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Company ID: 47428 Company Name: Employer Solifions Staffing Group

Emggge Information

Last Name: mularie First Name: branden

Date of Birth: 03/18/1989 Soclal Beourlty Number: *** 6145

Hire Date: 04/18/2017 Citizenship Status: A ciizen of the United States

Document information
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employer solutions staffing group. R
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application
Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name M.f_ First Namemm Middle Initial ;
Street Addressﬁsgs_ﬁy_g\cbm_i Aptiste |G I

cnwsmwzml\ﬂ_\;@[_&ﬂ&!%& Social Security Last Four XXX-XX- |/ (>
é =

Phone Number -S0L: Email Address ler?t @ . Cov
Staffing Agency/Recruitment Partner ‘ W IM L (—-"“l.

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work In the U.S.A.
Are you legally authorized to work in the Unlted States of America? *:] YES [JINO
Applicant Certification and Authorization

1 authorize Employer Solutions Staffing Group (ESSG) to use the Information and statements contained in this appiication 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, responsibllities, performance, compensation and ellgibility for rehire,

| understand that a comprehensive background check may be conducted to detemmine my eligibiiity for hire by cartain cllents of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by cllents, government regulations or by ESSG pollcies.

| 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 misleading information. | understand that any material omission or misrepresentation will resuit in my disqualification from
consideration for employment or, If discovered after | begin employmant, will result In my termination.

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

Rrondon Myloce g;&//ﬂé Y-8 17
Name (Print or type) cant's Signature

Ap Date
A copy or facsimlle (“fax") will be consldered the same as an original signature. Emall will ONLY be used for employment correspondence

[ 4

For ESSG Office Use Only
DOH NHW -9 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 - Supermoms CMG Rev. 05/2015



Form w _4 ( 2017) 'éhrém%t’l‘ogg ggg‘sggplyto supplemental wages Nonwage income. If you have a large amount of

nonwage Income, such as Interest or dividends,

Baslo Instructions. If you aren't exempt, complste gonsider meking estimated tax payments using'Form
Purpose. Complste Form W-4 so that your the Persanal Allowanses Worksheet below. The 10“‘3'0;5;@%0;:?&'3%& og‘ngl":lns;{
B Vo . ConakarcomcRins g o e of page & riner st v aruf come: se P 00 s vl
W-4 each year and when your personal or financial deductions, certaln credits, adjustments to Income, adjust your withholding on Form W-4 or W-4P.
on ges. or two-eamers/multiple jobs sftuations, 'Iwrtl:d earners or multiple jobs, If og hﬂave ath

Exemption from withholding. If you are exempt, Gomplsts all workshests that apply. However, you orying spouss or more than ane Job, figure the
complete only lines 1, 2, 8, 4, and 7 and sign the may cl:lm fewer {or zero) allowanceé.y For ragularyo mrg’g‘s 5’;",’1’ a&%w&%y%’;amgl;ﬁieg lé'grf'n“'"‘
form to validate it. Your mrngﬂon for 2017 expires wages, withholding must be based on allowances W-4, Your withholding usually will b st
February 18, 2018, See Pub. 505, Tax Withholding you claimed and may not be a fiat amount or When all slowances ars olalien o o ocurat
and Estimated Tax. : percentage of wages. for the highest 'ﬂ,’"’g job and zero allowances are
Note: If ancther person oan claim you as a dependent Head of housshold, Generally, you can claim head claimed on the others. See Pub. 505 for details,
on his or her tax retum, you can't claim exemption of housshold filing status on your tex return onilhy i Nonresident allen, If you aro onresident alien, see
from withholding If jour total income exceeds 81,050 Yyou are unm and pay more than 50% of the Notice 1302 B, niemxl?lttlal Form W.4 Instructions Tor
and includes mare than $350 of uneamed Income (for costs of keeping upa home for yourself and your Nonresident Allg P leting this form
example, interest and dividends). depend| sfor er qualifying Individuals, See ns, before completing b

