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Last Nams: mareno F¥st Name: aalena
Date of Birth: 05/28/1988 8oclal Security Numbar; oo & 4325
Hire Date: 04/24/2017 cmzmmpsummmanomaummdsm
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PO Box 46270
Minneapoiis, MN 55344-9956

Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application
Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Namemh FirstName_Qal i a Middie Initial _( =

Street Address_ (| Alo ?)m&l-__ﬁ,g% \g Aptiste (o
City/State/Zip M \ Dﬂik MM =B Social Security Last Four xxx-)ooﬂ 325

Phone Number g&l-ggg A7 Email Address_SoueinaMa resies @ 37’&; | .cem
Staffing Agency/Recruitment Partner Covgoraie Mmanact ment erpuf

All offers of employment are conditional upon satisfactory proof of Ide and legal abllity to work In the U.S.A.
Are you legally authorized to work in the United States of America? ﬁYES [ONo
Applicant Certification and Authorization
| authorize Employer Soiutions Staffing Group (ESSG) fo use the information and statements contained in this application to determine my

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

This may include but is not limited , Investigations of eriminaj and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

| certify that all statements made in my application are true and accurate and that | have not omitted any material Information or provided
false or misieading information. | understand that any material omission or misrepresentation will resuit in my disqualification from
consideration for employment or, if discovered after | begin employment, will resuit in my termination,

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

3Mmctlhamy70 MMM 5-2-13-

Name (Print or type) Applicant's Signature Date

A copy or facsimile (“fax”) will be considered the same as an original signature. Email wiil ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW 19 8850 W4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG_SM Rev. 04/2017



The jons don't apply to supplemental es

Form W4 (2017) restar than 81,000,005 ™ PP e
Basio instructions. if you aren't exampt, com%‘eta

Purpose. Complete Form W-4 so that your the Personal Allowances Worksheet below. The

employer can withhold the correct federal Income sats on page 2 further adjust your

tax from your pay. Consider completing a new Form withholding allowances based on fremized

W-4 each and when your personal or financial deductions, certain adjustments to Income,

situation changes. or two-samers/multipls Jobs ons.

Examption from withholding, if you are exempt, Complete all workshests that apply. However, you
complete only lines 1, 2, 8, 4, and 7 and sign the mayclalmfewa-(orzelﬂallmanorragular
form to validats it, Your exemption for 2017 expires wages, withholding must be based on allowances
Feb 16, 2018. See Pub, 505, Tax Withholding you claimed and may not be a fiat amount or

and Tax. percentage of wages.

Note: If another person can claim you as a dependent Head of household. Generally, you can claim head
on his or her tax retumn, U can't claim exemption of household fill slamsonyourtaxratmnontlglf
from withholding if your Income excesds $1,050 you are unmarmned and pay more than 609 of the
and Inciudes more than $350 of uneamed income (for costs of ing mug a home for yourself and guur
example, Interest and dividends). er qualifying Individuals. Seg

depend; or
Pug. SME’.n(E?smpﬂonaﬁggandard Deduction, and

. An empl may be able to claim '
axamﬁon from wnhhglt'gﬁev:ny i the employes Is Flling Information, for information.

a dependant, if the employee: Tameou mmp%beﬁdggcr&dhmm
acco uring owable number

* Is age 65 or oider, withholding gllowany:es. Credits for child or dapendent

® |s blind, or care expenses and the child tax credit may be claimed

using the Personal Allowances Worksheet below,
» Will clalm adjustments to Income; tax crediis; or
itemized deductions, on his or hafe‘iax retum. ) P"?.;g“,,.m"”!,',‘L?"“:},’g‘",,g,,“m“"""""g ey

Nonwage income, If you have g large amount of
onalder ey sefteio Lo O dvidenc,
consider making B g Form
1040-EB, Estimated Tax for lndm&ls. Otherwise,
you ma\ynowe additional tax, if

annuity income, see Pub. 605 to find o if you should
adjust your withholding on Form W-4 or W-4p,

Two earners or multiple jobs. If you havea
working one job, figure the
total num er of allowances you ara entitied to claim
onall %obs using waorksheets from only one Form
W-4. Your withholding usually will be most accurate
en all allowances are clalmed on the Form w4
for the highest ;;alng Job and zero allowances are
claimed on the others. See Pub. 505 for detalls,

Nonresident alien, if you are a nonresident allen, see
Notice 1382, Supplemental Form W-4 Instructions for
Nonresident Aliens, before completing this form.

