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employer solutions staffing group..

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

Last Name iﬁ L An First Name (4 bol u [ QLI Middle Initial WA\,
Street AddressZ 70 [) Co LWX AVEL o Min neae ¢ MApﬂSte

City/State/Zip £ E L{ l J _ ' Social Security Last Four XXX-XX- "
Phone Number 2 lg é ,}? ‘(é % m Email Address 5 u iﬂlaﬂ {%%6 @@h‘o TmﬁLi
Staffing Agency/Recruitment Partner ¢ D) ;

All offers of employment are conditional upon satisfacto roof of identity and legal abii to work in the U.S.A.
Are you legally authorized to work in the United States of America? ﬁYES [JNO

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for empioyment. | 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,
| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients 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 clients, government regulations or by ESSG policies,
| 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
faise or misleading 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.

> ‘ q’
%&'It{'ﬁ) &! W%ﬁmm ~ TDate h 0

A copy or facsimile ("fax") will be considered the Same as an original signature. Emalil wiil ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHwW -9 8850 W
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Appiication
(If applicabie)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-NSTW4 Rev. 0472017



Form W4 (2018)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legislation
enacted after it was published, go to
www.irs.gov/FormWA4,

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal
income tax from your pay. Consider
completing a new Form W-4 each year and
when your personal or financial situation
changes.

Exermnption from withholding. You may
claim exemption from withholding for 2018
if both of the following apply.

[For 2017 you had a right to a refund of all
federal income tax withheld because you
had no tax liability, and

[EBor 2018 you expect a refund of all
federal income tax withheld because you
expect to have no tax liability.

If you're exempt, complete only lines 1, 2,
3,4, and 7 and sign the form to validate it.
Your exemption for 2018 expires February
15, 2019, See Pub. 505, Tax Withholding
and Estimated Tax, to leam more about
whether you qualify for exemption from
withholding.

General Instructions

If you aren’t exempt, follow the rest of
these instructions to determine the number
of withholding allowances you should ciaim
for withholding for 2018 and any additional
amount of tax to have withheld, For regular
wages, withholding must be based on
allowances you claimed and may not be a
flat amount or percentage of wages.

You can also use the calculator at
www.irs.gov/W4App to determine your
tax withholding more accurately. Consider

~m V\F4

Department of the Treasury
Intemal Revenue Service

using this caleulator if you have a more
complicated tax situation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage income
outside of your job. After your Form W-4
takes effect, you can also use this
calculator to see how the amount of tax
you're having withheld compares to your
projected total tax for 2018. If you use the
calculator, you don’t need to complete any
of the worksheets for Form W-4.

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax return. If you have too [ittle tax
withheld, you will owe tax when you file your
tax return, and you might owe a penalty.
Filers with multiple jobs or working
spouses. If you have more than one job at
a time, or if you're married and your
spouse s also working, read all of the
instructions including the instructions for
the Two-Eamers/Muitiple Jobs Worksheset
before beginning.

Nonwage income. If you have a large
amount of nonwage income, such as
interest or dividends, consider making
estimated tax payments using Form 1040-
ES, Estimated Tax for Individuals.
Otherwise, you might owe additional tax.
Or, you can use the Deductions,
Adjustments, and Other Income Worksheet
on page 3 or the calculator at www.irs.gov/
W4App to make sure you have enough tax
withheld from your paycheck. If you have
pension or annuity income, see Pub. 505 or
use the calculator at www.irs.gov/WaApp
to find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident alien. If you're a nonresident
alien, see Notice 1392, Supplemental Form
W-4 Instructions for Nonresident Aliens,
before completing this form.

Separate here and give Form W-4 to your employer. Keep the worksheet(s) for your records.

Employee’s Withholding Allowance Certificate

» Whether you're entitled to claim a certain number of allowances or exemption from withhalding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

Specific Instructions

Personal Allowances Worksheet
Complete this workshest on page 3 first to
determine the number of withholding
allowances to claim.

Line C. Head of household please note:
Generally, you can claim head of
household filing status on your tax return
only if you're unmarried and pay more than
50% of the costs of keeping up a home for
yourself and a qualifying individual. See
Pub. 501 for more information about filing
status.

Line E. Child tax credit. When you file
your tax return, you might be eligible to
claim a credit for each of your qualifying
children. To qualify, the child must be
under age 17 as of December 31 and must
be your dependent who lives with you for
more than half the year. To learn more
about this credit, see Pub. 972, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit into aceount,
follow the instructions on line E of the
worksheet. On the worksheet you will be
asked about your total income. For this
purpose, total income includes all of your
wages and other income, Including income
eamned by a spouse, during the year.

Line F. Credit for other dependents.
When you file your tax return, you might be
eligible to claim a credit for each of your
dependents that don't qualify for the child
tax credit, such as any dependent children
age 17 and older. To learn more about this
credit, see Pub. 505. To reduce the tax
withheld from your pay by taking this credit
into account, follow the instructions on line
F of the worksheet. On the worksheet, you
will be asked about your total income. For
this purpose, total income includes all of

OMB No. 1645-0074

2018

name and middle initial

lésbﬁb OLAY

2alan

2 _Your social segurity number

40 - 63 - 3K0G

A R o AL

8 [ single

Maried ] Manied, but withhold at higher Single rate.
Note; If marvied filing separately, check "Maried, but withhold at higher Single rate.”

