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E-Verify

ALLLpDSY T VELLLY . USUIS, BO V/ WED/E TIOICaselJetatls, aspx 7Case VerNum=,

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2018037115429HG
Report Prepared: 02/06/2018
Company Information
Company ID: 47429 Company Name: Employer Solutions Staffing Group
Employee Information
Last Name: Mohamed First Name: Abdikadir
Date of Birth: 01/01/1969 Soclal Security Number: *** ** 4815
Hire Date: 02/068/2018 Citizenship Status: A lawful permanent resident

Document Information

List B Document: Driver's license or ID card Issued by a U.S. state or
outlying possession

Alien Number: 212742352

Document Name: Driver's license

Driver's License or ID Card Number:

Case Status Information

List C Document: Soclal Security Card

Document State: Minnesota
Document Expiration Date; 01/01/2019

Final Cage Result: Employment Authorized
Case Submitted On: 02/06/2018
Closed On: 02/06/2018

Employer Case ID;
Case Submitted By: KRIT7027
Closed By: KRIT7027

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized resuit.

SENSITIVE BUT UNCLASSIFIED

2/6/2018, 10:55 AM






Employment Eligibility Verification USCISs

Department of Homeland Security owl: E:l?sf;:wz
U.S. Citizenship and Immigration Services Bxpires 08/3172019

»START HERE: Read instructions carefully before complating this form. The Instructions must be available, either in paper or electronlcally,
during completion of this form. Employers are Ifable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is lNiegal to discriminate against work-authorized individuals, Employers CANNOT specify which
document(s) an employes may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration dats may also constitute illegal discrimination.

eation 1, Employee Information an estation (Empioyees must complete and sign Section. 1 of Fomml-9 no later
than the first day of employment. but not before accepting ajob offer) = G AR SH R T Le el )

Last Name (Famlly Name) First Namaleen Name) Middle infial | Other Last Names Used (i any)
L |
. AbdiKad i Alimied MmN SSIp
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code

s&

Date of Birth mm/ddiyyy) | u.S. Social Security Number Employee's E-mail Address Employee's Telephone Number
6/el (969 3-8 - 09 ? 225 éff

-1 am aware that federal law provides for imprisonment and/or fines for faise statements or use of false documents in
connection with the completion of this fo

| attest, under penalty of perjury, that | am (check one of the following boxes):
[ 1. Acitizen of the United States

@.«2. A noncitizen national of the United States (See instructions)

() 3. A lawiul permanent resident (Allen Registration NumberUSCIS Number): UL+ L7a>
E] 4. An allen authorized to work  until (expiration date, if applicable, mmiddiyyyy):
Some allens may wiite "N/A” In the expiration date field. (See Instructions)

Alilens authorized to work must provide only one of the following document numbers to compiete Form i-9: D,ﬁﬁ,“wg‘;;,?#g%;,@,
An Alien Registration Number/USCIS Number OR Form I-84 Admission Number OR Foreign Passport Number,

1. Alien Registration Number/USCIS Number:
OR

2. Form [-84 Admission Number:
OR

3. Foreign Passport Number;

Country % Issuance:
o2

Signature of Employes

Today's Date (mm/ddAyyyy) { }}' / /r [21

Preparer andior Translator Certification (check one);

[:] | did not use a preparer or transiator. D A preparer(s) and/or translator(e] dssisted the employss in completing Section 1. 43
(Fields below must be completed and signed when preparers and/or tran_slato_rs assist an employee in completing Seotion 1)

Tattest, under penaity of perjury, that | have assisted In the compietion of Section 1 of this form and that to the best of m; =
knowledge the information Is true and correct.

Signature of Preparer or Translator Teday's Date {mm/dd/yyyy)
B

Last Ngme Family Name)

;5 u Du hﬂ{sﬁ First Name (Given Name) SS' { (06

SR,
Address (Strest Number and Name) Cityor Town & .f v o | State  |ZIP Code

' Eﬁrbfayéf(?o}npléie&;i\/e.t'i'i’age 3- o

Form1-9 07/17/17 N Page 1 of 3




Employment Eligibility Verification USCIS

Department of Homeland Security oml: g:"l‘sfgw’
U.S. Citizenship and Immigration Services :