Check your withholding. After your Form W4 takes
effect, use Pub, 605 to see how the amount you are
having withheld com o your projectsd total tax
for 2017, Ses Pub, 5%&!&!& your eamnings
exceed $130,000 (Single) or $180,000 (Maniesd).

Future developments. Information about any future
develggmams affesting Form W-4 (such as
legislation enacted after we relsase i) will be posted
atl www.irs.gov/w4,

ecords.)

= Personal Allowances Worksheet {Keep for your r.
A Enter *1” for yourself if no one else can claim you as a dependent . a o
* You're singie and have only one job; or

B  Enter™1”if; { * You're married, have only one job, and your spouse doesn't work; or

than one job. (Entering “-0- may help you avold having too little tax withheld)) . .

mTmgo

* Your wages from a second Job or your spouse's wages (or the total of both) are $1 000 or less. J
€  Enter *1” for your spouse. But, you may choose 1o enter *-0-* if you are married and have either g working spouse or more

Enter number of dependents (other than your Spouse or yourself) you will clalm on your tax retumn . 8 O O oestURGE o
Enter “1” if you will file as head of household on your tax retum (see conditions under Head of household above)

Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

{Note: Do not include chiid Support payments, See Pub, 508, Child and Dependent Care Expenses, for details.)

A

Hbl F |

G  Child Tax Credit (including additional child tax credif). See Pub. 872, Child Tax Credit, for more Information.
® If your total Income will be less than $70,000 ($100,000 i married), enter “2” for each ellgible child; then less 1 i you

have two to four eligible children or less 2" if you have five or more ellgible children.

* if your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child. @
H  Add lines A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retumn,) > H

® If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy, and Adjustments Worksheet on page 2,

complete all ® If you are single and have more than one Job or are married and you and your spouss both work and the combined
workshests eamnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld,

* If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form w-4

Department of the Treasury
Internal Revenus Service

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

Employee’s Withholding Allowance Certificate

P> Whether you are entitied to clalm a certaln number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a oopy of this form to the IRS.

OMB No. 15645-0074

2017

2  Your soclal security pumber

U5 -15-432S

1 our first name and middie initia] name
vl e Y
'ome address (number and strest or rura] routs) 3
_\\ Blp SHqy AL Lo

ingle  [] Married [J Maried, but withhord at higher Single rate,
Note: If marrled, but legally separated, or spouss is a nonresident allen, cheok the “Single” bax.

City or town, state, and ZIP code

4 Hyour last name differs from that shown on your soclal security card,
check here. You must cail 1-800-772-1213 for a replacement card. P> ||

Sk ) sk MY . 56057 )
5

Total number of allowances you afe c':l'aimlng (from line H above or from the applicable workshest on page 2) 5

6 Additional amount, if any, you want withheld from each paycheck

7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption,
® Last year | had a right to a refund of all federal income tax withheid because | had no tax liability, and
* This year | expect a refund of ali federal Income tax withheld because | expect to have no tax liabiiity,

If you meet both conditions, write “Exempt” here .

A
6l$ O

>[7] 7

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it js true, cormrect, and complete,

Employee’s signature
(This form Is not valld unless you sign it) » el es—

Data p -5-'&- ".z.

8 Employer's name and address {Employer: Comla lines 8 and 10 only if sending to the IRS.)

9 Office code {optional)

10 Employer Identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2017)



Employmgnt Eligibility Verification USCIS

Department of Homeland Seenrity ;
USS. Citizenship and Immigration Services m"ééﬁ';m7

ANTI-DISCRIMINATION NOTICE: It s lliegal to discriminate against worlk-autho
* document(s) an empioyee may present to establish employment authorization
an individual because the documentation presentad has a future expiration

date may also constituts illegal discrimination.
Segtion 1. Eriplbyes Tnformation and AT peration (Employons sl Bemplels and siin Seotion 1 o1 For - W0 atar
than the fingt day of ef wmb«uﬂb‘w}ew«mamm: st Mag
Last Name (Family Name) Flmt§ne Nams) Middle Initia} OmerLast-NamasUmd{iIany)
Moreno O«Tz/v\ (= Mpresao
Address (Street Number and Name, Apt. Number | City or T