City or town, , and ZIP code

4 If your last name differs from that shown on your social security card,
check here. You must call 800-772-1213 for a replacementcard. » []

Minnegeol’s ML 85U )]
5

Total number of allowances you're claimlﬁg'(from the applicable workshest on the following pages) . . . 5 3
6 Additional amount, if any, you want withheld from each paycheck

7 | claim exemption from withholding

for 2018, and | certify that | meet both of the following conditions for exemption,
[Ellast year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
Chis year | expect a refund of all federal income tax withheld because |

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

expect to have no tax liability.

6l !

7]

Employee’s signature

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it is true, correct, and conlplete.

20X

(This farm is not valld unless you sign it.) » x ‘ W

oslol

Date »

8 Employer's name and address (Emploser: Complete boxes 8 and 10 if Jending to IRS and complste 9 First date of 10 Employer ldsnﬁﬂcatlor'u
boxes 8, 8, and 10 If sending to State Directory of New Hires.) employment number (EIN)
For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 10220Q Form W-4 @018)



Employment Eligibility Verification USCIS
Department of Homeland Security oml;‘ :’:1111611;30 -
U.S. Citizenship and Immigration Services Expires 08/31/2019

P>START HERE: Read Instructions carefully before completing this form. The instructions must be avallable, either In

paper or electronically,
during completion of this form., Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ

[Bection 1 . Employee [hfarmatlon and Alsstalion (wma must aamplets apd sign Seatioh 1 of Porm #9 ha later
thén the first dgy of smpioyment, bur nat befors sagepting a job effer) i
Last Name (Family Name) First Name (Given Nams) Middle Initial Other Last Names Used (if any)

\on PlodoMant V\ Ol
Address (Street Nurpher and Names) Apt. Number | City or Town State ZIP Code
AAH f’fs\ ay ma\d] 2% Mooy | MO | 56UN
Date,of Birth fmm/ddpyyyy) U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number
\ mh%(p B0 - &3 - Fls O iy Ol

1 am aware that faderal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

I attest, under penalty of perjury, that I am (check one of the following boxes):

[] 1. Acitizen of the United States

|:| 2. A noncitizen national of the United States (See Instructions)

"m 3. A lawful permanent resident (Alien Registration Number/USCIS Number):

21—~ 53— 0

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

1. Alien Registration Number/USCIS Number;

Allens authorized to work must provide only one of the following document numbers to complete Form 1-9:
An Allen Registration Number/USCIS Number OR Form I-94 Admission Number OR Forelgn Passport Number,

QR Code - 8ection 1
Do Not Writs In This Spacs

OR
2, Form 1-94 Admission Number:

OR
3. Foreign Passport Number;

Country of Issuance:

Signature of Employee * M/VM/\

-

Today's Date (mm/dd/yyyy) O?’( q i 9-07

Preparer'éndlor Translator Oerliffoation (chieck ane); :

| dki net use a preparer & transtater. Q} A preparer(s) andfar trapsiator(s) absisted the employes in complgting Spotian 1.
Fiatus halow must be campleted and slgned wihen Froparers andir franslatars assist an employee in sompléting Section 1.)

1 attest, under penaity of

rjury, that | have assisted in the completion of Section 1 of this form and that to the best of Ihy

knowledge the.informatign is tAie and correct.

Signature ofT e | 78] Todayc';%itf {’E{T O)) g
Last Name (Fanily Name) (f;l fo 5 First N :! lf.vz,f l;&;r\u:)
i WP i Y N Y

o ~ Employer Campletes Next Page 0

FormI-9 07/1717 N

Page 1 of 3



Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

o ss - - : OMB No. 1615-004
U.S. Citizenship and Immigration Services Expmoosm';%];

Seation 3. Employer or Authorized Represent: ive Review dnd Verifioation
Iy o o oo o e 5 Sl i s dp ane doumant o L ) o e 2
o y— R e ) -
ListA ~ OR List B AND ListC
Identity ind Employment Authorization Identity Employment Authorization
Docurgent Title Document Title
E%sluing Authority Issuing Authority
Document Number Document Number
Expiration Date (i any)(mm/ddiyyyy) Expiration Date (i any)(mm/ddlyyyy)
Dacument Title
Issuing Authority Additional Information DON W e o
Document Number
Expiration Date (7 any)(mm/ddiyyy)
Document Titie
Issuing Authority
Document Number
Expiration Date (i any) (mm/dd/yyyy)

Certification: | attest, under penaity of perjury, that (1) | have examined the document{s) presented by the above-named employee,

(2) the above-listed document(s) appear to he genuine and to relate to the employee named, and (3) to the best of my knowledge the

employee is auth{l;:d tow the United States,
fi

The employee" day e’ Wyﬁt (rm/dd/yyyy): Q? \\C{\ 30 l 8 (See instructions for exemptions)
Signature of Empl r : 'l('t;i%{“ ‘)Et{e ‘(%W e 'o{ Emélq;rifér Authprized Rﬁregz)mative

Last Name of | loyer or Atithorized Re MFirst Name Employer or Authorized Representative Employer's Business or Organization Name
i EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or drganlzation Address (Street Number'and Name) | City or Town State ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344

Seaflon 3. Reverification and Rehlfes igned by gmpléiyer r gufhorized repipsenitalive)
: New Name (¥ appligahje] B, Date of Rehire (i applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

- It thie employee™s previaus gran of employment aldhariZalion has expired, pravids e formation for hE dobument oF recalpl hal establishes
oontinuing employment authorlzatien in the space pravided below.

