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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018099160440HH

Report Prepared: 04/08/2018

Company Information

Company ID: 47420

Employes Information

Company Name: Employer Solutions Staffing Group

Last Name: Traylor
Date of Birth: 11/10/1994
Hire Date: 04/09/2018

Document Information

First Name: Rayonte
Social Security Number: *** ** 1207
Citizenshlp Status: A citizen of the United States

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

Document Name: Driver's license
Driver's License or ID Card Number:

Cass Status Information

List C Document: Social Security Card

Document State: Minnesota
Document Expiration Date: 11/10/2019

Final Case Result: Employment Authorized
Case Submiited On: 04/08/2018
Closed On: 04/09/2018

Employer Case ID;
Case Submiited By: ZZEP3284
Closed By: ZZEP3284

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

SENSITIVE BUT UNCLASSIFIED

4/9/2018, 3:05 P)



Employment Eligibility Verification USCIS

Department of Homeland Security omgzﬂatiw
U.S. Citizenship and Immiigration Services Fxpives UABIEDI0

B>START HERE: Read instructions carefully before complsting this form. The Instructions must ba availahle, elther In paper or electronically,
during completion of this form, Employers are fiable for errors In the compistion of this form,

ANTI-DISCRIMINATION NOTICE: it i llegal to discriminate against work-authorized Individuals. Employers CANNOT specify which
document(s) an emplayes may present to establish employment authorization and identity. The refusel to hire or continue to employ
an Individual because the documentation pressnted has a future explration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestatlon (Employses musi eomplele e5id sign Sestion 1 of Earm 18 no laler

thah the first day of employment, but not before accepling a job offer) : i _

Last Name (Femily Nama) First Name (Givan Nams) Middle Initial | Other Last Names Used (i any)
Traylor Rayonte E N/A

Address (Strest Number and Name) Apt. Number | City or Town Stals  |ZIP Code

1545 Adrian st. 10 St. Paul Mn 55102

Date of Birth fmm/ddyyy) |U.S. Social Security Number | Employee's E-mail Address Employae's Telephone Number
11/10/1994 ! 4?1191]?.91 | {-11] | || Ravquandre@gmail.com 6126013504

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the complation of this form.

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

O 2. A noncitzen national of the United States (See Instructians)

3. A lawiul permanent resident  {Aflen Reglstration Number/USCIS Number): N/A

IC] 4. An alen authortzed to wark _ unth {expiration date, it applicable, mmddiyyyy): N/a
Some allens may write "N/A" in the expiration date field. (Sse instructions) .
Alens authorized to work must provida only one of the following document numbers to complels Form 8; ! mwmhm&m
An Alien Registration Numbser/USCIS Number OR Form 1-94 Admission Number OR Faralgn Passpert Number, | |
1, Allen Registration Number/USCIS Number: Na
OR
2. Form 1-94 Admission Number: Na
OR i
3. Foraign Passpart Number: Na
Country of lssuance: Na ‘
Signatura of Emplma# Tadays Date (mmAldyyy)  Apr9, 2018
Rryow 28

Preparer andlor Transiator Certification (Check one):
@, | did not use a preparer or translator, O] A preparer(s) and/or translator(s) assisted the employes In complating Section 1.
(Fiefds below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

1 attest, under penalty of perjury, that | have assisted in the compiletion of Section 1 of this form and that fo the best of my
knowledge the information is true and corract.

Signatura of Preparer or Transiator Today's Date (mmAidiyyyy)
Last Name {Family Name) First Name (Given Name)
Address (Sirest Number and Name) Clty or Town Stals  {2IP Code

@ 'Emplo_ver ( aih&lgtes;]\fyik Puge”™ Q]

Fom1-9 071717 N Page 1 of 3



Employment Eligibility Verification USCIS

Departmen omeland Securi Form 1-9
e .t s . S ty OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

[Beatlon Z. Employer or Authorized Representalive Review and Verficaton

[(Emplayers ar thélr aﬁmanzad reprssen!ébve musgt o, fo and sign Section 2 within 3 businass days of.the amployee's frst day of employment. You
us! physwoally sxamine ane dacment from List A OR & combinstian of one ducument.fiom List B and one dooumand from List C & isted on the “Liaty
of Acogptable Documents.”)

