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SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017073152434NE
Report Prepared; 03/14/2017
Company lrlformaﬂon

Company ID: 47429

Company Name: Employer Solutions Staffing Group

Employee Information

Last Name: Nunnery First Name: Brittany

Date of Birth: 12/21/1884 Social Security Number: *** ** 5402

Hire Date; 03/14/2017 Ciiizenship Status: A citizen of the United States
Document Information

List B Document: Dri\_ler’s ficense or ID card issued by a U.S, state or
outlying possession

Document Name: ID card

Driver's License or {D Card Number:

Gase Status Information

List C Document: Social Security Card

Document State; Minnesota
Document Expiration Date: 12/21/2020

Final Case Result: Employment Authorizad
Case Submitted On: 03/14/2017
Closed On: 03/14/2017

* Employer Case ID:

Case Submitted By: AFIN3846
Closed By: AFIN3848

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

SENSITIVE BUT UNCLASSIFIED
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employer solutions staffing group. i s
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__ MUY YCNU First Name %H“H‘ QN Middle Initial __| .}
Street Address % k‘i’\t\}éﬁif e (W B) AptiSte Q
cityistaterzip_OF Tl OO Social Security Last Four XXX-XX-_€&3{DZ

Phone Number m a qu Email Address bn'HULI’)Lj N Zung(yéj @\ 1@ hod oo
Staffing Agency/Recruitment Partner C ﬂq e] :

Il offers of loyment are conditional upon satisfactory proof of identity and legal abili work in the U.S.A.
Are you legally authorized to work in the United States of America? YES [INO

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 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.

I 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
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

Bty Munpeny

Name (Print or typg) J

3s )7

Date

Applicant’s Sign

A copy or facsimile ("fax") will be considered the same as an original signature. Email will ONLY be used for employment corresponden:

For ESSG Office Use Only
DOH NHW -9 8850 W4
Emergency Contact Info Background Release Form Background Resuits Unemployment Letter ESC Application

(If applicable)

For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG Rev. 05/2015
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Form W-4 (2017)

Purpose. Complete Form W-4 so that your
employer can withhold the corraot federal Income
tax from your pay. Consider complatlr;? anew Form
W-4 each Xear and when your personal or financlal
situation changes.

Exemption from withholding. If you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the
form to validate it. Your exemption for 2017 expires
February 15, 2018. See Pub. 505, Tax Withholding
and Estimated Tax.

Note: If another person can claim you as a dependent
on his or her tex retum, you can't clalm exemption
from withholding if your total income exceeds $1,050
and Ingludes more than $350 of unearned income (for
example, interest and dividends).

Exceptions. An emploYae may be able to claim
exemption from withhoiding even If the employes is
a dependent, If the employes:

* |s age 65 or older,
e |s blind, or

o Will claim adjustments to income; tax credits; or
temized deductions, on his or her tax return.

The exceptions don't apply to supplemental wages
greater than §1,000,000. £

Basic instructions. If you aren’t exempt, complete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding allowances based on itemized
deductions, certaln cradits, adjustments to Incoms,
or two-samers/multiple jobs situations.

Complets all worksheets that apply. However, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a fiat amount or
percentage of wages.

Head of household. Generally, you can claim head
of household ﬂllng status on your tax return ontll\.: if
you are unmaniad and pay more than 50% of the
costs of keeping o‘{ﬁ a home for yourseif and your
degendent(s or other qualifying individuals, See
Pub. §01, Exemptions, Standard Deduction, and
Filing Information, for Information.

Tax credits, You can take projected tax credits Into
account In figuring your allowable number of
withholding allowances. Credits for chlld or dependent
care expenses and the chlld tax credit may be cialmed
using the Personal Allowances Worksheet below.
See Pub. 505 for Information on converting your other
credits Into withholding allowances.

Nonwage income. if you have a jarge amount of
nonwage Income, such as Interest or dividends,
conslder making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise,
you may owe additional tax. If you have pension or
annulty Income, ses Pub. 505 to find out if you shouid
adjust your withholding on Form W-4 or W-4P.