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

| attest, under penalty of perjury, that to the best of my knowiledge, 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 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

FormI-9 07/17/17 N Page 2 of 3



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

EmployeeName:.@MM “ﬁ L‘l : V"M ha MHJ g&i Mf’?

(First) (Middle) (Last)

Former Name(s) and Dates Used:

Current Address Since: QQOS CO‘ “L Q X V\Uu@ D 2 W\Nﬂ@@& M@ 55(‘(

(Mo/Yr) (Street) (City) (State/Zip)

Previous Address From:

(Mo/Yr) (Street) (City) (State/Zip)

Previous Address From:

(Mo/Yr) (Street) (City) (State/Zip)

Social Security Number: gq O" 6:} e 98 % DOB: O / O{ I / q g@

Phone Number: : QD"' 639"’ %&68

Driver’s License Number/State:

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

| 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 inciude, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county Jurisdictions; driving
records, birth records, and any other public records.

I further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential

manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth.

Signature: _ﬂ/)ﬁ!ﬂ; Date:g / Zﬁ ’lg

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




EMERGENCY CONTACT INFORMATION

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

Employee Name: MA U “4‘ hi g q (’ ﬁﬁ

aigess LAOL, Col FA X na veihned PORCT
ome phone: 415 5 FF VDL

; i EMERGENGY csmmi‘:m .
Please list twa peaple (In prigrity order) who could beé pontaatéd In odse of 4n omergéncy
Contact #1 Home Phone:
Namezja Mﬁﬁ Cell Phone: élﬁﬁ@g‘ p}g!
Relationship: Work Phone:
Far
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergency:

This information will remain confidential and will only be used in the case of an emergency.
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employer solutions staffing group..
Direct Deposit/Payroll Debit Card Authorization

8 by Direct Deposit and/or Payroll Debit Card.
wages will be paid by Payroll Debit Card.

Employees have the option of receiving wage
If you do not provide a written election,
SECOTRINTA (7

SN RS R G TG
|| Direct Deposit (Please complete Sections 3 and 5 below)
b1 Payroll Debit Card (Please complete Sectians 4 and 5 below)
SEGERING 3 IIEGEE DEReS

B [ Update Bank Account
Bank Name:

[] Paper Check (Option availabie 10 G4 NH and NY residents only)

Note; DirectDepasitacmuntsmaytaketq: to 7 days to be activateq
I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
Routing# responsible for any delays in payroll or extra costs
incurred if the account number that T provide is incorreet,

Account#

Account Type: [ Checking [ Savings [JOther el

*  To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
=  Ifyou change banks, do not closeyouroldbankaccountumﬂyour direct deposit has smrtedatﬂlenewbmk,whichmaytathaypmiods.

SECHION - PANROLT DEBEE GARD

Date

Card to pay your wages. For Your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity,

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account ar
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 Yyou received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages,

CARDHOLDER INFORMATION (88 you want your Payroll Debit Card to be jssned)

First Name M1 Last Name Date of Birth
Street Address (poBax 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 # ’

Employee’s Signature: J,_,Lﬂ Date:ﬁ l 20 , )%

ctly 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: @
this information will only be used to send your paystubs electronically

Employee's Signature: Date:
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employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

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

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

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

LC,\Representative
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employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221 .0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



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

your physical condition.

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

I have read my responsibilities and agree fo abide by these guidelines.

Signed: 2! Mﬁ!
Printed Name: _X (A ﬂﬂo”'{ l(a bi g Gldy
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employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): /“ OL u u Nl 4 l/lf

Signature/Firma: AM
ED* |



employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. Itis 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.

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

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

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

* Responsibility to work in compliance with OSHA laws and regulations

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

* Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

* Right to refuse unsafe work

° Right to know or be informed about actual and potential dangers in the
workplace

* Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.
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employer solutions staffing group..

| T S e i R A

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on-
ESSG WORKPLACE SAFETY POLICY and I understand fajlure 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)

aLdbigh

Employee’s Signature:

J@li v 7' Date: % (2 G\Y




om 88950 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OME No. 1645-1500
Department of the Treasury - 2
Intarnal Revenue Service B Information about Form 8850 and its separate instructions is at www.irs.gov/form8850,
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side,
Your name Soclal security number »

Street address where you live

City or town, state, and ZIP code

County Telephone number

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

2 [1 Check here if any of the following statements apply to you.
» | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 8
months during the past 18 months.
* | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.
* | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,
* | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits {food stamps) for the past 6 months; or
b. Recelved SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.
During the past year, | was convicted of a felony or released from prison for a felony.
* |received supplemental security income (SS) benefits for any month ending during the past 60 days.

® | am a veteran and | was unempioyed for a period or periods totaling at ieast 4 weeks but less than & months during the
past year.

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

& [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that;
* Recelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

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

Signature —All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complete.