Expires 08/31/2019

% 3. Hihnlow t ok Authiorizsd Heoraseniniive By v hnd Verfliaa ?'f’.‘u !
oemss i RSO AR ST O R 0 D B e AN TN e
Employes Info from Section 1 Last Name (Family Name) First Name (Given Nams) .
ListA OR ListB AND
ldentity g_ml Employment Authorization {dentity Employment Authorization
Document Title Document Title . Document Title
Driver$ License dalSeauity Cord
Issuing Authority <| lssuing Authority i Issuing Authority v
L. : ! (0.9 Sacial S ecuri ini 10
Document Number Document Number Document Number
= ., P2 | 13‘7—1%- 815
Expiration Date (if any)(mm/dd/yyyy) Expiration Date (if any)({m /) Expiration Date (if any)(mm/dd/yyyy)
! 0ijol)Z0|9 e
Document Title
Tssuing Authorlty | [Additional Information TS A o L)
Document Number
Expiration Date (7 any)(mm/ddiyyyy)
Dacument Title
Tssuing Authority ;
Document Number
| Expiration Date (7 any)(mm/ddiyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented hy the above-named empioyes,
(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
employes is authorized to work In the United States.

The employee's firat day of employment (mm/dd/yyyy): O | h 2 l 2018 (See Instructions for exemptions)
Signature of Employer or Authorized Representalive Taday's Date (mm/ddyyyy) | Tite of Employer or Authorized Representative

ol/iz]2018 CMG on-site He Rep

Last Name of Ei.nfio “ or Authorized Represe(pétive | First Name of Employer ;%umoﬁzed Representative | Employer's Business or Organization Name

awaN Koy EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Orgar'llzatlon Address (Street Number and Natﬁe) City or Town State 2ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344
Ui ER T A g 7 g e g ]
. RN T e
First Name (Given Name) Middie Initial Date (mm/dd/yyyy),

Docume}:t Nﬁmbér ] Expiration Data (ifany) (man:yyyy) |

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

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

Form I-9 071717 N Page 2 of 3



Employee Nume SSN# (last 4 digits) Effective Date

Direct Deposit NathhmDepmmmmuytakeupmHaysmhwivm
Payroll Debit Cand (Please couzpletesectlons4alld5below) per Check (Ploase complets Section 5 below)
0 Update Bank Account Yunderstand and acknowledge that if I do not Provide 5

Bank Name: voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costy

Routing# incurred if the account number that I provide is incorrecs,

Account# _ nital Date N

Account Type: [ Checking [] Savings [JOther ——

——5 ) Savings | |

.To help us avoig making an error, please attach a copy of a voided check, (a deposit alip will not work)
Ifyon chnngnbmks,donotcloscyouroldbmkammtmmyomdmdepmithmmmuﬂmuewbank,whidImay take 2 pay perinds,

cial i btain, verify, eanhpersonwhoopensanaceoum.lnorderto
request a Payroll Debit Card for you, we must provide al] of the following informatign that will enable the financial institution 1o identify you, If
Yyou do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the neces
Card

SATY n and jssue you g Payroll Debit
to pay 50111- wages, For your Protection, the financia) institution may ask you to provide them additiona] identification information o they can
verify younr § entity.

Except for the routing and accoynt number, ESSG dgeg not have access o any information regarding your Payroll Debit Carg ascount or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet i of th

packst containing the terma and conditions, You wilj
then sign acknowledging that You reccived the Payroll Debit Card and Packet, Your Payra}} Debit Card will be reloaded on
wages.,

each payday yon receive

CARDHOLDER INFORMATION (as you want Your Payroll Debit Card to be Issued)

First Name ML ’ Last Name Date of Birth

Street Address (PoBOX NOT ACCEPTABLE) Social Security#

City State Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when yoy pick up your Payroll Debjt Card)

Payroll Debit Card Routing # Payroll Debit Card Account #
I have received PaymﬂDehilCard,walcomebmchme,pm hcs,pmgrmtcms,mndiﬂnua,mddhcloswes.ByacﬁvaﬁngmyPaymHDebitCard,
1 am agreeing to the Program terms, conditions, and disclosures that are included or made available to me from time to time from the financin| institution, |
authorize the financia] institntion to debit my Payroll Debit Card account for the fees described in the fee schedule that i part of the program terms,
conditions, and diggj

Date:

to directly deposit my periodic Wwages/compensation payments, net of required tax withhoidings, other required wi g8
or authorized deductions, into my account(s) as designated above and to Initinte, if necessary, debit entries and adjustmentsfyr any credit entries
made in error to my account(s). * E-mail is required for pay stub informatiop,
*E-mail:
this information will only be used to send your Paystubs electronically =

Employee's Signature: ____

Date:




PO Box 46270
Minneapolls, MN 55344-9956
Tel: 952.835,1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _Mohadmed First Name __ Abdikadir Middle Initial 12
Street Address 1584 Duluth St. AptiSte
City/State/zip _ St PaubMN 55108 8oclal Sacurity Last Four XXX-XX-
Phone Number _ 8172338352 Emall Address @

Staffing Agency/Recruitment Partner__CMG

Applicant Cortification and Authorization

| authorize Erfiployer Solutions Staffing Group (ESSG) to usa the information and statements contained in this application to determine my
qualificaions for employment. | authorize ESSG to make inguiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibiliies, perfarmance, compensation and eligibliity for rehire,

| understand that a comprehsnsive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is not iimited o, investigations of oriminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govemment reguiations or by ESSG polisies.