Two earners or multiple jobs. if you have a
working spouse or more one |ob, figure the
total number of allowances you are entitied to claim
on all jobs using worksheets from only one Form
W-4. Your withholding usually will be most acourate
when all allowances are clalmed on the Form W-4
far the highest ng job and zero allowances are
claimed on the others. Ses Pub. 505 for detalls.

Nonresident alien. if you are a nonresident alien, ses
Notice 1382, Supplemental Form W-4 instructions for
Nonresident Allens, befora completing this form.

Check your withholding. Aftsr your Form W-4 takes
effect, use Pub. 605 to see how the amount you are
having withheld oomgares to your projected total tax
for 2017, See Pub, 505, especlally if your eamings
exceed §130,000 (Single) or $180,000 (Married).

Future developments. Information about any future
develggments affeoting Form W-4 (such as
jegislation enacted after we reiease it) wlil be posted
at www.irs.gov/w4,

Personal Allowances Worksheet (Keep for your records.)

A  Enter “1” for yourself if no one else can claim you as a dependent .
® You're single and have only one job; or

B  Enter*1”if: [ » You're married, have only one job, and your spouse doesn’t work; or }
= Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

A

A

o

C  Enter *1” for your spouse. But, you may choose to enter “-0-* if you are married and have either a working spouse or more
than one job. (Entering “~0-" may help you avold having too little tax withheld.) .

mmo

Enter number of dependents (other than your spouse or yourself) you will claimon your taxreturn. . . . . .
Enter “1” if you will file as head of household on your tax return (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

=

mmoo
|

(Note: Do not include child support payments, See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Chlid Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.

= If your total income will be less than $70,000 ($100,000 if married), enter “2° for each eligible child; then less *1” if you
have two to four eligible chiidren or less “2” if you have five or more eligible children.

» If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child. G
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 retum.) » H

¢ |f you plan to itemize or claim adjustments to iIncome and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2.

* |f you are single and have more than one job or are married and you and your spouse both work and the combined

earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Muitiple Jobs Worksheet on page 2
to avoid having too little tax withheld.

For accuracy,
complete all
worksheets
that apply.

SE

= |f 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
Intemal Revenue 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 entitled to claim a certaln number of allowances or exemption from withholding Is
subject to review by the IRS, Your employer may be required to send a copy of this form to the IRS.

OMB No. 1545-0074

2017

/;1% Y?urﬂrst name and middle Initial
Ptancg N

Last name

AMunneng /

2_ Your social security number

37405057

; __Home address jnumber and street or rural routs)

473 Uniwerstu Prve 10

3 EX Single D Married D Married, but withhoid at higher Single rate.
Nota: If manied, but legally separated, or spouse is a nonresident afien, check the “Single” box.

Clty qr town, stats, a[d ZIP cadh

o B55I0%

4 [ your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. P [ ]

5  Total number of allowances you‘;re claiming (from line H above or from the applicable worksheet 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 th

¢ Last year | had a right to a refund of all federal income tax withheld because | had no tax llability, and

* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
If you meet both conditions, write “Exempt" hhere. . . . .

e following conditions for exemption.

2
6is [)

Rakd

Under penalties of perjury, | declare that | have examined this certificate an

Employee’s signature {

A =11 ) :
(This form Is not valld unless you sign it.) > Jo_L/ULAAAA l LANILA~N

d, to the best of my knowledge and belief, it is true, correct, and complete.

ver 315 /177

8 Employer's name and address (Empioyer: Compiete lines Bé-nj 1d otﬁ; if sending to the @)
N

9 Office code {optional) | 10  Empioyer identification number (EiN)

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

Cat. No. 10220Q

Form W-4 (2017)



Employment Eligibility Verification

: s FUSC.IS :
Department of Homeland Seeurity = | orm 1-9
U S. szeﬂﬂhlp and Immigmﬂon Serv]ces : OMB No. 1615-0047

Bxpim ommoxs

PSTART HERE Read instructions nrafnliy befora cdmploﬂnﬂhh fdrm. The Instructions must bo avallabh, sither in paper or electronically,
during complstion of this formi Employmnmfdrmnlnmmmwmdﬂllfom !