Job applicant’s signature > }L/&, naﬂ\jﬁ 0[ l%

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 22851L Form 8850 (Rev. 3-2016)




Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

cialistsin Tax Credifl Administration

Client: Company:

Location: Position: Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name: Suffix; Street Address: City/State: Zip:

SS#: Date of Birth: Age: Have yon worked for | If yes, location:
this company before?
Yes (] No[]]

Please complete all questions, and sign and date the form., Yes

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) |
at any time since August 5, 19977 (if yes, please provide information below,)
Name of the person receiving benefits: — Relationship to you:
City: County: State:

—

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

Name of the person receiving benefits: —— Relationshiptoyou:
City: County: State:

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? O
If yes, please indicate which type of agency you worked with and provide their location information below:

[0 Vocational Rehabilitation Agency [] Dept. of Veterans Affuirs [ Employment Network (Ticket to Work Program)
Name of Agency: Phone #;

City: County: State;

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

5. Areyou a Veteran of the U.S, Military? *If'yes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, please continue to question #6.)

Dates of Service - From: To:
Branch of Service:
Are you entitled to or are You receiving compensation for a service-connected disability?

O

O

6. Have you been unemployed at any time during the Iast 12 months?

If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
If yes, in which state did you receive unemployment compensation? __

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

LS (R T ]

Conviction Date; Release Date;

Was thisa [] Federal or [] State conviction? If State - County: State:

—

O O oo

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? O
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [ Do you receive CalWorks? [] Workforce Investment Act?
O Areyoua migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

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

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

New Employee Signature; W/\ Date: g [ Z‘ I)q

|




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

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

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

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

New Hire’s Signature: {4444 Dateg 7 g
New Hire Name: Q_égd w [ (ﬁ ﬂ?

Social Security Number: g 70 é ? ?’q 06

Employer Name;

Please check the statements below if they apply to you.

[ | declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

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

(Enter start date)

Privacy Act Notice:
The Intemal Revenue Code of 1986, Section 51, as amended and its enacting legislation, P.L. 104-188, specify that the State Workforce Agencies are the
"designated" agencies responsible for administering the WOTC cerfification procedures of this program. The information you have provided completing this

form will be disclosed by your employer to the State Workforce Agency. Provision of this information is voluntery; however the information is required to
determine your employer's ellgibility for the federal tax credit.

..—..—...—..—.-—..—.._..—.._..—.._..—.._..—.._..—.._..._.._..—.._.._.._..-_.._

Public Burden Statement:

Persons are not required to respond to this collection of information unless it displays a currently valid OM B control number, Respondents' cbilgation to
complete this form Is required to obtain o retain benefits (P.L. 111-5). Public reporting burden Is estimated 1o average 10 minutes per response, including the
time for reviawing Instructions, searching existing data sources, gathering and maintaining the data needed, and complefing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.S, Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1 205-0371). Please do not submit completed forms to this address,

117-
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Health Plan Options
Employee KEEPS
this page
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Enhanced MEC Pﬁan ‘1 Fixeﬁ m&emmty P!am 2
o MEC wellness/preventive plans starting at o - ESC Fixed Indemnity plens starting at
$24.00/waek . $20.25 per weekly payroll deduction
o Covers &3 mandated benefits AND 520
oifice visit copay, 510 generic preseripiion o [edical, Rx, vision and dental benefits
drug copay, $10 CVS Minute Clinic copay o Doctor office visit benefit of $100 perday
antd mora!
. Eliminates employee individual mandate tax o Wellness benefit of 5200
for those enrollad , o No pre-existing condition limitations

o Options for family coverage o No weiting period or deductibles on medice]

o Weakly payroll deduction — month by month coverage o First Health Network

o Unbundled cholces-you do not need to heve madical to
choose the vislon, dentel, term life, or short term
disability

Minimuem Es ] e (Pla which is adminisiraied by Health £Z The

Minimum Essan‘ﬁa! Coverage (MEC) plan Is ACA quaﬁfy!ng There are copays for services like docior's visiis,

x-rays, and generic prescription drugs. Please note - hospitalization Is not a covered benafit

ESSG offers & fixed indemnity Pl ‘ which is adminisirated by Planned Administrators Inc. {PA!). The
Fixed indemnity Plan offers Jlmated beneﬁts st an affordable prics, specifically for the stefiing industry, Premiums
will be automatically deducted from your weekly paycheck, This means you are buying & with pre-tax dollers.
Whet does pre<tex dollars mean? It simply means the premium comes out before izxes are taken out, which
means you're taxad on less income. Affordable medical, dental, vision, dissbility, and life Insurence benefits are
avallable,

You have 30 days from the start of your employment to change your bensfit elections.

The 3rd pian Is offered fo only qualifying employess®. s an ACA qualifying Bronze Plag with Essential
8tafiCARE (ESC). Once you qualify, you will be notified by ESC that you are eligile, and will be given the
oppertunity to enroll. You should recsive this afier you have been on assignment for approximately 35 - 45
days. The offer will be mailed to the address we have on file, it is your responsibllity fo update your address
if neetled,

If you have any questions, please contact the Health Benefits Team at Employer Solutions Staffing Group.
*An employee will be deemed qualifying any time after 30 days on assignment(s), and their status is

working 30+ hours per week or more than 1560 total hours In a calendar year., They must be ESSG
employess.*

Health Benefits Team
Employer Solutions Staffing Group
PO Box 46270 | Minneapolis, MIN 55344