I relesse ESSG and other persons or entities from anya‘aﬁnsﬁatmlthebasadesse‘sdaclslonhwnductabackgmurﬂcheck
| certify thet all statements made in my application are frue and accurate and that | have not omitted any materia! information or provided
falae or misleading information. | understand that any material omission or misrepresentation will result in my disqualtfication from
considerafion for emplayment or, i discovered after | begin employment, will result in my termination,

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

Abdikadir Mohamed ddlaally Mobianed Feb 6,2018

Anfiadir Nokmimed {Fab 6 2018)
Name (Print or type) Applicant’s Signature Date
A copy or fagsimile ("fax") will be considered the same as an original signature, Email will ONLY he used for employment correspondence
For ESSG Office Use Only ,
DBOH NHW 19 8850 ] w4
Emergoncy Contact info | Background Release Farm Background Resuits Una(r?'ployv‘?em Letter ESC Application
appiicable)
= . For ESSG Client Use ~ :
DOH = |RoOP e | WorTk Site Log. WC Code

ESSG - CMG-CO Rev. 042017



Form W4 (2017) Bowmmur - moee o s

Basio instruofons. If you sren't oom| making estinajed
Purposs, Complets Form W-4 5o thatyour B e e Wk Compieto e e s e an Jor b ]
employer can withhaid the comreot federal Inoome worisshosts on page 2 further ajust your Lrmitty oums, see Pub, 506 6 find euf 1 you Shouid
taxfrmn urpayconatderoomp anew Form withholding allowanges based on itemized adjust mmmmmorw-w
%aml or finenoia) dﬁmmmmmwnmm your :
or two-eamers/muitiple jobs sitvations. Mwnndng “Wmm m bavaame
Complete all mwmnm total allowances to olaim
m nmi.z.a.mrxwaxﬂdgnm wclalmfswer(or 2%% mfwmdmhmwmm
15.201&839%7&!% g youdﬂ'mogﬂdwm‘b“mm“"“" wmw wmmmmmmb?h':“'mmw“?
percentage of wages, .for the highest 2ero allowanges are
Note: if another person can claim ¢l Head of Ban! 5 claim haad dq;alla.
m'z,w;mmmwmmm Moo howheld, St o i 1 ot e B

nnmwmmmxgu %Wexmﬂsﬁ%
m!e.lnm dividands).

m;lrlamp mwbaahletodabn
from withholding even # the employss is
a dependent, if the employes;

7 SeoPub. “’“515’
* s aga 65 or oldar, 00 (Meurhd).
* |z biind, or

may be claimed
1 d
'W%mmmww tax craciy;or %mmmwmonmmngm%er }W'um
Peraonal Allowanges Woﬂtsheat (Keep for your recprds.)

Enter*1” foryourself i noonp elsecanclaimyouasadependemt. . . « . . « 4 « « + v ¢« o v . -, A
» You're single and have only one jol; or

_ Enter 1" It: { * You're married, have only one Job, and your spouse dogsn't wotk; or } Au o
* Your wages fram a second job or your spouse’s wages (or the total of both) are $1,500 or less,

Enter *1* for your spouse. But, you may choosa to enter *-0-7 if you are manied and have either a worling spouse ar more

than ona job. (Entering “-0-" may help youavold havingtoofittletexwithheld) . . . . . . . . . . . . . . @

Enter number of dependents (cther than your spouss or yourself) you will clsim enyourtexretun. . . . . . . . D

Enter *1” if you will file as head of household tn your tax retum (ses conditions under Head of householdabove) . . E

Entar “4" if you have at least $2,000 of child or depandent oare axpenses for whichyou plantoclaimacredt . . . F

{Nate: Do not inciude ohild support paymenta, See Pub. 608, Child and Dependent Care Expenses, for detalla.)

Child Tax Credit (including additions! ohild tax credit), See Pub. 972, Child Tax Credit, for more information,

« If your total Income will be less than $70,000 ($100,000 if married), enter “2" far each eligible chiid; then less *1° if you

have twa to four eligible children or leas “2° if you have five or more eligible children.