LastName (Femily Name) TEjrst Name (Given Name) ML | on Status
Employee Info from Section 9 +€ E .
ListA ’TW Llst:g‘fnﬂ'_- G 2&1’%

identity and Employment Authorization identity Employment Authorization

Document Title

e rvery beenoo  EpGAL SecurihyCad |
i No,,m ____._OXM MMM
Dooument ]
L C $ g\_gg:soggzwm L-I‘1 ,9.01-12-01"7
Explration Date (i any){mm/ddyyyy) Explraﬁcn Date (i any)(mm/ddiyyyy) “Expiration Date (if any)mmddlyyyy)

~10 -20i4 NA

Dogumeant Title
Issuing Authority Additional Information i a%"&m%::.&
Documant Numbar
[Expiration Date (7 anyJlmm/adyyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (i any)(mm/dd/yyyy)

Cerfification: | attest, under penalty of perjury, that (1) | have examined the document{s) presented by the above-named employse,
{2) the above.listed document{s) appear to be genuine and to ralate to the employes named, and (3) to the best of my knowladge the

employse Is authorized to work In the United States,
‘The employes's firet day of employment (mm/dd/yyyy): L__/ l ﬂ z ém ,E {Ses Instructions for sxemptions)

WTDETWMM) wayq Authorized Representative
Hl4 12018 VY

Employer or Authorized Representaive | Employer's Business or Organizafion Name

AN EMPLOYER SOLUTIONS STAFFING GROUP LLC

Emp} Business or Organization Addrass (suaemmnberauu me) | City or Town State ZIP Code
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE 55344

Section 3. Reverification andﬁehlres (T ébe oompleled and alqned by employer or adthonzed raprésantatms JaE

8, New Neima (f doalicshie) . . . ; of Rehire (Famplicalle) .
Last Nama Family Name) FlrstNama (GIvenName) Mkldle lnmal Date (mand/yyyy)

Dncument Tlﬁe Document Number Expiration Date (¥ any) fmm/idiyyy)

1 attest, under penalty of perjury, that to the hast of my knowledge, this employee is authorized to work in the United States, and if
the employee presented documeant(s), the document{s) | have examined appear to be genuine and fo relate to the individual,

Signature of Employer or Authorized Representative | Today's Date fmmAddyyyy) | Name of Employer or Autherized Representative

Form I-9 0717/17 N Page 2 of 3






c_i'a",a_sz D- VAun SINGLE UNIT AND COMBINATIONS UP TO 26000
4 EGIEAT!ONAL & FARM VEH. (M,5. 171.02)

e b e L

I"\




3
L
%

A




Improper use of this card or number by anyon¢ is punishable by fine,
imprisonment or both. [f you believe someone is using your Social
Security number fraudulently; notify the Federal Trade Commission
at 1-877-438-4338 or online at www.consumer, govw/idtheft

This card belongs to the Social Security Administration and you must
return it if we ask forit.
If you find a card that isn’t yours, please return it to:
Social Security Administration
! P.O. Box 33008, Baltimore, MD'21290-3008
: For amy other Social Security business/information, contact your local i
| Social Security office. If you write to the above address for any business
“ other than returning a found card you will not receiye a response.

A S‘qginlSecurityAdminislration $3 4
Form SSA-3000 (08-2011) W G288
Mg : | G

) 3




www.esgstaffingsolutions.com

ernloyr solutions stafing group.

New Hire Application

Parsonal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name Traylor

Strest Address 1545 Adrian st.

First Name _Rayonte

PO Box 46270
Minneapolls, MN 55344-9956
Tel: 952.835.1288

Middle Initial

Apt/Ste

City/State/Zip 35102

Phone Number

6126013504

Soclal Security Last Four XXX-XX-

Emall Address R8yquandre@gmail.com @ -

Staffing Agency/Recrultment Partner

Jamie Ready

Are you legally authorized {o work in the United States of America? @JYES (CJINO
Applicant Certification and Authorization

t authorize Employer Solutions Staffing Group (ESSG) fo use the information and statements contained in this application to detemmine my
quaiifications for employment. 1 authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regerding my previous duties, responsibiliies, performance, compensation and eligibility for rehire.