Exseptions. An empl be able to glaim Pub, 501, Exemptions, Standard Daduction, and Check your withholding. After your Form W-4 takes
examption from withhokding even f the Amployer i Filing Infarmation, for information, effect, uss Pub., 605 to see how the amount you are
& dependart, I the employee: St g Yo v e e ol yihld compares toyour poectad ot
* 18 age 65 or older, withholding alowanoes, Craafs for s o: dependent  exSeed $190,000 (Single) or $180,000 (Marriec).
* |s blind, or care expenses and the child tax credit may be clalmed Future developments. Information about any future
Wl olaim acjustmenta to Income; tax areclts; or So5 P 506 o iowoneanoes Worlaheatbeiow.  devol O Gnaciog A et oS osted
ltemized deductions, on his or her tax retumn, credits Into withholding allowances, o= :tg www.lrs.gov/w4. g

Personal Allowances Workshest (Keep for your records.)

Enter “1” for yourself if no one else can clalm you as a dependent . ., .
* You're single and have only one job; or _
Enter “1* if: { ® You're married, have only one job, and your spouse doesn't worl; or

. . . * e . . .

® Your wages from a second job or your spouse's wages (or the total of bath) are $1,600 or less. }

alt

Enter “1" for your spouse. But, you may choose to enter *-0-" if you are married and have either a working spouse or more

o
B
(o]
than one job, (Entering *-0- may help you avold having too Fittie tax withheld)) . .
D Enter number of dependents {other than your spouse or yourself) you will claim on your tax retum .
E
F
G

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 east $2,000 of child or dependent care expenses for which you pian to claim a credit
{Note: Do not Include child Support payments. See Pub. 503, Child and Dependent Care Expenses, for detalis.)

i

. . .

Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Crediit, 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” if you

have two to four ellgible chiidren or less *2* if you have five or more ellgibie children.

® If your total Income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each eilgibie chiid. G ’
H  Addlines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) b H b
® If you plan to itemize or clalm adjustments to Income and want to reduce your withholding, see the Deductions

For accuracy, and Adjustments Workshest on page 2,

complste all ® if you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets eamings from all jobs exceed $50,000 {$20,000 If married), see the Two-Earners/Multiple Jobs Worksheet on page 2

that apply. to avoid having too iittle 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.

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

w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
Form
veasury B Whether you are entitled to claim a certaln number of allowances or exemption from withholding is
I?,';.;.,,”’;‘}“g‘f.‘,,‘;'ﬂgm., subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
1 Your firgt name and middle Inftial Lastp 2 Your soclal security number

Ay, ©

Y7974 . LIYE

ed, but withhold at higher Single rate,

Home address (nymber and strest or rural ute) ?ﬁ’mngls O Maried L] Marri
4 l GZ Note: |f maried, but legslly separated, or spouse is a nonresident allen, check the “Single® box.
City or town, state, and

gode 4 It your last name differs from that shown on your soclal security card,
\ vueX 5-17‘0]_)( &6 [\ S50 7 cheok here. You must call 1-800-772-1213 for a replacement gard. [

§  Total number of allowances you are claiming (from line H above or from the applicable worksheet o
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 conditlons for exemption

* Last year | had a right to a refund of ali federal income tax withheld because | had no tax liabllity,

* This year | expect a refund of all federal income tax withheld because | expect to have no tax llability.

n page 2) 5 q
6%

and

If you meet both conditions, write “Exempt"here. . . . . . . ., . . . 7]
Under penalties of perjury, | deciare that | have examined this certificate and, to the best of my ledge and belief, It Is true, correct, and complete.
Employee’s signature
(This form is not valid unless you sign it) » S %/W Date » ('f 1% -1 1

8 Employer's name and address (Employer: Complete lines 8 and 10 only if sendln;ﬁ;) 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



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9

U.S. Citizenship and Immigration Services m%&g%‘i?

P> START HERE: Read Instructions carefully before completi

ng this form. The Instructions must be avaliable, either in paper or electronically,
during completion of this form. Employers are liabls for errors in the compietion of this form.