Phone; 952-767-9519 ] Fax: 952-767-9515
heslih@emploversolutionsgroup.com

hap:/ /ESSGHeakh.com
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Fixed Indemnity Medical Benefits_Plan 2
E-iMHTED BENEF?TS SUMMARY Foliey Numeer  219301.E8G-1

T‘hy Fue'* !nverﬂa;.y Madzwf Flen pays e flat amaurt for 2 covered evant causes by an 2ccicent o Hiness. Hahe covared evartcosts
e, you pay tha & siherence, But i the coversd eveng coms bass, you keap the d;"“e'ef-a*

i) Ouﬁpaﬁan% Beneﬁts‘ _ ] Inpa"zen‘c Bensfits ] Lo
1% Physician Ofice Visic | $100perdey  Standerd Cane 5300 per day
Dizgnosie (Laty AT _ $8perdzy | Imersive Cerz Unit Maximum @ $500 per oy
Diggnosiic @)ﬁay) v L §R%ger cay Inpeticnt Swgery ':3., 500 ver v"ay
A*n:u&a'z"e bemces b.:@‘:*m gey  Anesthesiclogy ] n $”GG perday
Physical, Speach, o7 Oocusetonsl Therepy 350 pes - day Skilled Nursing ° . $ilDpercsy
Emargeacy R'wem Bene‘rt Sickness $0pernay P H'*snm:? Aﬁnss*wcn( nar yrun) 3950
;_mergam 'Room Sensﬁ* Ac"tczen“ ~ $7%0parday Ana wsl Inpetient Maxmem - ‘\‘:. .:mt

Quipstient Sugery 375G per day Wellness Care e
Anas‘:hasm*cay . 330U perday Wel!ress Care {one peryesn) ':3‘30})
Azt Outgetient Maximum $2.259  Prescription Drugs {via reimbursement) i+

Arvual Mardmum e T $’530
Per Day . $30

vl cmpwédr benedia ace suiaec: 1o the oitgations marimum ‘,::ay in addvan to stanchrd cata bensfist for stz in & sikillec nurming facilry aher & hosoial eray
“ Sukps o ntasal hmis oz !an fnotsdbyect to autgstient sasmum - o file & Haim &y reamdusEmen?. sa yaur sevaipt and em s Planzsd Admimstatais, v,

[l Yiaiting Period/Coinsurance  Annual Maximum Beneﬁt 6750 - Dedustiple i B50 T
CwerageA___“ None/100%  Exams, Cleanings, imracrel Fllrrs and Erwwmws L)
" uf CoverageB 3Mc**.hsl 45*'/« ... . Filings, Orel Sqrqery, an«:.* Repausm Cfovms, Bnaces arml Damures
Coverage C 2 Mcn’tna/ ::9‘6 . R “em:«dan“«os. “rowrs, Bu*'?ces*.*:ud:.lmm-smd O=mmres .
“Outeof-Network
& PigaPays * VouPay  PonPas
' Eye Bmamination * tadinssionsd  Si0Copsy o O R
Exam Options {Stancard or Premium czum-szr-t, Upt :&:m m%of‘%m Pa.a 0 3 100":__ .. Mpio$40
Frames‘ s ' &Lmeg&%mﬁﬁsmalhrnca $10"a!!owanoe,2&?',’éaﬁ odeosms o AR
Stanéard ?ias’dc Lensestsmgle.‘m‘o'ai tﬁz’x*a&)" swm-oay ?3%@":’?3;31 2 Bl ] 100"&__ . $23855
Lens Options -~ e S50y L W moriing o ot LM e
Contact Lanses (Comventional) ' S0Copey 8% cfremainhg m’"*‘ms‘“‘-’ T . T
Plsposable Contact Lenses ' e WCepy ... HOdlowenes | T00% SO
Medically Necossary Contact Lenses * ~ " S0Copay | w80 520
' Ones every 12manths -~ Once svary 2 monchs R o u .
= _Emplwee Amuunt. “’0000(’&5&@5 ;057, Qﬁa’ 65, SW,OQG a; 0) Chﬂd Amor.mt (6 masio?éyrsold} 8o
"o Spouse Amount SSQOO frerminates a1 2ge 7’)) v . in‘?ant Amount (‘35 daystaémos) . $1.000
ACCIDENTAL DEATH & DISMEMBERMENT {AD&D is part of the Term Life Benefit) i =8
Emplayeﬁ'g&.mount g0 . child Amount (6 mes to 26 yrsold) $5000
Spouse Amownt 520000 e Amowd (S smo 850
Z7) BeneftAmownt ﬁDao‘qa'aryupzws SOperweai( ¥ i
Gal_Waiting Perlod/Maxioum BonefitParfod . __ 7dmpuptoZbwesie SN
WEEKLY LIMITED BENEEITS.PREMIUNMI I Medical  Dental  Vision Term Life STD
Employee Only Wi Eohiig et 3 | 52025 _nss 17 §242 06D 6420
Employee + 1 e B0 £1236 Sher 5090 ' }
Employee + Family | L smage “Teap3pt e ehm T ggigg A

This is an Escenual SafCARE Earollment Form



LIMITED BENERIT EXCLUSIONS AND LIMITATIONS
These are the siandard limitations and exclusions. Asthe ma;fvor
vary by stats, please see your suramary plan descrigtion &P0)

& more detailed listing.