1 understand that a comprehensive background check may be canducted to determine my eligibliity for hire by ceriain cllents of ESSG.

This may Include but is not fimited to, investigati

required by clients, govemment regulations or by ESSG policies,
i release EESG and othar persons or entities from any claims that might be based on ESSG's decision to condust 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 amission or misrepresentation will result in my disqualffication from
conslderation for employment or, if discovered after | begin employment, will result in my termination.

I hired, | agree to abide by tha policies and procedures of ESBG.

o

ons of oriminal and/or conviction records, driving records and/or a drug screen test as

Rayonte Traylor Apr9, 2018
Name (Frint or type) Applicant's Signature "Date

A copy or facsimile (“fax") will be considered the same as an original signature. Emall will ONLY be used for empioyment correspondsnce

For ESSG Office Use Only
DOH NHW 18 8850 w4
Emergency Contactinfo | Backpround Relsase Form Background Resuits Unamployment Letter ESC Application
{if applicable)
For ESSG Client Use
POH ROP Work Stte Log. WC Cods

ESSG- CMG-NSTW4

Rev, 04/2017




Form W-4 (2018)

Future developments. For the latest
information about any future devalopments
related to Form W-4, such as legisiation
enacted after it was published, go to
www.irs.gov/FormW4,

Purpose, Camplete Form W-4 so that your
employer can withheld the correot federal
incoma tax from your pay, Consider
completing a naw Form W-4 each year and
whan your personal or financial situation
changss.

Exemption fram withholding, You may
claim axemption from withholding for 2018
i both of the following apply.

o Far 2017 you had a right to a refund of all
fedaral incorne tax withheld because you
had no tax liabfity, and

» Far 2018 you expeat & refund of all
fedleral income tax withheld because you
expeot to have no tax liabllity.

If you're exempt, complets anly ines 1, 2,
8, 4, and 7 and sign the form to validate it,
Your exemption for 2018 expires February
15, 2019, 8ee Pub, 605, Tax Withholding
and Estimated Tax, to learn more about
whether you qualify for exemption from
withholding.

General Instructions

if you aren’t exempt, follow the rest of
thesa instructions to determine the number
of withholding allowancss you should claim
for withholding for 2018 and any additional
amount of tax to hava withheld, For regular
wagss, withholding must be based on
allowanoss you claimed and may notbe a
flat amount or parcentage of wages.

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

Form W"'4

using this caloulator if you have a more
complicatad tax situation, such as If you
have & working spouse, more than ons job,
or a large amount of nonwage Income
outside of your job. After your Form W4
takes effect, you can also use this
caloulator to sea how the amount of tax
you're having withhald compares to your
projected total tax for 2018. If you use the
calgulator, you don't naed ta complete any
of the workshests for Form W4,

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax retum, if you have too littie tax
withheld, you will owe tax when you file your
tax retumn, and you might owe a pensahy.
Filers with multiple jobs or working
spouses. If you have more than one job at
a time, or f you're married and your
spouse I8 also working, read all of the
instructions inoluding the instructions for
the Two-Eamers/Multiple Jobs Warkehest
before beginning.

Nonwage Income. if you have a large
amount of nonwage Income, such as
interest or dividends, consider making
estimatad tax payments using Form 1040-
ES, Estimated Tax for Individuals,
Otherwise, you might owe additional tex.
Or, you can usa the Deduotions,
Adjustments, and Other Income Workshest
on page 3 or the calculator at www./rs.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/W4App
1o find out Iif you should adjust your
withholding on Form W-4 or W-4P,
Nonresident alien, If you're a nonresident
allen, see Notice 1892, Supplemental Form
‘W-4 Instruotions for Nonresident Allens,
bafore complsting this form.

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

Employee’s Withholding Allowance Certificate

Specific Instructions

Personal Allowances Worksheet
Complete this workshest on page 3 first to
dstermine the number of withholding
allowances to glaim,

me.Headofhomeholdpleaeennte:
Gerigrally, you can claim head of
household filing status on your tax retum
only if you're unmanied and pay more than
509 of the costs of keeping up a home for
yourseif and a qualifying Individual. See
Pub. 601 for more Information about filing
status.