ANTI-DISCRIMINATION NOTICE: It is llegai to discriminate against work-authorized individuals. Employers CANNOT speclfy which
document(s) an empioyee may present to establish employment authorization and identity. The refusal to hire or continue to empioy
an individual because the documentation presented has a future expiration date may aiso constitute illegal discrimination,
Secllon 1. Employee Infarmallon and Aliestal on (Employees mys

Séol B eampilets arid sign Reatian 1 of Form -8 n later

than the first day of employmeins bist not hefore aavepling a job affer ) i =

Last Name (Family i\lame) First Name (Given Name) Middie Initial Other Last Names Used (ifany)
Lo e Ry

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

3 Badaloon Py, 1602 | Wwerbme Wo M 550679

Date of Birth (mm/ddlyyyy) |u.s, Social Security Number Employee's E-mall Address Empioyee's Telephone Number

6315 /19%9  |BfE]- U9 - R Lol 4625197

1 am aware that federal law provides for imprisonment and/or fines for faise statemehts or use of false documents In
connection with the completion of this form.

1 a.ttest, under penalty of perjury, that | am (check one of the following boxes):
T 1. Aciizen of the United States

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

[:]_ 3. A lawful permanent resident {Allen Registration Number/USCIS Number):

[:] 4. An allen authorized to work  until {expiration date, if applicable, mmiddiyyyy):
Some allens may write "N/A" In the expiration date field. (See Instructions)

Aliens authorized to work must provide only one of the following document numbers fo complete Form 1-9: o ?,':,‘33,;‘;;,?:;:’,°g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,

1. Alien Reglstration Number/USCIS Number:
: OR

2, Form |-84 Admisslon Number:
OR
3. Foreign Passport Number;

Country of Issuance:

Signature ofEmple Today's Date (mm/idAyyy) Y. i<
48177

[Fraparer andl6r TransTatar Uerifioalion (ahack TP — e

I:_l | did not use d preparer or transigtor. (] A preparer(s) andrar trangldtor(s) asslatad the emplogee in gamplating Section 1.

(Flddg below must bg eampleted and signed When prepam a‘hw hanslgm aggigt an gmployes in completig Saotion 1,)
| attest, under penality of perjury, that | have assistad in the complstion of Section 1 of this form and that to the best of my
knowledge the Information Is true and correct.

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

@ Employer Completes Next Page @

FormI-9 11/142016 N



Employment Eligibility Verification | USCIS

Department of Homeland Security ; . Form -9
OMB No. 1615-004
USs. Ciﬁzenship and Immigaﬁon Services | Bwim:) ”3‘71-‘."‘_97

Identity and Employment Authorization Identity "' Epiyssat Authorimon
Document Tile

Issuing Authority -
Document Numh_af . ’
Expiration Date m’any){mm/dwyyyy)_

Issuing Authority i
=

N LLINR 5 doUS1T TS ~blHG
) Expiration Date (i any)(mmiidiyyy)

Document Title
Issuing Authority
Document Number

Expiration Date (i any)(mm#ddiyyyy)

QR Code - Seclions 28 3

Additional Information Do Not Witte In This Space

(TR T T SPTR IEERAR, TR T TR P TNy

Document Title

ST

Issuing Authority

Document Number
Expiration Date (i any)(mm/tidfyyyy)

§

Certification: | attest, under penalty of perjury, that (1) 1 have examined the document(s) presented by the above-named employee,
(2)theabova-llmudocmnem(a)appurtobo9mulmandhrdﬁtoﬂleemplo,unamsd.and(a)tpllmhttofmyknowledg-tho
empioyes is authorized to work In the United States.

The‘ﬁ:ployeo’s first day of employment (mmvddiyyyy): O U - { € 2 017 (see instructions for exemptions)
pyey orff Hamrase Today's DatefmmAidyyyy) | Title ployer or Authorized Representative

OU - (-2 817) cCtuit e C

Last 6t Nama Representative | Employer's Business or Organization Name
A [Eams, Bm_ A EMFLOYER SOLUTIONS STAFFING GROUP LLC
Employer’s Business or Omanh:)nn Address (Street Number and Name) | City or T State 2ZIP Code
7480 FLYING CLOUD DRIVE  SUITE 209 MINNEAPOLIS MN : .,lgﬂ
e : IR R T P e e R NS Th of 7]
Last Name (Family Name) First Name (Given Nama) Middle Inftial | Date (mm/ddyyyy)

| attest, under penalty of perjury, that to the bast of my knowledge, this employes Is authorizad to work In the United States, and if
the employee presented document(s), the document{s) | have examined appsar to be genuine and to relate to the Individual.