-lfyourtota!!nmewlllbebetween$70.000md$84,000$100.000and$119,000Ifmarmd),enhr“‘l"fnreachallgiblechﬂd. L]

H  Addlines Athrough G and enter total here. (Note: This may be different from the number of exemptions you clalm on your tex retum.) » H

o fif mize or claim adjustmenis to incoms and want to reducs withhoi gee the Deductions
For acouracy, mayﬂm%m on;aggez. = i

complete all * If you are single and have more than one job or are manied and you ant your spousa hath work and the combined

workshaets expeed 000 000 if mared), sae the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. mamwmm%mmﬁo' w0, Shae g .

* if nelther of the above shuations applies, stop here and anter the number from line H on line § of Form W-4 helow.
Separate here and give Form W-4 to your employer. Keep the top part for your records.

o W4 Employee’s Withholding Allowance Certificate

Department of the Tresaury » Whather you are enfitiedto alaim a oertein number of allowances ar sxempiion fram withholding ia
intemal subjeottomﬁwbyﬂwlns.vmamphycrmwhanmuhmdampyomﬂsfomtomm&
1 'vuﬁ!w and middie intil Lagt name Mohadmed ; 2 Your

Abdikadir na 737144815

Fiame agdress (surmber end S or nral Foute) 3 D singis () Married (8] Marrisd, but withhold at bigher Eingls rate.
1584 Duluth St. Note: Hf manad, but legelly separated, or spouse is & nonvesident alen, cheok the "Bingle” bex,
Gy of town, alate, and ZiP cade 4 Hyourlast name diffors from that shown on your spaial security oard,
St. Paul, MN 55106 chack here. You muat call 1-800-772-1218 mrammmtmi. |
5 Total number of allowancas you are clalming (from /ine H abova or from the applicable worksheet an page 2) 6] 3
€  Additional amount, if any, you want withheld fromeach payoheck . . . . . . g . 8 ]
7 lo!almmnpﬁunﬁqmw&hholdlngforw“f,andlcarﬂfyﬂmlmaabvhafﬂ\efnﬂowingmncﬂﬂunsfarmmpﬂon. Rl
* Last year | had a right to & refund of all faderal incoms tax withheld because | had no tax liabillty, and
* This year | expeot a refund of afl federa] Income tax withheld because } expsat to have no tax lab

S TwWmog O© wW >

OMB Na. 1845-0074

2017

f you meet both conditions, write "Exemmpt" her®., . . . . . < . v . e Al 7I
Undarpenalﬁespfpeduw.ldaoiaraﬂaatltweaeaWnedthlscwmcateand,toﬂmbestofmyknmladgeambeﬂef itis trus, comact, and complete,
Employee’s signature 4
mﬂm Ia ot valid unless ypy sign it) »  Abdlkedirviohmed (Frh6,2015) Date» Feb6,2018

8  Employer's fiame and address (Employer Completa lines 8 and 10 only I sending fo the [BS) | 8 Offica codeopficnalj | 10 Employes identification number {&N)

For Privacy Act and Paperwork Reduction Ast Notice, see page 2. Cat. No.‘luwﬂ‘ Form W4 (2lit7)



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGRQUND CHECK AUTHORIZATION

Employee Name: Abdikadir Mohamed

(First) {Middle) (Last)
Former Name(s) and Dates Used:
e AL T 1584 Duluth St. St. Paul, MN 55106

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

{Mo/Yr) (Street) (City) (State/Zip)
Previous Address From;_____ .

(Mo/¥r) {Street) (City) (State/Zip)
Social Security Number: 137144815 bog;_01/01/1969
Phonhe Number: 8172338352
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 crimina) 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 alj 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 arder to protect the applicants persona) information, including, but not limited to, addresses, spclal security
numbers, and dates of birth,

Signature: ___ S0l Mlgped. |  Daer_FebE,2018

to OK ts:
Please check the box below if you wish to receive a copy of a consumer report that is requested.
1 wish to receive o copy of any Background Check Report on me that is requested.




Para Informacidn en espafio}, visite mmmmmamahmmmwmw 1708 G Street N.W.,, Washington,

DC20552,
l A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT l
Thefederal FaerradltReporﬂngAct(FcaA)pmotestheam-acy, falrness, and privacy of iInformation lnthefﬂsofmnsumarrepnr&nsamdes.mmmmany

typaofmnsnmermpmﬂnsamdas,hldudlngaadltbumandspeda&yagmdu(smhasasmdaﬂwtsammomﬂmabomd:ukwmmnmesmw
records, and rental teemds).HarebamumryafyowmajmﬂghtsundwﬂtemMmmmmdmmmuﬁmmmn
£0 Www.con Lo, SOV amwwumﬂmaalmmmmmoemn.w"wmmn,ucm

° Ywmmhwdrmmaﬁmhmrmmbunwmmmymewmusesaaednmpmmmtypaofmnwmermponmdmyywwpﬂ-
cation for credit, mewpbmm-orﬁﬂhanoﬁammmmm—mwmwd must give you the name, address, and phone
number of the agency that provided the infarmation.