Line E, Child tax credit. When you file
your tax raturn, you might be aligible to
claim a credit for each of your qualitying
children, To qualify, the chlid must be
under age 17 as of December 31 and must
be your dependent who lives with you for
mara than half tha year. To leam more
ahout this credit, sea Pub. 872, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit into account,
follow the instructions on line E of the
worksheet. On the workshset you will be
askad about your total Income. For this
purposas, total incame includes all of your
wages and other income, inclucding income
earned by a spouss, during the year.

Line F. Credit for other dapendents.
When you file your tax return, you might be
aligible to claim a credit for each of your
dependents that don't qualify for the child
tax credit, such as any dependent children
&ge 17 and older. To learn more about this
credit, sse Pub, 505, To reduce the tax
withheld from your pay by taking this cradit
into acoount, follow the instructions on line
F of the worksheet, On the worksheet, you
will be asked about your total income. For
this purpose, tatal income iholudes ail of

OMB Na. 1646-0074

Dopartment Treasury » Whethar you're entitied to clalm a certain number of allowances or exemplion from withholding is

mg,,:},':em subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS, 2(0) 1 8
"1 Yourfirst name and middie inftial | Last name 2 Your social securlly number
Rayonte E Traylor 471291297

Home address (number and street or rural muta)

8(@singe () Maried ()] Maned, but witthold at higher Singls rate.
Notes It married fiing separatsy, cheok "Merried, but withhokd at higher Sigle rae”

1545 Adrian st

4 Hyourlast pame ditfers fram that shown on your social secunity card,
chack here, You must all 800-772-1218 for s repiacement oard, P[]

6 ofallawannesyou’mdaimlng(ﬂomthaappﬂoablawoﬂtsheatonmafollawlng pages) . . .

8  Additional amount, it any, you want withheid fromeachpaysheck . . . . . .
7 lciaimexsmption from withholding for 2018, and | certify that | meet both of the following conclitions for exemption, |
« Last year | had a right to a refund of all faderal income tax withheld because | had no tax fiabilty, and |

» This year | expesct a refund of all federal Income tax withheld because ] empecttohavenotnxllabﬂ

Y you meat bath conditions,

wiite*Exempt"here. . ., , . . .« . . . .

¥

151

e e e .. |86

N I Exempt

Undarpmamesafpuiuty,ldeclaraﬂvatlhavemminsdﬁlsomﬁﬂoﬂeand.to&abeﬁofuwknow!edgaandbeuef it is true, comract, and complete,

Employes's signature %
(This form Is not valld unless you sign it)» _ Tdeavde patey. /P79 2018
o nd add 101 I 9 First date of id
el T R T TR TS
For Privacy Act and Paperwork Reduction Act Notice, see page 4, Gat. No. 102200 Form W-4 {2018)



m‘ DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

You must complete and give this form to your employer if you do any of the Tollowing:

+ Claim fewer Minnasota withholding allowances than your federal allowances

s Clalm more than 10 Minnesota withholding allowances

» Want additional Minnasota tax withheld from your pay each pay period

¢ (laim o be exempt from federal withholding or claim to be exempt from Minnesota withholding

Do not complete this form If you are claiming the same number of Minnesota allowances as federal and the number claimed Is 10 or less.

Employae’s first name and initfal Last name Employae’s Soelnl Security number
Rayonte Traylor . 471291297
Permanent address Marital status fcheck one box}
e; Married, bus legslly separsted: or
1545 Adrianst. @ mnse 58 namuldetﬁllylen =

City State ZiP code | Married
55102 51" : ﬁd/ﬂl// M A (et o s ighr g ot

Employees: Read Iﬁsmmﬁons on back, complete Section 1 OR Section 2, sign and giva the completed form to your employer. (Do not complste
both Sectfon 1 and Section 2. Completing both sections will make the form invalid.)

il Section 1~ Determining Minnesota allowances

Complete Section 1 if you clalm fawer Minnesota allowances than your faderal allowances, AND/OR if you want additional Minnesota withhald-
Ing deducted gach pay period.