ANTI-DISCRIMINATION NOTICE: it is illegal to discriminate against work-authorized individuals. Employers CANNOT specity which -
document(s) an employea may present to establish employment authorization and identity. The refusal to hire or continue to employ
an indlvldual because ths dammanlaﬂon prasented haa afuturg mlmﬁnn data rmly alao conatlm Illagal dlauimlnaﬂqn

a{FamﬂyName) Y FlmNama(G i Midg '. Olherl.asmamuuﬂd{irany) e
Lﬁunrwfu o A | ‘s
Mdm(smtwandM) - ¢ |Apt Number~ enm'r ‘ " l2PCode

W =8 %w{ o 586
Date of Birth (mmtddyyyy) . FU.S. Social Sacurity Number

Employm E—mallAddlm F!Empllme’s Telephone Number

2]211994 ___ |BI9- [l - EHdE | preHeny - Nunnery Byew (o1 =00 G577

1 am aware that federal law prw!du for Imprlwnment andlor fines forfalli statements or use of false documents in
conngction with the completion of this form, ~

| nﬂmﬂn penalty of perjury, that | am (chacl& ong ol the follmnﬂng boxas):

{84 1. A citizen of the United States e

(£ 2. A noncitizen national of the United States (See Inafrucﬁong)

[] 3. A lawful permanent reskiént  (Allen Registration Number/USCIS Numbb[)

] 4 An alien authorized 1o werk  unti (oxphﬁondahﬂam mm/ddlyyyy):
Some alians may write "NIA* in the expiration date fiekl, (See insiructions)

Allens authorized fo work must provide only one of the following documet nurmBrs fo complaté Form 1-9: o e e
An Allen Rogisiration NumhewLISICIS Number OR Form 1-94 Admission Number OR Forsign Pestport Number: | | oM Y¥elnThé

1. Alien Runhlulbn Nwmaduscls Number:

2. Form |84 A&mmn Number:
OR
3. Foreign Paupon Numbqr

Coauntry of quanu:

fo&m_nm i""mwww) Sl

1 atteat, under penality of perjury,

ansisted In the eompleﬂon Se
knowiedge the information is true and correct.
Signature of Preparer or Translator Today's Date (mmvdd/yyyy)
Last Name (Family Name) Firat Name (Given Nams)
Address (Street Number and Name) Cityor Town State  |ZIP Code

Form I-9 11/14/2016 N



Employment Ehgiblhty Verification

USCIs
Department of Homeland Security A Form 1-9
v 0 1 * 8 No« 1615 7
U.S. Citizenship and Immigration Services EMB. AR 112-004019

ListA OR ' List B AND ListC
ldentl_tygnd Employment Authorization Identity = Employment Authorization

Document Title poument Title cuma

. PNTEABTON O 00 @euni, Cud
Eaiy b STRC T Moonenca U
e T a0 o, o,
Expiration Date (if any){mm/dd/yyyy) _.:,. Expiration Date (if any)(mm/ddAryyy) Expiration Date (if anyﬂnﬁd/yyyy)

-7\ -

Document Title
Issuing Authority Additional Information B Mok Ve T s
Document Number
Expiration Date (if any)(mm/dd/yyyy)
Document Title
Iasuing Authority
Document Number

Expiration Date (if any)(mm/dd/yyyy)

Certification: | attest, under penaity of perjury,

(2) the above-listed document{s) appear to be genuine and to relate to the employes named,
employee Is authorized to work In the United States.

that (1) | have examined the document{s) presented by the above-named amhloyaa,
and (3) to the best of my knowledge the

The employee's first day of employment (mnvddiyyyy): 3 : Iu -] ) (See instructions for exemptions)
Signature of Emplwoﬁzed Representative Today's Date(mm/ddAryyy) F; r op-Authorized Representative
AR a7 |On-Site Kap-
Name of Employer or Authorized Representative | First Te of oyer or Authorized Representative | Employer’s Business or Organization Name
I‘Hﬁr {Z{ ]l? EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
7301 OHMS LANE SUITE 405 EDINA

A :‘.l

ok B bk

First Name (Given Name) :

Date

Dacument Title

3 i
74 e
e By =

Expiration Date (if ary) (m

the employee presented document(s),

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

this employes Is authorized to work In the Unlted States, and If
the document(s) | have examined appear to be genulne and to relate to the Individual.