. Youhaveﬂteﬁxlﬂhhawwhatkhmﬂ!&mmymueamdommwmmfmmﬂmahrmtyoummeﬁlesnfamnsmnerreportlnsasenol(vour"ﬂle
dwma").'!ouwmberaqulndmwuwdempeudenuﬂmmldlmayindudavowsw&wmynmher.lumanycam.thedlsclmrewm 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 ldentity theft and place a fraud alert In your file;

» your file contains inaccurats Information 85 a result of fraud;

® you are on public assistance;

* you are unemployed but expect to apply for employment within 60 days.

In addition, all consumers are entitied to one frae disclosure every 12 months upon request from sach nationwide credit bureau and from nationwide specialty con-

sumer reporting agengles. Ser www.consumerfinance gov/learnmore for additional Information,

. YoummaﬁmmmkhramﬂtMMSwmmmmmwmmﬂasofyourcradltwwwmmmbasedmlnfpmﬂonfmm eredit huresus, You may
request a credit score from consumer reporting agencles that create scores or distribute scores used In residential real propaerty Ioans, but you will have to pay far
it, In some mortgaga transactions, you will recelve cradit score information for free from the mortgage lender.

# You hava the right to dispute Incomplete or inaccurate Informstion, if you idantify information In your file that Is Incomplete or Inaccurate, and report it 1o the
consumer reporting agency, the agency must invgstigate unless your dispute is frivplous. Seg www.consumerfinance govfiearmnmore for an explanation of dispute
proceduras.

s Consumer reporting agenties must correct or delete inaccurate, incomplete, ur uvarifiabie Information, Inatcurate, incamplete or unverifiable Information
must be removed or carrected, usually within 30 days. However, a consumer reporting agency may continue to report information it has verified as accurate,

s Consumer reporting agencies may not repost outdated negative Informution, In most cases, a consumer reparting agency may not repiort negative information
that is more than seven years old, or bankruptcles that are more then 10yearsold,

® Access to your file is linited, A consumer reporting agency inay provide inforntation about you only to people with a valid nded —usully to cansider an applica-
tion with 8 creditar, insurer, employer, landlord, or other business, The FCRA specifies those with a valid need for access,

. Vou‘mnnmmcnmmfarmmhhvwedtoemploym.Awnwmarmpmﬁwagenwmsynotﬂvaoutlrdonhaﬂonaboutyoutowurmptbyéf.br
a potential employer, without your written consent given to tha employer. Written consent generally is not required in the trucking industry. For mera infor-
mation, go to www.consy Hiapca.gov/ieammaore

& Youmay limit “prescregned” offers of credit and lnmmyougatbaudouudwmwnlnwm report. Unsolicited “prascreened” offers for credit and
Insurance must include a toll-free phone number you can call if you chaose to remove your name and address from the lists thess offers are based on, You may
opt-out with the nationwide credit bureaus at 1-888-567-8688,

» Youmay seek damages from violators. if 3 eonsumer reparting agency, or, In some cases, a user of consumer reperts or a fumisher of Infarmation to a consumer
raporting agency vinlates the FCRA, you may be ableto sue In state or federal court.

. ldeniﬂythaﬂvlcﬁmandaﬁvedmmﬂluwpmmalhmaﬂdﬂnmlﬂglm.ﬁumarelmmaﬁmwm NwWw.consumerfinance.gov/leammore
MmaymmmWHmmmhmMmmwmmm»mmwumwhmmm@umdw:hulm.mmmw

mation, contact your state or local consumer protection ogency or your state Attormey General, mmmabmgw@lm contact: ‘
JYPE QF BUSINESS:

S

TS UTY]

h CONTACT:
4.a. Banks, savings associstians, and credit unions with totaj assets of over 8, Bureau of Consumer Financlal Protection
$10 hifllon and thelr affiliates, 1700 & Street NW
Washington, DC 20852
b. Such effiliates that are not banks, savings #ssociations, ar credit unlonsalso | b, Federal Trade Commission; Consumer Response Center—FCRA
should [ist, in addition to the Bureau: Washingtan, DC 20580
(877) 382-4357

2, Ta the extent not inciuded in tem 1 above:
a. National banks, federal savings assaclations, and federal branches and fed- a. Office of the Comptroller of the Currency
era agencies pf foralgn banks Customer Assistance Grgup

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

b, Stata member banks, branches and agenties of foreign banks{otherthan | b, Federal Reserve Consumer Help Center
federal branches, federal agencles, and Insured state branches of forelgn P.0. Box 1200

banks}, commerdial lending companies owned or controllad by foreign banks, | Minneapolis, MN 55480

and organlzations operating under section 25 ar 25A of the Federal Resarve

m *

©. Nopmember insured Banks, Insured State Branches of Forelgn Banks, and €. FDIC Congumer Respense Center
insyred state savings associations 1100 Walnut Street, Box #11,
Kansas City, MO 64106

d. Federal Credit Unlons g . — d. National Credit Union Administration.