1 Total number of fedaral allowances claimed on federal FormWe4 ....coevvevaess 0600000000006000a0 003 E)
2 Total number of Minnesota allowances {line 2 cannot be more than line d) ......... 000900000 0000000000 L]
8 Additional Minnesota withholding you want deducted each pay perlod........covvens otbdoaotanadhed ) i e e

£ section 2 ~— Exemption from Minnesota withholding
Complete Section 2 If you claim to be exempt from Minnesota income tax withhalding {see Section 2 instructions for qualifications). I applicable,
check one box below to indicate the resson why you believe you are exempt:

| mest the requiraments and claim sxempt from both federal and Minnesata Income tax withholding.

Even though | did not claim exempt from federal withholding, | claim exempt from Minnesota withholding because | had no Minnesota
income tay llabHity last year, | receivad a refund of all Minnesota Income tax withheld, AND | expect ta have no Minnesota intome tax liability
this year,

[D My spouss Is a military service member assigned to 2 miitary location In Minmesota, my domicile (legal residence) is In ancther state, AND |
am In Minnesota snlely to be with my spouse. My state of domicile is :

Dl am an American Indian fiving and working on a reservation.

1 am 8 member ofthe Minnesota National Guard or an active duty U.S, military member and claim exempt from Minnesota withholding an
my military pay.

D 1 receive a military panslon or other military retirement pay as ealeulated under Title 10, 3401 through 1414, 1447 throygh 1455, and 12733
and claim exemot from Minnesots withholding an this revrement pay.
1 certify that all informuation pravided in Sectfon 1 OR Section 2 Is correct. t understand there is o $500 penalty for filing a false withholding allow-
ancefexemption certificate.

tepstisure LTI ™ Apro,2018 Prrimephere 6126013504

Employees: Give the completed form to your employer.

Employers

If you are required to send a copy of this form 1o the Department of Revenue {see instructions), you must enter the employer information below
and mall this form to: Minnesota Revenue, Mail Station 6501, St. Paul, MN 55146-6501. {Incomplete forms are considerad Invafid.) A $50 penalty
may be assessed for each requirad Form W-4MN not filed with the department,

Keep a copy for your records.

Name of employer | Federal employer ID number (FEIN) Winnesots tax 1D numbar
I

Address Cty State ZP code

fee12/i7) Questions?  Wabsite: wwwirevenue.statemn.us. Emall; withholding tax@state.mn.us, Phone: 651-282-9999 or 1-800-657-3594.



ei"‘?}h‘ﬁ’%‘ schrdors suffre g I,
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Dixect Deposit/Payroﬂ Debit Card Authorization

Employees have the optxonofrecemngwagesbyDn'ect Deposltandlor Payroll Debit Card.
If'y ndonot provide a written electio s will be paid by Payroll Debit Card.

S T S N

= o T S o

[2ARI DT i

DIRR It DR
. Update Bank Account
BankNeme:  peta Bank

Rt (V[ [Z (S ]

Accounté 374000979401
Account Type: Ml Checki Sovings[LlOther . ____

*  To help us avoid making an error, ploase attach a copy of a voided check, {a deposit slip will not work)
+. 1'you 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.

SECTION 2 PANEOLL DESTT CAlD

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In onder to
rcqnestaPayroﬂDebitCmﬂforyou.wcmuatpmvideaﬂofthefoﬂowinginfonnaﬁunthatwﬂlenablathcﬁuancialmmmontoidenﬁfyyoulf
you do not submit a Direct Deposit/Payroll Debis Card Authorization, ESSQ will provide the necessary information and issue you a8 Payroll Debit
Cu.dtopay'yowwagcs.l’m'ycnrpmuion,mcﬂmmlhasﬁmuonmnyaskyoutopmvideﬂmmaddiﬂomlidmﬁﬁmmmihmmonmthqm
verify your identity.

Bxoept for the ronting 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 recaive 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 yon receive
wages,

CARDHOLDER INFORMATION (g8 you want your Payroll Debit Card to be issued)

ote: Diract Deposit accounts may take up to 7 days to be act nted,
I understand and acknowledge that if 1 do not provide a
volded check with this divect deposit form, 1 am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is Incorrect.