FIXED INDEMNITY MEDICAL

No benefits will be paid for loss cavsed by or resulting from:

¢ Intentionally seffinficksd injuries, suicidz or any atterpt whils
sane or ingane

@ Declared or undeciared war

@ Senving on full-ime active duty in the armad forces

¢ The coversd pamsan's commission of a felony

@ Worlk-related injury or sickness, whether or not benefis are
ble under iorlers’ corpensation ar similar faw

No hewefits will be paid for

@ Eye examinations for glasses, any kind of eye glasses, or vision
prescriptions

@ Hearing exsminations or hearing aids

@ Dental care or freatment other than care of sound, natural
‘eeth and gums required on accournt of injury %o the covered
person resulting from an acciclent that happens while such
person is cavered under the policy, and rendered withins |
months of the aecident

@ Smvices randared in connection with cosmetic surgery, except
cosmetic surgery that the covered person needs for breast

rsconsiruction following a mastectomy oras a result of an

gociclent thet happens while such person is under
the policy. Cosmetic surgery far e accidental injury must

rmac within 90 days o? the secidert causing the injury

anci while such person’s coverage Is in

® Senvices pravided by a member of the ¢overed persons
§ -y farmly.

Thefbeed Indemnity medlical plan s not avallable to residents of

Hawait, Naw Hampshive or Piere Rico.

DENTAL

Tha plan will pay only for procechures spacified on the Schedula
of Cgveted Pg:aywdur);s mghe group psﬁiaq'. Many glcceglures 5
<oV underthe ?lan have wart%g periods and limitations

on how often the f an will pay forthem within a cartain fime
frame, Formore detailed Information on covered procedures or
Amitations, please see your summay plan dascripgon.

@ Services or raterials praviced by any other group benefit
reviding for visten care;

¢ Two pair of glasses In lleu of bifocals.

PRESCRIFTION DRUGS

No baneiiis will be paid for gverthe-counter products or

medications or for clrugs and rmedications dispensad while you

are in a hospital,

SHORT-TERM DISABILITY

No benefits are payable under this coverage in the following

instances:

@ Atterpted! sulcicle or insantionally seifinflicted tnjury

® Vollg;gw t2ling of polsori; voluntary inhalation of ges;

vo

ry taking of & drug or chemical. This does nett apply to

the extent acministered By 2 licensed physician. The d;vmc;an
roust not be you or your spouse, you or your saouses child,
sibling or parent, or'a person who rasidesn your home

® Declared or undsclarad war or act of war

& Your commission of or atternpt to commit a felany, or any loss
sustained while incarcersted for the felony

¢ Your pariicipation in a ret

® If youengage in anillegal occupation

@ Relsase of nuclear ena%}r 4 G

& Operating, siding in, or descending from any alreraft (includi
g}x‘:n g)?der). 'i‘ﬁgaiy' coes not app) gwhﬂe yong area pgssenger:g

l
ona kﬁ:ensed, commarcial, nonm‘x?ifary alrcraty; or
® Worlrelatad Injury or sickness.
Short-Term D}sa'bmx? benefits are net avallable to persons who
wg;:aﬂcén Caldornia, Hawall, New Jersey, New Yorl, or Rhode
lslandl.
TERW LIFE AND ACCIDENTAL DEATH & DISMEMBERMENT
No Life Insurance benefits will be payable under the ﬁ-ﬁq for
dleath musemsmdde or self-dlestruciion, or any attempt at it
within 24 months after the person'’s coverege undar the policy
me affecive,

gor Mggngegl Dea%h and Dismgm‘ggr?enti% will not

e payzbie for any loss caused inwhole orin or
resulting In Whele or in part rom, the folloning:
Attempiad suiclde or intentionally self inflictad injury, bodily
or rnantal infirrrity; cisease of any kind; or medical or surgical

treatment for that infirmity or disease, This does not include

VISION : ] bactaral infections resulting from an accidental cut or wound or
No beneflts are pagabie for sarvices or materials connected with,  accidental ingestion of poisonous food substance; volurtary taking
or charges arfsing from: ; poison; voluntary inhalation of gas; voluntary taking of a drug
& Orthg’pﬁc or vislon trainin b sub-normal vision aﬁds‘ and any orchemical. This deas not api?!yto‘ﬂ'te extant administerad b}‘ a
assodited Supplemental fsting: fieensed physiclan. The physician must not be you, your ?ouse or
® Aniseikonic janses; clomestic pariner; you, your sgvousas or domestic parers child;
; , sibling or parent; or a person who resides in your home; declared
@ Medical and/or surgical trestmant of the eye, eyes, or or mﬂed%d war or act of war, your commission of or attempt
supporting structure; b to commit afelony, or any loss sustained while Incarcerated for
@ Corrective eyewear racuired by an employer as a condition of  the felony; your pariicipation in a riot; f you engage in an Tlegal
employment, and safety eyawear unless specriically covered accupation; releass of nuclear energy; operating, fiding in, or
under plan; descencing from any aireratt {ncluding a hang glicer). This does
® Senvices provided as a result of any Worler's Compensation law; not apply whis you are a passenger on a licznsed, commerdial,
- Plano nqn-prescgpticn lensels and non-prescription sunglasses  NONMiftary alreraft; work-related injury or sickness.
{except for 20% discount);
' i ' - Mén;bér Senriées; N

For fraquently asked questions and network information for the the Fixed Indemnity Medfai Plan, please go to

whwvwe, essentinistaficare. com/FACQVS],

PLEASE NOTE: To make changes or cancel coverage by telephone call (800) 269-7783. Your pin code for enrolling/making changes
is 140 + ___ _ (last four digits of your S5N;, Your Company has chosen to take some/all of your payroll dechictions on 3 Pra-Tax
basis, Please contact Customer Service at 1-866-798-0803 and a Representative will assist you in identifying the deductions that

are taken Pre-Tax.
| Essential StaffCARE Customer Service: 4-856-798.0803

= Once enrolled, members can call this number for questions égading plan coverage, ID card, claim status, and policy booKlets and

o add, change, or cancel coverage.