EMERGENCY CONTACT INFORMATION

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

Employee Name: Abdikadir Mohamed

Address: 1584 Duluth St. St. Paul, MN 55106

Home Phone: 8172338352

Contact #1 ) Home Phon;:

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 informution 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, herelnafter referred to as "employer”,
and o, | 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.

Abdikatlly Mehiamed {Feb 6, 2018)

Employese Signature

Employer Solutions Staffing Group LLC, Representative
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INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concemed 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 relmbursed 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 Repart 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 retum to work planning and that you be released to return to work
at the earllest 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,

Fallow all physical restrictions at home and at work.
Report o work and perform physically suitable tasks as assigned, These may or

may not be In your regular department, The wark 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.

0 layer immedi of any new Injuries or conditio im
our ical dition.

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

1 have read my responsibilities and agree to abide by these guidelines.

A4

SIQned: AteBradi Mohomed [Feb €, 2013)
Printed Name: Abdikadir Mohamed
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Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck Is lost (missing, misplaced, destroyed, lost in the mall, efc.), you
must natify your staffing recruiter that the check cannot be found. If it can he
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check 1o 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
ei correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. 8i se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

8i su cheque de pago fue robadn, primero debe denunciar el robo a la policfa
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copla 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, EESG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): Abdikadir Mohamed

Signature/Firma. s ommedTrass, e
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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
employses 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 foliowing:

e 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

 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

e Right to know or be informed about actusl 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 gml:p.m

* 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

* 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 reggrding a complaint, and request an informal review of any
decision not: o 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” nnder 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
952.836.1288/1.866.496.7578) 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 952.835.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to eomply 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
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters,

Employee Name (Please Print)
Abdikadir Mohamed

Employee’s Signature:

2
Shfkddir Hohmed 176 6, 2008) Date: Feb 6,2018




- 0030 Pre-Screening Notice and Certification Request for
{Rev. March 2016) the Work Opportunity Credit QM No, 1546-1500
D e s | » Information about Farm 8850 and its separate Instructions Is et www.Jrs.gov/form8asa,

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

Yourname Abdikadir Mohamed Soclal security number > 737144815
Strest address whereyou live 1584 Duluth St. _

City or town, state, and ZIP gode St~ Paul, MN 55106

County i Telephone number _ 8172338352

If you are under age 40, enter your date of birth (month, day, year) 01/01/1969

1 Chack here if yoy received a conditiona) certification from the state workforce agency (SWA) or a participating local agenay
for the work opportunity oredit,

2 Check here if any of the following statements apply to you.
+ | am a member of & family that has received assistange from Temporary Assistance for Needy Families (TANF) for any 8
manths dyring the past 18 months,
¢ | am a veteran and a member of a family that received Supplemantal Nutrifion Assistancs Program (SNAP) benefits (food
stamps) for at least a 3-month petiod during the past 156 months.

s | was referred here by a rehabliitation agenoy approved by thé state, an employment network under the Ticket to Work
program, or the Department of Veterans Affalrs.

» | am at Jeast age 18 but not age 40 or older and 1 am a member of a family that:
#. Received SNAP benefits {food stanips) for the past 8 months; or
b, Recelved SNAP benefits (food starmps) for &f legst 3 of the past 5 months, but is no longer éligible to receive them.

= During the past yeat, | was convicted of a felony of released from prison for a felony.

* |1ecelved supplemental security income (SSI) benefits for any month ending during the past 80 days.

s 1am & veteran and | was unemployed fot a perlod or periods totaling at least 4 weeks but less than 8 months during the
past year.

8 [T Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

4 II] Check here if you are a veteran entitled to compensation for a service-connected disability and you were discharged or
released froim active duty in the U.S. Armed Forces during the past year,

5 ml Cheok here if you are a veteran entitied o compensation for a service-gonnected disability and you were unemployed for a
period or perioda totaling at least 6 months during the past year.