Initial Date

First Name payonte ML g LestNewe  Travior Datz of BIfth 11/10/1994
1 Streot Address (o BOXNOTACCEFTABLEN 1545 Adrian st, Social Security# £71.29-1297
Cy  st, Paul Smeyy 129 gs10 Cell Phone tmobil) - 676013504

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

Payroll Debit Card Routing # Payroll Debit Card Account #

1 have recejved my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,

1 am agreeing to the program terms, conditions, ang disclosures that are included or made available to me from tme o thme from the financial institotion. 1
authorize the financial instittion to debit my Payroll Debit Card account for the fees desoribed in the fee schedule that is part of the program terms,
conditions, and disclosures,

Ewmployee"s Signature; % Date: APro, 2018

SEQEION AT AUTHORIZATION

1 anthorize ESSG 1o directly deposit my pariadic wages‘cumpensation paymeonts, net of roquired tax withholdings, other required withholdings
or autherized deduotions, into my account(s) as designated above and to mitiate, if necessary, debit entries and adjustmenisfor any credit eatries
made in errar to my account{s). * E-mail is required for pay stnb information.

*E-mail: Rayquandre@gmail.com @
this “‘f""m"“"“ will only be nsed to send your paystubs electronically

Date: Apr9,2018

Employee's Signature:




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Rayonte Traylor
. (First) (Middie) (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 04/14
(Mo/¥r) {Street) (City) (State/Zip)

Previous Address From: 8500 63rd Ave N, Brooklyn Park Minneosta 55428

(Mo/¥r) (Street) (City) (State/Zip)
Previous Address From:,

(Mo/Yr) {Street) (City) (State/Zip)
Social Security Number:__ 471281297 pog;_11/10/1994

Phone Number: 6126013504

Driver’s License Number/State: P92615602101'(

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

1 hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and 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.

| 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, LLE or its agents. 1 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 recelved from this autharization in a confidential
manner in order to protact the applicants persanal information, including, but not limited to, addresses, social security
numbers, and dates of birth,

Signature: ﬁ:ﬁr Date:  Apr9,2018

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.
[A]? wish to receive a copy of any Background Check Report an me that Is requested.




EMERGENCY CONTACT INFORMATION

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

" Bmployee Neme: Rayonte Traylor
Address; __ 1545 Adrian st. Saint Pavl ss510X
Home Phone: 6126013504
Please list two peaple (in ptiority_E ?r%gr?\g?f t?;msoggted il; case of an emergéncy T
Contact #1 Home Phone:

Name:% W\ Cell Phone:(_as { /79 3— 53007
Relationship: WW : Work Phone:

Contact 2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

This information will remain confidential and will only be used In the case of an emergency.
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emplover solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this fl day of Aon I , 201 _8_, between
Emplo Soiuﬁonﬁtafﬁng Group LLC, hereinafter referred to as “employer”,
and A on 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 confidenfial 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.

ot

Employee Signature

ny Group LLC, Representative
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INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be pald 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 disabllity 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. .

Notifv vour emplover immediately of any new injuries or conditions that |

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.

Signed:

Printed Name:  Rayonte Traylor
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Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, 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 notificar a su reclutador de personal que el cheque no
se puede encontrar. S 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 a policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copla de la denuncia a su reclutador de personal que el
cheqgue fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de moide); Rayonte Traylor

Signature/Firma: a;%&%‘
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ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

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

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

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

BESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

e Responsibility to work in compliance with OSHA laws and regulations

o Responsibility to use personal protective equipment and clothing as directed
by the host employer
Responsibility to report workplace hazards and dangers

o 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
o 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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o Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

o Right to gain access to relevant personal exposure and medical records.

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
952.885.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hagardous worksite conditions.
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Acknowledgement of Receipt of Workplace Safety Policy

1 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 952.885.1288/1.866.496.7678 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 failure to comply is
grounds for disciplinary action, up to and including termination.

1 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
952.885.1288/1.866.496.7673 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Rayonte Traylor

Employee’s Signature:
Date: APro 2018
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Notification of Minnesota Law Reguirement —
Unemployment Acknowledgement

According fo Minnesota Statute section 268.098, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing servics, (1) fails without good cause o

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

This paragraph applies only if, at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of a separafe document writlen
in clear and concise language that informed the applicant of this paragraph and that
unemployment benefits may be affected.

it Is your respongsibllity to contact ESSG through Corporate Management Group {for
instance, by calling 303-820-1428 or using any other form of contact) for additional
assignments. if you fall to do so, it may affect your unemployment bensfits.