State ZIP Code

\ 3, =stst Le | b Yo Pori [FANE20

Date of Birth (mm/ddpyyy) |u.s, Social Security Number Employee's E-mail Address 5 Employee's Telephone Number
g.?f?i? V5 -H3F]| Sekeamorencz gMa clepn

1 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. .
] attsg. under penalty of perjury, that 1 am (check one of the following hoxes):
fA1. A ciizen ofthe United States

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

[] 3. Alawtul permanent resident  (Aflen Registration Number/USCIS Number):

|:| 4. An aflen authorized to work  until (expiration dats, if applicable, mm/ddlyyyy):
Some allens may write “N/A" in the expiration date field. (See instructions)

Aliens authorized fo wark must provide only one of the following document numbers ta complete Form 19: QR Cada - Sestion 1
An Allen Reglstration Number/USCIS Number OR Form -94 Admigsion Number OR Foreign

Passpart Number. Do Not Wite in This Space
1. Allen Registration Number/USCIS Number:
OR
2. Form -84 Admission Number:
OR
3. Foreign Passport Number:

Country of Issuance;

I

Signature of Employea : é g 1 ~ Today's Daﬂmw’_ 2 O ,‘7_

5 . ) _Mqaxwwmmmmm_ww s
1 attest, under penaity ry, that | have assisted In the pletion 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 (mmfddsyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State * 12IP Code

@  srpiger complvis Ny g @

Form 19 11/14/2016 N



Employment Eligibility Verification USCIS
Department of Homeland Security _ Form 1-9
o OMB No. 1615-0047

Buxpires 08/31/2019

Document Title S Tite Document Title
R ™00 o
Document Numbsr | Document N . Number
- T 0a0aS d6b 250 -\S M3
Expiration Date (7 any)(mm/dd_/yym E‘ Expiration Date (T any)(mm/ddsyyyy) Expiration Date {lfév){mmldd&ym
1l 05 -a<-2017) N |
Document Title ?' L :
Issuing Authority F Additional information Bo N e e ey
Document Number E-
Expiration Date (7 any)mm/ddsyyyy) - [
t
Document Titie
lssuing Autharily
Expiration Date (" any)(mm/dd)yyyy) i
Ceortification: | attest, under penalty of perjury, that (1) | have examined the document{s) presented by the ahove-named emplayee,
(2) the above-liated document({s) appear to be genuine and to relate to the employes named, and (3) to the best of my knowiadge the
employee is authorized to work in the United States.
Th,l\' employee's firet day of e loyment (mmv/dd/yyyy): Q'_'I.:ZH:LOL%“ Instructions for exemptions)
il : ptath Today's Datefmm#idyyyy) Tile of loyer or Authorized Representative
(#1581 ~23{~-20617)
ﬂ Name or Authorized Representative | Employer's Business or Organization Name
S m \r EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or on Address (Street Number and Name) | City or17m lsm ZIP Code
7480 FLYING CLOUD'DRIVE  SUITE 200 MINNEAPOLIS MN %
Last Name (Family Name) First Name (Given Name) Middle Inittal | Date (mm/ddiyyyy)

'i'me Numw y AT Dm_{”am(. £ Zesh)
| attest, under penalty ofpedury,.thattotho best of my knowledge, thhemployaoluuﬁorlzedtomrklnthe United States, and if
the employes presented documenty(s), the document(s) | have examined appear to be genuine and to relate to the Individual,
Signature of Employer or Authorized Representative | Today's Date {mmiccdyyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N






/Do not lamjnate thns cltd =

prevents slgnature

—r-(\

~or
Py

EJ‘ThlS card is the propeny of the Social Security Administrmon and &

-must be returned upon request. If found, return to:
1 SSA-ATTN: FOUND SSN CARD W
% P.0. Box 17087 Baltimore Md. 21203
~ Contact your local Social Secunty office I'or any other mattcr
regardmg thiscard, =~ Ot

oAt

| Dcmtmenl of Heallh lni Humln Suvlces

: Socml Secumy Adn’imlsmlion T B 7 5 5 0 2 4 0

"

nvahd if not sngned by lhe number holder unless !