Signature of Employer or Authorized Representative

Today's Date (mm/ddyyyy) Nams of Employer or Authorized Representative

Form -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 Financial 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 print the informatipn requested below to identify yourself for BGC.

Printed name: BWH&V\ A \fﬂ SE ” Uunnen A
J Middle (O last J
none)

Other names used:
Current county of residence:

Current and former addresses:

’uﬂ\)
Meren 18" _crrent MMS%M\@
from Mo/Yr to Mo/Yr City, State & Zjp :
Pug " 7D £ 9 - Hpshras JYIN SSO33

from Mo/Yr to Md/Yr Street J  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. B _Zjill not use it for any other purposes.

71 1’y M1-90 SY0Z

Date of birth Social security number
n r
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: L.

%W”\MWM 3) W

Signature Date




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.
SECHON T BASICE INEORMAFION

Employee Name i SSN# (last 4 digits)
“Brrtany  Nunngn

SI;’L"]'I(,H\" 2 PANROEE BEFEECEION
'V Direct Deposit (Please camplete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated
| | Paper Check (Please complete Section 5 below)

SEGIEION 3 PDIREGE DEPOSEL

[ 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
(Y)&"@ Y}QV-\ K_ responsible for any delays in payroll or extra costs
Routing# D"?BC 66 ) incurred if the account number that I provide is incorrect.

oot T | 0021100 195) e BN o BiST1)

Account Type:  §4 Checking [] Savings ¥{] Other Delr +

»  To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
e  Ifyou change banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SECHON B PANROEE DEBEE GARD (GEOBNL GASEHEARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you, If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
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 or
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,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)

First Name ML Last Name Date of Birth
Street Address (Po BOX 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
I have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
I am agreeing to the program terms, conditions, and disclosures that 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:
SECHON S AUEHORIZNEION

T authorize ESSG 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.

N @ \Qjk. oY)

rm:t'i}un will only be used tg send your paystubs electronically

Employee's Signamregm‘_{\d&&% Date: 5 h g/ ( 7

NJ U

this info




EMERGENCY CONTACT INFORMATION

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

EmployeeName j 5] E“Q ’ ZSILM Ik /4%
Address: iz: i Mi HL&&KSHLU[ i’hiﬁ L‘Jj

Home Phone: {ﬁ) i _31} (ﬂ il 71':17

ot Sk ok oaqﬁtéd:iﬁ oo otancomorgarey |

Contact #1 Home Phone:

Name.:: M'CL/% 3/\129(9 Cell Phone: (061_ Zg\S., 6l 26
Relationship: MD'H'\_Q, Q N [ @ LD Work Phone:

Contact #2 Home Phone:

Name: M\wn HiQIrLS Cell Phone: (06 |- 31Q’ ug lq
Relationship: '—BD\:S ()’VW\(J 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.