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

Form I-9 11/14/2016 N









Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC ("ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may Investigate your education, work history, professional
licenses and credentials, references, address history, social 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 are an employee of ESSG.

The Consumer Financlal Protection Bureau's “Summary of Your Rights under the Fair Credit Reporting
Act” Is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal Information: Please pript the information requested helow to identify yourself for BGC.
Printed name: M_L;Mulu? e
irst Middle (O Last

none)

Other names used:
Current county of residence:

Current and former addresses:

708 e cous ko B2 o s

from Mo/Yr to Mo/Yr Street City, State & Zip

ot TG ~ e 72013 % . Sl I 55071
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 the following information when
checking for records. BGC will not use it for any other purposes,

Nouch 4, \9%9 U5 2<% - biY
Date of birth Social secuffity number
QlY209576L451) &QM;!C w Mooy

Driver’s license number & state Name as it appears on license

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

Y i< 17

Signature Date




EMERGENCY CONTACT INFORMATION

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

Employeée Name: w (W) f‘lf g
Address: 53Q5 A”éﬁ o k\_)ﬁ “F! lﬁi, h&,\jﬂ &!Z’){Jf,

Home Phone: (QL)\ 662/ %L’)qj

~ EMBROENCY CONTAGTS -
Pleasa list two paople (in prior!ty order) wha could be Sontaoted in case of an emergency .
Contact #1 Home Phone: 1931 : %6‘3 -y L( s
Name: M 0\/\‘911’(‘(' WGW " | Cell Phone:
Relationship:'F\\ O (2 Work Phone:
Contact #2 ' | Home Phone: ‘QS [ 507 ‘ %Cl ] 7
Name: D&V\,‘(\O\ MU—\QFT:\E Cell Phone:
Relationship: WM{ 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.
~/  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, wages will be paid by paper Check.
SLEETEONT T BSTE INEORN N IO N

SSN# (last 4 digits) .,

-

Rifoctive Date
- [ L -

LN 0\ In.2 VN i
MEC IO 2 [PAYIROILIL [ EGELON

Y4 Direct Deposit (Please complete Sections 3 and 5 below)

|| Payroll Debit Card (Please complete Sections 4 and 5 below)
SECRINTST DIREGE DEROS]L

®  Update Bank Account

:) Bank Name: M"\_m
B R (572077 \9)

Aot 02302973597 mmitial “BpA pae - (B - 17
Account Type: ¥ Checking [ Savings [1Other '

®  Tohelp us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
*  Ifyon change banks, do not doseyomoldbmkacconmﬁlyomdireﬁdeposithnsstartedatmenewbmk, which may take 2 pay periods.

SECHION AN ROLE DEBEE GARD (GEODBNEL GASIT CARD)

Note: Direct Deposit accounts may take up to 7 days to be activated
| | Paper Check (Please complete Section 5 below)

1 understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am

k_/ responsible for any delays in payroll or extra costs

incurred if the account number that I provide is incorrect,

Except for the routing and account number, ESSG does not have access to

transactions. On your first payday, you 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,

any information regarding your Payroll Debit Card account or

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 you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

|Thave received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
T am agreeing to the program terms, conditions, and disclosures fhat are included or made available to me from time to time from the financial institution. I

authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature:

Date:

1 authorize BSSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: bMu(OuY‘r s @ (%M ﬂkt‘ l . C_,OM

this information will only be used to send yoyg.paystubs electronically
Employee's Signatur‘% Date: L‘f . ‘ % : ' 7




_.. employer solutions staffing group

Leveraging Reseuras i a Changivg Market

i
ee:

eRb | MiTgman v 8 e

Enhanced MEC Plan_Plan 1

3. 829)

Beriefit Plan Admigistrators, Inc.