f \pronel' use of this card andlor numbcr b)} the number holder il
ni-other person |s pumshable by ﬁne, |mprisonment or both' ot




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com ("BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private Information source;

share those reports with others for legitimate business burposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, sdtial security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you dre an employee of ESSG. ,
The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” Is attached to this authorization. If you are 3 New York applicant, a copy of New York’s law on the

use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal information: Please print the information requested below to identify yourself for BGC,
Printed name: Mmena  ouad alwpl  Myruno

First Middie (L1 " Last
Other names used: . ‘\) ond
S

Current county &fTesidence;

Current and former addresses:

current ’ :
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

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

OS-28- |4XF s |5-43rs

Date of birth Social security number

03025446 2502 _Solpe Quadalupe Motno
Driver’s license number & state Name as it appears on license .

Report Copy: if you are applying for a job gm/ei,,califomia, Minnesdta, or Oklahoma, you may request

a copy of the report by checking this box:
p/ 2 t{/ s

ﬁ;éww i

ate



“ employer solutions staff Ing group..

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you do not provide a written election, w ages will be paid by paper Check.
SEEHONTITENS GO RREE O

- Deposit (Please complete Sections 3 and 5 below) Note: Direct Deposit accounts may take up to 7 days to be activated

) Payroll Debit Card (Please complete Sections 4 and 5 below) D Paper Check (Please complete Section 5 below)
SECHIONSS - DIREGE DEPOSTH
[J Update Bank Account I understand and acknowledge that if I do not provide a
Bank Name: voided check with this direct deposit form, I am
M responsible for any delays in payroll or extra costs

Routing# 0-1: bqj_ a l?’ l incurred if the account number that I provide is incorrect,
Accomth =y o8 » »X Initial %M Date Q’Z’l _,J:

ising O gy Cloter ___

) Tohelpnsnvoidmaldnganmor,pleaseattanhampyofavoidedcheck. (a deposit slip will not work)
- Ifyuuchangebnnks,donmdoseyomoldbmkamummﬁlymndirectdeposithasmrtedatﬂmnewbmk,whidlmaylakeZpaypeﬁods.

you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the information and issue you a Payroll Debit
Cardtopayyomwages.Fnryompro’necﬁon,theﬁnmcialinsﬁmﬁmmnyaskyoummﬁdememaddﬂimﬂidenﬁﬁcaﬁminfomaﬁonsomeycan
verify your identity,

Exceptforﬂmrmningandacconntmnnbm',ESSGdoesnothaveaccessmanyinfmmaﬁonregmdh:gyomPayroll Debit Card account or
transactions, On your first payday, yon will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive

Wages,
CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issned)
Fizst Ni Ml Last Name Date of Birth
ey VIV C Mbrewo 598
(POBOX NDF A 0 ecurity#
. APt U ~|S-/R2S

City gl_ ‘ \ State Zip ‘55_@:% , ,CellPhone (mobﬂi(g‘s' _42 L.‘ = 9 (p 37

RECEIPT OF PAYROLL DEBIT CARD (to be campleted when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #
o ;73972181_ $ T “'I% 55 ~4oD2 - 55—‘ O~ qb\q

wages/compensation payments, net of required tax withholdings, other required withholdings
unt(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit eniries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail:j&lulck rV\o‘Yﬁ_ Nt @ \qu\q;" Cﬁm

this information will only be used to send your paystubs electronically

Employee's Signature: ” Date: 5"2 . l 7‘




EMERGENCY CONTACT INFORMATION

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

Employee Name: . DA

Addees L&u_éﬂit MLL&MMKM 55051 |
Home Phone; LQ,'ZK Qgﬂ g& 7‘

* ﬁaaawd\’ cbuTAc
Please ilat twé people (ln priorlty arder) who oould sontasted In case of an emergency

Contact #1 Home Phone;
Name: SD?\M A MO\’U’( O Cell Phone; bé“%
(S\-RF9-53H K
Relationship: g\ )L{‘\( Work Phone:
Contact #2 Home th;e:

Name: &QV\’\& Mb e Cell Phone: Lﬂ 5' - Qq 7’L/| gﬁ
Relationship: S'i % Work Phone:

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

of an emergency: WW

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




employer solutions staffing group.
Levaraging Receurces in a Changing [Mzrker

T kER W 0 Vi o =) selainan, ' Whe e S e

Enhanced MEC Plan_Plan 1

ew Employes [J Rehire Rehire Date

‘Benefit Plan Adminisirators, Jnc.