8 L[?_'l Check hers if you are a member of a family that:
» Raceived TANF payments for at least the past 18 months; or
= Recsived TANF payments for any 18 manths beginning after August 5, 1887, and the earilest 18-month period beginning
after August 5, 1887, ended during the past 2 years; or

= Stopped being eligible for TANF payments during the past 2 years because faderal or state law limited the maximum fime
those payments coyld be made,

7 [IIl Gheck here if you are In a perlod of unemployment that is at least 27 conssoutive weeks and for gil or part of that period
you receiver unemployment compensation,

Signature—All Applicants Must Sign

Under penalties of perjury, ldec!qra'hatlgavsﬁaabovsi&fnmatimtomaemplwefon o bietore the day | was offered a job, and &t is, 1o the best of my inpwledge, trus,
correct, and complate.

L/ v

Job applicant's signature P _dikai Hohanied 16,2018 . o pate €06 2018,
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511, Form BBS0 (Rev. 3-2018)
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. Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location; - Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name; Suffixs Street Address; City/State; Zip:
Abdikadir Mohamed 1584 Duluth St. St. Paul, MN 55106
SS#: Date of Birth: Age: ‘Have you worked fo; If yes, locations
737144815 this company before
_ 01/01/1969 Yol NeLl
Please complete all questions, and sign and date the form, Yes No
1, Have yon or has anyone living with you received Temporary Assistance to Needy Families (TANF) o G

at any time since Angust 5, 19972 (if yes, pleass provide information below.)
Name of the person seceiving benefits: ____ Relationshiproyom: ______
City: County: State:

2. Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? @ @]
(If yes, please proyide informarion below.)
Name of the person meelving banefits: _____ Relgtionshiptoyow: _____

3. Haveyou rectived Supplemental Security Income (SSI) at any time within the past 3 months? aa Q
Please note, this is not the sams as Social Security benefits (SS) or Social Seourity Disability (SSDI) benefits.
*If you checked yas please provide a copy of your SSI documentation.

4, Have you received any typs of vocational rehabilitation sexvices within the past two years? a Q
If yes, pleass indicate which type of worked with and provide their location information balow:

L] Vocational Rehsbilitetion Agency Dept. of Veterans Affairs Employment Network (Ticket to Werk Program)
Name of Agency: ____ Phoned: '

City: ____ County: State:

*Jf you checked yes please provide a copy of your active Individual Work Plan and Ticket 1o Work documentation.

|5, Areyou a Veteran of the U.S. Military? *fyes, please provids a capy of your DD-214 and latter of separation, Q aQ
(£ s, please provide information below. Ifnp, plesss continug to question #5.)
Dates of Service - From: To:
Branch of Service:
Are you entitled to or are you receiving compensation for 3 service-connected disability? G _(_ Z

6. Have you heen unemployed at any time during the last 12 months?

a Q

If yes, dates of unemployment - From: Tos

Did you recelve unemployment compensation at any point during your ynemployment? Q o
Q ¢

Ifyes, in which state did you receive ungmployment compensation? __

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conyiction Date: Release Date;
Wasthisa[Cl Foderst or 1] State conviotion? 1£8te - Comnty: _____ Statmr____

P Additional Tax Credits |
1EC (Nutive American): Are yon or your spouss a member of a Native American Tribe? a d
I you checked yes please provide a copy af your CDIB card,
CA Residents: [[] Are you the child of foster parents? L]} Do you receive CalWorks? [Tl Workforee Investment Aet?
L] Are you a migrant or seasonal fhrm worker? [J Have you ever been sonvicted of a misdemesnor?
SC Residents: [[] Do yon receive Family Independance Benafits?

PLEASE READ, SIGN, AND DATE: _

Under penalties of perfury, 1 declare the information above tp be trus and accurare 1o the dust of my knowledgy, and I hereby authorize any agency, orgoanizotion, or
Individuals o supply such verificusion or information tisnt may be nigeded o determine tax credit aligibility to my employer, employer representative {Assaciaied
Cangultants, Inc. dba Relrotax), or the Department of Laboy.

New Employes Signature:_AA0HaAY Mofiamed Date: Feb 6,2018
B T T v ey




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

LLONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Oppartunity 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 penalties of perjury, I declare that this information is true and correct to the best of my
knowledge.

\/ P 0 i . o
New Hire’s Signature: _uirarimedreve e Date FQP 6,2018

New Hire Name: _ Abdikadir Mohamed

Social Security Number: 737144815

Employer Name:

Please check the statements below if they apply to you,

1 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.

