ves [adNo | [ves xlNo | [Cves [ RC
\This coverage is not available to residents of NH, Hl, or PR. 2STD is not available to persons who work in CA,

HL, NJ, NY, or R

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

Name

D. REQUIRED DEPENDENT INFORMATION

I
i
| H

Name Social Security # Date of Birth Sex Relationship
e .+ 7  [MIF] Ospouse[Ichid[]DomesticPartner

Name Social Security # Date of Birth | Sex Relationship

W R e 7 IM[E]l [spouse[Jchid[]pomestic Partner

Name Social Security # Date of Birth | Sex Relationship

ot MlE]l Ospouse[Ichid[JDomestic Partner

Name Social Security # Date of Birth ' Sex Relationship

/7 IMI[E]  [Ispouse [lchid[JDomestic Partner
BRG] YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
I have read the benefit packet and understand its limitations. | understand that open enroliment is only available for
a limited time and | understand that making no benefit selection is a declination of coverage.

DATE 0 l__,_ﬁ__(// 20 2% B> SIGNATURE %Q%w[u/a,/ ga L / /-*.

This is an Essential StaffCARE Enrollment Form