® Customer Senvice Call Center hours are M - F, 8:30 a.m. to 8 p.m. Eastern Standard Time.

Bilingual representatives are available.

© Members can also visit www.paisc.com and click on “Your Plan” and enter your group number

Th's 15 an Essertial StaFCARE Enralimens Form.




Freguently Asked Questions
When can | anroll in 2 plan?

As a part-time or full-time employee, you are able te enroil within 30 days of your hire date, or during the
ennuel open enroliment for the plan. If you do not envroll in one of those periods, vou can enly enroll if you
Reve a quailiying life event. You hava 30 days from the date of the qualifying life event to enioll.

Whatis & gualifving life eveni?

A qualifying life avent is definad as a change In your status due to one of the following:
o Marriage or divorce

« Birth or adoption of a child{ren)

@ Tapmination

* Death of an immediate family member
¢ Lossof dependent status

* Loss of pricr coverage

¥When can | cancel off of the plan?
As our plans are pre-tax, you are only allowed to make changes/enroll/cancal during certain times of the
year. Tha above listed times {your first 30 days of employment, during open enro Hment, or within 30 days
of a qualifying life event) ars the'only times you are able to change/enroll/cancel,

i1 fill out 2 form, end do not get placed on assignment right v, do | need to fill out 2 pew

form? .
Your form will stay valic for 6 months. if you are placed on assignment after 6 months of the signature
dete, you will need to {fli out a new form o enroll in tha plans. if you worked fora period of time and
had deductions, and then stopped working for 6 consecutive waeks, you ars considered a re-hire, and
would need to fill outa new form to re-enroll. ¥ vou imiss jess than 6 consecutive wee ks, the Fixed
Indemnity insurance will continue without penalty or the need to re-enroll, After 3 missed weeks the
Enhanced MEC coverage will be cancelled.

When will my deductions start and coverage begin?
Fixed Indemnity Plan ~ Deductions will begin about 2 weeks after we at ESSG receive the form, coverage will
begin the Monday following the first deduction

Enhanced MEC Plan - Deductions wiil begin the first of the manth after we.at ESSG receive the form,
coverege will begin on the first of the month following one month of deductions

When will | receive mv insurance card?
Eixed Indemnity Plan — it should come about a week after your first deduction.
Enhanced MEC Plan — It should come about 10 days prior to your effective date.

. Additional Fixed Indemnity Plan information: }

This plan does not qualify as minimum essential coverage as defined under the Affordable Care Act
{ACA). This plan is 2 supplement to health insurance and Is not a substitute for major medfical coverage.
Lack of major medical coverage {or other minimum essential coverage) may result in an additional
payment with your taxes,

ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT

OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANGCE IS GUILTY OF INSURANCE
FRAUD AND WILL BE PROSECUTED. ,

The Sssentlal StafCARE Fhed Indemniy Medical, Praseaption Drug, and Dertal Pians a2 yrdervritten by 3C8 Insurance Conwany Clzkbeak Terece, Hinsls
under Policy Series Numbers 25.1204, 25,1839, 28,212, and 26.213. The Term Life, Accitantal Death and Disriembarmert and ShureTems Disability Plans are
underviten oy 4 Ever Lite Insuranc: Company, Cakbrook Temscs, inais undar Policy Seriss Number 82,200, The Wision Plan is undenmitten by Companion
Uiz Insuranse Company,

Fou qasiions o essmeate, plerss call Sssential S1BTARE Cuttorar Sarvice 2% 1-85A-T93-0803,

* = Essential Staff CARE

£SG ESC CUUNAC-MN) P1 v18.2
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0 I YRR AL L T,
Benefits Enroliment Form New Emoleyee Rebire Rehire Dite____ SRt
EHinloves BirormationT i TR S R m SRR

A e feerer
[Name First and Las$

Atdress | Chy

Gondar Ll Wi | lieriial States L] g | Baw o7Bih "Date of Hiro
[[] Femate [ sarsen D Divaraad |

phoae Numbor: Email Address:

Please Select Desired Coverage:
Employee Onty - [T]| Employee+Spouse - [T|Employee+Child(ren) - [ Family -
] O] Ol Hles

$24.00Meek $38.00/Waek $38.00/Week 3.00/Week

!s““a’sm""/" |81t Data i | Ralstionship
W. i s Nale ’s"mﬂD '..'hiTSD
oo L e i I B Famels | | Domsstc Pasner
. 7 T
Seal Securlyi | BisthDate | Sox Relutlonship
— ; I:I Naa Spouse D (il
LEASER Wi LaniName | [] mamae i [T] Demestic Partner
‘Dapéndeot AT SR ot e : b e—
Soclsl Seeudty s 8isth Date | Bex ] Ra"miwmbip
| O
I