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

(Enter start date)

Privacy Act Notice:

The Internal Revenue Code of 1886, Section 51, a8 amended and s enacling legisiation, P.L. 104-188, speciiy that the Stata Workdorce Agendies are the
“designated” agencies responeible for administering the WOTC certifieation procedures of this program. The Informaiion you have pravided completing this
form will be disolosed by your emplayerto the State Workdorce Agency. Provision of this information is voluntery; however the information is reguired fo
datermine your employer's eligiblity for the fedarel tex credit

P T R § e D o 4 e 4 e ¢ S U4 Y0 Y A 04 T P TOT ST PD €D T ST 99 TP YD S Y P 0 G 90 e 0 4 i ¢ 4o ¢ 3.0 Tt 6 b @ o 8 b e § 4 A 6 s $ 4 4

Publlc Burden Statsment:
Permaranotmq&ﬂrsdlnmpundtombwﬂeoﬁonoﬁnfmmﬁmunIassMsp!ayaawuanﬂyveﬂidOManumbet.Respmdenls'obﬁgaﬁunm
complets this forms required o obtain or retein bensfis (P.L. 111-8), Public reporing burden 18 esimated to average 10 minules per response, including the
i for reviewing Insiructions, searching existing data souroes, gathering and maintaining the daia needed, and completing and reviewing the eallection of
Information. Sand comments regarding this burden estimatatothe U.S, Department of Laber, Division of Nafional Programs Tools Technical Assistance,
Room C-4510, Washingion, D.C, 20210 (Paperwork Reducfion Project 1205-0874). Please do not submit compieted forms to this address,

117-

ETA Form 9178 (Rev. November 2018)



RECEIPT OF EMPLOYEE HANDBODK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand
and agree that it is my responsibility to abide by the rules, 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. 1 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 concerning
my employment with the company.

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

pate_J 2 (1 (£ _
e phdicadic prohamed

PLEASE PRINT
EMPLOYEE
SIGNATURE

ESSG
REPRESENTATIVE

23
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Acknowledgement of Receipt Antiharassment Policy

I 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 inmediately 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)

bhdikadi mobaned
Employee’s Signature:
o) s 120 (/1S

22



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 fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test. ’

Ah@{\' Yady MﬂL»aW\@y

Individual’'s Name

p2(1)1g

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

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

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

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

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

{zjiflg

Employee Signature; D

Employee (please print your name here)

CMG_SM - Rev. 09.2013



E ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concemns
during my orientation. Additionally, | understand and support the following:

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

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

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

4. 1am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: flf’),ﬁ

Associate's Signature: % -

Associate's Printed Name: é—fh (‘7{ ( KQ 0( \ ‘b"

Orientation provided by:

24
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Enhanced MEC Plan_Plan 1 sl

Benefits Enrollment Form J NewEmployee ] Rehire Rehire Date

Employee Information

Soclal Security Number

M 350 6
State Zip Code
Gender lﬂ/mm Wiagital Status L] Single | Dats of Birth ﬁ(fmﬁ 7 Date of Hire
O Female amied 9 Divorced
Phone Numbar: % /?_ 2_3 3 g Emalil Address:
Please Select Desired Coverage:
Employee Only - D Employee+Spouse - I:I Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
. Soclal Security # | Birth Date | Sex Relatlon‘ship
“( Wmﬂé\ '/‘}37' ’u qg@ 0/0/76' IZ{MaIe [ Spouse Ij/Chlld
i Last Name [ Female O Domestic Partner
J Sacial Securiy # Birth ;:iata Sex Relationship 1
O Mae [ISpouse [ Child
ML Last Name [ Female [0 Domestic Partner
-SOQIS‘ect.mty#“ B"ﬂl Date | Sex -Rt.:l;ﬁm‘l;hip |
g ] Ell r:teale e slm|:l|me DoEChli’l:rtn §

EFF. DATE
EFF. DATE
EFF. DATE

lEmployea Acknowledgement and Authorization - 1 hereby apply for the group benefit{s) as Indlcated. | acknowledge that all entries are true and complete and that
any misstatements or fallure to report information may be used as the basis for cancsllation of covarage for me and my dependent(s), if any, from the original
effective date, Further, | authorize my employar to make the necessary payroll deduction of premiums for coverages I have slected.

IF ENROLLING - YOU MUST SIGN HERE

Employsee Signatura Date lz ’ ‘ , ’g |

EMPLOYEES DECLINING O |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. l/we may be considered a iate enroliee and
must meet the requirements defined in the Certificate of Coverage for the company's medical or dental plans. if | decline enroilment for myself or my dependents
(including my spouse) because of ather coverage, | may, in future ba able to enroll myself or my depend In this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, Ifa new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, I may be able to enroll myself or my dependent, provided I request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signaturs s,(:?b pate | 2| ) [ Jg/

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-9956
Phone: 852-767-8519 Fax: 952-767-8515
Emall: Health@employersolutionsgroup.com