%

Benefits Enroliment Form

é

employer solutions staffing group

Leveraging Resourves in a Changng Morke:

Enhanced MEC Plan_Plah 1

I New Em

Employeeiinformation

Name (First and Last)
f'"

/

Srittany Nunngng

Addrgss

i

wa‘;‘:
i
St
p i3S

empl solutions

LT PP e

lo [d Rehire Rehire Date

Soclal Security Number

g9

Benefit Plan Administrators, Inc.

o

SOl

3] WSUL

Zlp Code

S 3N-99T]

Please Select Desired Coverage:
|:| Employee+Spouse -

Employee Only -
$24.00/Week

Gt-dfz ')ﬂ Mal %MSI .I D%?f rth Hy\) D\Si? 63
ender m_pg:-.:m I:? Married Im| Dmgmed y (Eiz l J quu re
rPhone Numb: Emall Addlraés:

Bﬂ@%&uﬂn&%@qa hoo. O

Employee+Child(ren) -

[

$38.00/Week

$36.00/Week

Family -
$63.00/Week

QOther coverage informatiori including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

Sociaj Security#v Birth Date | S&X Relationship
T - e etk e et

Social Security # Birth Date | Sex Relationship
- m — e M

Social Securiy # Blrlh‘Daﬁ_. Sex Rel.ationship
oW s O,  [Poewe 0 om

EFF. DATE

Employee Acknowisdgement and Authorization - | hereby apply for the group benaefit{s) as indicated. | acknowledge that all entries are true and complete and that
any misstatements or failure to report information may be used as the basis for cancellation of coverage for me and my dapandent(s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premlums for coverages | have slected.

Employee Signature

Z

IF ENROLLING - YOU MUST SIGN HERE

Date

EMPLOYEES DECLINING

M 1am DECLINING coverage

IGN HERE

1 undersatand that | and/or my depandents, if any, waive any coverage and desire to participate in the plan at a later date. liwe may be consldered a late enrollee and
must meet the requirements defined in the Certificate of Covarage for the company's medical or dental p

(including my spouse) because of other coverage, | may, in future be able to enroll myself or my dependents In this pian, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be able to enroll myself or my depandent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST

Employee Signature S

8. If | decline enroliment for myself or my depandents

w 3)NS |17

7301 Ohms

ployer Solutions Staffi p Health Benefits Team

Suite 405

Edina, MN 55439

Phone: 852-767-9519 Fax: 852-767-9515
Email: Health@employersolutionsgroup.com



7 VS|

Fixed Indemnity Medical Benefits_Plan 2
219301-ESG-1

; OFFICE USE ONLY LOC@QN

Rehire Date ____/

ENROLLMENT FORM

e O e TSI PRINT USING BLACK or BLUE INK (Must Be Filled Out) -

ESC CU(UNAC-MN) P1 v18.2

1

" Bniftany ]\Zunm_/_ng_

A s yee |

)
MniApt.#.ﬁ

,Afiﬂ‘@mu%ﬂy e )

City \le‘ %‘ | State M)

, Date of Birth

2/ 99y

| SSI0R

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

Medicare Health Insurance Claim Number (HICN)

'Name of Covered Person (s): |
1. i

e EL m ben et s A e a s e 4 vt A e b - e

2,

_I:]Yes @.N_o. If Yes, please continue.
; Medicare Effective Date

- ...-......'{.. o s as s = e

13

C. LIMITED BENEEITS 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 ' oo INDEMNITY | penray VISION TERMUFE | SHORETERM
Employee Only [ ] s2025 ({3 $6.17 |, se4z (B s0e0 )| s40 %
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80
" NO to ALL Benefits 1] ClvesCino | Dlves [lno | [lves [no | [ves [ No | [1¥es [ Ino

1This coverage is not available to residents of NH, Hi, or PR. 2STD is not available to persons WH;) worl; ln éA, 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 DERENDENT INFORMATION

Name ' Social Security # Date of Birth | Sex Relationship
oo 0 [MITE] COspouse [ child [] Domestic Partner
Name Social Security # Date of Birth | Sex Relationship
Sl ; n IE [1Spouse [ ] Child[_] Domestic Partner
Name  SocialSecurity# DateofBith |Sex | Relationship
B e . [IMlE] [CIspouse[Jchid[Domestic Partner
Name Social Security # Date of Birth | Sex ' Relationship

//

[mI[E]  Cspouse [ 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
that making no benefit selection is declination of coverage.

a limited time and | understand

. P> SIGNATURE

only available for

This is an Esséntial StaffCARE Enrollment Form.