Benefits Enroliment Form

Emplovee Information

Name (First %‘UA& M_QY:&A O .

Soclal Security Number

Address

3l S st pPHG |Gk Padl kI [0t
Gender ‘;:F P::I':l ] lllélarlwii:lmS::ms Dwogr:d :::"o::nh é 5 . 9_8 _ 3 8 " Date of Hire
542496 3T Zoderdpsreno @ gma . cor™

Please Select Desired Coverage:

Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Social Security # Birth Date | Sex Relationship
FiEt Name — WL LastName E m. = %Euunofumm
Soclal Security # Birth Date | Sex Relationship
S; Child
[First Name L Last Name EII r::a]e = PSB eDoEumPartner
0 wmal Child
| First Name I LastName | . O Fs,,;.a O sp onm DoEum
}:AMB C:F PERSON.OOVE.RED (FIRST, LAST):
EFF. DATE
EFF, DATE
EFF, DATE

Employee Acknowistgement and Authorization - | heraby apply for the group benefit{s) as indicatad, | acknowledge that all entries are true and complete and that
any misstatements or failure to report information may he used as the basis for cancel

lation of coverage for me and my dependent(s), if any, from the original
effective date, Further, ! authorize my employarto make the negessary payroll deducti

on of premiums for coverages | have elected.
IF ENROLLING - YOU MUST SIGN HERE

Employee Slgnature Date 5 f"' 2 — / ?
~ 1 am DECLINING coverage

dents, if any, walve any coverage and desire to participate In the plan at a later date, liwe may be considered a late enrollee and
must meet the requirements defined in the Cartificate of Covarage for the company’s medical or dantal

plans. If | decllne enroliment for mysalf or my dependents
(including my spouss) because of other coverage, | may, In future be able to enroll myself or my dapendxfns in this plan, provided | request enrollment within 31
days after the other covarage ends. In addition, if a new tdependant relationship forms as a resuit of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be ahle to enroll myself or my dependent, provided | request enroilment within 31 days of the svant.

IF DECLINING,YOU MUST SIGN HERE
Employee Signature &MM W i Date g’ 5? ﬁ/ 7‘

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 852-767-8615
Emall; Health@employersolutlonsgroup.com




Fixed Indemnity Medical Benefits_Plan 2

VS 219301-ESG1  |OFFICE USE ONLY LOCATION RehireDate___/ _,
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
I\IT USING BLACK or BLUE INK (Must Be Filled Out)

Name | Social Security # Home Phone  Sex

| ; = G

Address _ { Apt. #

City f State S Zip Date of Birth

. / /

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYSSDNO If Yes please continue.

Medicare Health Insurance Claim Number (HICN) E Medicare Effective Date
!
Name of Covered Person {s): !
1 E 2. i 3.
C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LevEL FUCOINDEMNITY | o rat ViSioN TERMLFE | SHORETERW
Employee Only [ | s2025 @) s617 s242 {8 0.0 ol se20 ]
Employee + 1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 . $2038 $6.56 §1.80 |
NO to ALL Benefits D D Yes D No D Yes D No D Yes D No D Yes D No DYes D No

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

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

Name Relationship

D. REQUIRED DEPENDENT INFORMATION
Name ' Social Security # ' Date of Birth

Sex Relationship
' /7 @ Il Spouse [ Child [ 1Domestic Partner
Name | Social Security # | Date of Birth Sex ' Relationship
/7 @ [ Spouse []child [ ] Domestic Pariner
Name ' Social Security # | Date of Birth | Sex Relationship
! A @ ] Spouse [_] Child [IDomestic Partner
Name ' Social Security # F Date of Birth | Sex Relationship
A @ []Spouse []child [ ] Domestic Partner
E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

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

o H50TT0 T > e Sepace oo —

This is an Essential StafCARE Enrollment Form.