Soclal Security Number

41525 LUl

City Zip Code
b e | ML (507
Date of BJ Date of Hire
[ Female | [J Married [3J Divorced __937 I 3 / / 9% 7 %
Phone Number: Emall Address:
la5]- 502 51,90

Please Select Desired Coverage:

[:I Employee Only - D Employee+Spouse - Employee+Child(ren) - I: Family -

' $24.00/Week $38.00/Week $36.00/Week $63.00/Week

Saclal Security # Birth Date | 88X Relationship
0 Mae [dSpouse [J Child
— Ml Last Name O Female Domestic Partner
Social Security # Birth Date | Sex Relationship
O Mee DSpouse [ Child
M.l Last Name [J Female [0 Domestic Partner
Soclal Security # Birth Date | Sex Relationship
O male Spouse [J Child
[ First Name M., Last Name O Female O sp [Od Domestic Partner
O O o} 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

|Employee Acknowladgement and Authorization - 1
any misstatements or fallure to report Information
effective date. Further, | authorize my employer to

herehy apply for the group henefit(s) as indicated. !
may he used as the basls for cancellation of coverage for me and my dependent(s), if any, from the original
make the necessary payrol! deduction of premiums for coverages | have elected.

acknowledge that all entries are true and complete and that

(IF ENROLLING - YOU MUST SIGN HERE

Employae Signature

Date

EMPLOYEES DECLINING | am DECLINING coverage

understand that I and/or my dep'aidanis, if any, walve any coverage and desire to

days after the other coverage ends. In addition,
of adoption, | may he ahle to enroll myself or

IF DECLINING- YOU MUST SIGN H
Employee Signature M%

particlpate in
must meet the requirements defined In the Certificate of Coverage for the company’s medical or

(including my spouse) because of other coverage, | may, In future be able to enroli myself or my depend

if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
my dependent, provided | request enroliment within 31 days of

the plan at a later date, liwe may be consldered a lats enrolles and
dental plans. If | decline enroliment for myself or my dependents
In this plan, provided I request enroliment within 31

the event.

o L{ | K] 7

-

7301 Ohms Lane Suite 405
Edina, MN 55439

Employer Solutions Staffing Group Health Benefits Team

Phone: 952-767-8518 Fax: 952-767-8515
Emall: Health@employersolutionsgroup.com



Fixed Indemnity Medical Benefits_Plan 2

r Ee

VSi 219301-ESG-1 : OFFICE_EJSE ONLY LOCATION Rehire Date __ _ / /

ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2

e s s St v e o ket % e

SRR AN TSN PRINT USING BLACK or BLUE INK (Must Be Fillod Out)

M Ricowden M ate TR [l T 5 oq 7= _
2 e20n Aoddeon Nye G

g o We M) *5o00

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? |:|Yes

.Date of Birth

03/)% 19%9

' 4

0. If Yes, please continue.

Medicare Health Insurance Claim Number (HICN) i Medicare Effective Date
:
Name of Covered Person (5 | T e
il (2 fa. .

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 F mg;ggi‘:_"!‘"" DENTAL | wvision TERMLIFE | SHORETERM
Employee Only [ ] s2025 ({8  se17 JJ|  s2ae B soe0 )| saz0 £
Employee +1 [] $41.10 $12.34 $4.92 $0.90
Employee + Family || $54.88 $20.36 $6.56 $1.80
NO to ALL Benefits |:| DYes I:' No DYes |:| No DYes I:' No |:|Yes D_I\lq DYes I:I 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 Rl.

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

Name ' Relationship

D. REQUIRED DEPENDENT INFORMATION

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

o Lol !+ IMI[E]  [spouse []child[]Domestic Partner
Name Social Security # Date of Birth | Sex , Relationship

y - _ /7 | @ . [_1Spouse ] child [l Domestic Partner
Name i T gc;:.iél—gé::urity_# Date of Birth ' Sex é Rela;ci-ca—r;Ship ' =

e P LIMITF] | Cspouse [ chid (] Domestic Partner
Name Social Security # Date of Birth : Sex f Relationship

A R T e e /7 IMI[E] [Dspouse[chid[]Domestic Partner

| £ REQUIREDSIGNATURE. = KTV AND DATE, EVEN IF YOU DECLINE COVERAGE

90 e s o rybmat st b £ vaors gt o B e RS ————

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.

e T o

oare O4/1%/26]7  »sinanre

This is an Essential StafCARE Enrollment Form.