Ermyieres Alasvisigemen 20t Auiharaaliyi« |horaby apply for fhe group hansfitis) as lndisated. ) acinowledge thatall enties are true and complete and thet
any misstztements or faliure to report Information may bs used us e basis for cansellation of eoverage for me and my cependent(s), ¥ any, from the original

effective date. Further, | authorize my amployer to meke the necessary payrall dedustion of premiums for coverages | have elentad,

IF ENROLLING - YOU MUST SIGN HERE

Employeo Signaturn Dute
ELPLONIES DEGLINIRS lam DECLINING coverage
1 understand that1 and/or my dependants, fany,

walve 5ny coverags and desire to participate inthe plan at & later date. Uve may be gonsidered a late enrollee and
must mest the requiraments detinad in the Certificate of Coverage for the company's medical or tents!

ns. if] deciine gnmiiment for mysaif or roy dapsndants
{invluding my spoust) besause of othor covaragn, I muy, in futum ba ahla to enralt mysalf or my dependepis in this plon, provided § request snrofient within 84
daye after the ather coverage ends. In addition, # 8 now dependsntrelaionship forms as 2 result of marriage, birth, adoption, piasement for adoption of parting sult
afadoplion, I may ba ahle to enroli myself or my dapendont, provided | request envaliment within 81 days of the evant. B

iIF DECLINING- YOU MUST SIGN HERE

Employos ignature )(1 Z ﬂ{/ Date X_’g( [ % (7

Employer Solutions Siaffing Group Haalth Berafits Team F
PO Sox 486270
iMinneapolis, MN 55344
Phone; 852-787-8513 Fax; 352-767-8515
Email: Health@ampicysrsolutionsgroup.com




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. ! have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.

2. 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; (¢) 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 unflateral 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.

Individual's Name

ik

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Fixed Indemnity Medical Benefits_Plan 2

VS ZISS0T-ESGH  OFSCEUSEOMr  LOCATION_ . «-.\mn,:,w__,,,/,___,,;__,___

em o a e

ENROLLMENT FORM ESCCLUUNAC-VING 75 vi6.2

a3 n s VBt Y e oy e e - S e e

_ IREI £ ) M_ R ) : PRWT USiN@ E&A‘CK or 5LU= iNK {N usz Efa r:!!ed le) i .
Nene So::nai S=cur.~ =oma ?‘sr —Q,D.ED

Adiress Ao &
City State Zis Dete of Sirth
s d =
v 7

“rrin 4 b elmna e S b CEE it s ARAE e AR e aem St e st b s e e P I L USSrT .

@‘,’ﬁsi\'o_-..'*' Yzs, pesse comiowve,

NMadicars Haskh insuence k..!m " I\rn har [HICNY Medisara Efegtive Date

Nems of Covered Parson {8)

ol Paymﬂ Daducted Wae?dy Raﬁes

"‘ou MUST saloct 2 ooverege !evai before any censiis in Qectl on . Yc»,u e, cr’ leve! for the all benefts in Sacrea C wil &
ianticel. Trha Fixae Indemnity Medicel Plan, Dental ""3:."' Ter LEs Plan, and Shor-Term Disability plans are vnderwitian by ECS
Irsurance Comrpary, The Vision plan is undsmritien by Tempanion Lite & Tsurarca Lonpany

SELECT COVERAGE LavEL TP MOBMNTY | penrar | vision TERMLFE | SHEHTeRM

Eerployse Only $2025 | %697 5242 .|  $0.80 - $420
ampleyee =1 O] 1 g41.00 $1238 | 592 $0.50
Employas + Family $54.88 - §20.36 $6.56 $1.80

NOw» AL Serets O | OlvesOlne | Olves Olno | Olves Olvo | Oves Olno | Olves Tne

"Tivs coverage is notevalekle = residerms of N5, H), or PR. “STD is not availzbla 1o parsens whe wark in CA, =i, N, NY, = RL

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

Nema , Ralatiorship

e s > ———d A 5 - —— b -

v i re e s s s e et s —

Sccial Securty # Cete of Birth . “Relationshi

U I:I M[EB Spouss E Chitd D Damaestic Partner

Name Social Sesurity # Date of Bir r'-1 Sex !at\cnsh:p
(A4 M @:] Spouse ] Chile [ JDomestic Partner

Nemse Social Securty #  Dste of Birth_Sex ‘Eelebonehxp
' i/ DE—’":D H:ﬂSpor._se ﬁ Chiig DDamas.’xc Parinar

Name Social Security # Date of Birth Sex Reationsihp
i D@@ @Spouseuch‘fi | lIDomastic Partner
;;a REQUIRED SIGNATURE © 1 7 KTy iﬁ'usw"szem AND DATE, EVEN IF YOU DECLINE COVERAGE

- s e b S

ot bt 2 04 o s 0

| havs raad the benefit packe: and .'.uv-*ars:ard 15 lirri=ations. | Lnderstand that open enrollment is on y ava sble‘er
a limied tima and ! usderstend thet meking no benefit selecrion i5 2 declination of coverage.

L4 esenawrs Yyrrf

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

il

This 1s an S3sential $2aFCARE Ensolimant Form.