1 understand by signing this form that | am responsible to contact ESSG within 6
calendar days once an assignment ends. | also acknowladge ﬂ'xat | have received a

separate copy of this form. ___ {Initial)

Telephone: 303-920-1425
12000 N. Washington Street Suite 350
Thornton, CO 80241

~MN 02,2013



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, | have read the entire contents of this policy and i 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 resuit
in adveree personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook Including this
poficy, are not a unilateral employment contract or offer thereof.

3. | hereby volunterily consent to ESSG, or s health service providers, or
other pereons 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
analysls on the sample provided by me. | further voluntarily consent to the Iaboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test,

o

Individual’s Name:

Apr9,2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 33950 Pre-Screening Notice and Certification Request for

Gl the Work Opportunity Credit OMB No. 1545-1600
Pepartmentof e Trassity |y, tormation about Form 8850 and its separate instructions is at www.ira.gov/formBas0.
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Yourrame  Rayonte Traylor Sociel security numberd> 471201207

Strect address whers youlive 1545 Adrian st.

City or town, state, and ZIP code 55102

County Py, Telaphone number 6126013504

if you are under age 40, enter your date of birth (month, day, yea) _11/10/1994

1 Chack here if you recsived a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 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 Famiiles (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 agenoy approved by the state, an employment network under the Ticket to Work
program, or the Department of Vaterans Affairs.

| am at least age 18 but not age 40 or older and | am a member of a famlly that:
a. Rocalved SNAP benefits (food stamps) for the past 6 months; or
b. Recelved SNAP bensfits (food stamps) for at least 3 of the past 8 monthe, butis no longer eligible to receive them.

» During the past year, | was convioted of a falony or released from prison for a felony.

* | received supplemental security income (SSI) benefits for any month snding during the past 60 days.

* | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year.

Cheok here If you are a veteran and you were unemployad for a period or periods totaling at least 6 months during the past
year.

(2]

4 Check here if you are a veteran entitied to compensation for a service-connected disability and you were discharged or
: released from active duty in the U.8. Armed Forces during the past year.

& D Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were unemployed for a
: period or periods totaling at least 8 months during the past vear.

Check here if you are a member of a family that:
* Recelved TANF payments for at least the past 18 months; or
« Received TANF paymsnts for any 18 months beginning after August 5, 1897, and the earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped being eliglble for TANF payments curing the past 2 years bacauss federal or state law limfted the maximum ime
those payments could be made,

-}

Check hera if you are in a period of unemployment that Is at least 27 conssecutive weeks and for all or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under panaltias of parjury, | deolars that | gave the abovs infarmation to the employer on or before the day | was offerad a job, and itIs, tothe beat of my knowledge, true,
camrsct, and complete.

Job applicant’s signature > %‘ pate APr9,2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228611, Form 8850 Rov. 3-2016)



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

EMPLOYER SECTION:
Client: Company:
Laocation: Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Strest Address: City/State: Zip:
Rayonte Traylor 1545 Adrian st. St. Paul 55120
SSik: Date of Birth: Age: l-ll;:eyon worbk;dofo; If yes, location:
this co re
471291297 11/10/1994 23 Yes No [® N/a
Please complete all questions, and sign and date the form, Yes No
1. Haveyou orhasanyonelivingv;iﬂl you received Temporary Assistance to Needy Families (TANF) O @ I
at any time since August §, 19972 (If yes, please provids information below.)
Name of the person receiving benefits: _____ Relationshiptoyow: _____ ]

City: County: State:

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 13 months? @) @ '|
(If yas, please provids information balow.)

Name of the person receiving benefits: ___ Relationshiptoyows _____ |
City: County: State; i

3. RBave 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. |
Sifyou chacked yes please provide a copy of vour SSI documentation.

4. Have you recelved any type of vocational rehabilitation services within the past two years? @)
If yes, please indicate which type of agency you worked with and provide their location information below:
]l Vocational Rebbilitation Agency ]| Dept. of Veterans Affsirs [[) Employment Network (Ticket to Work Program)
Name of Agency: ____ FPhomed: _____
City, _____ Connty: ____ Stater ___
*Ifyou checked yes please provids a copy of your active Individual Work Plan and Ticket to Work documentation.

@

Q
©

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

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

6. Have yon been unemployed at any time during the last 12 months?
If yes, dates of nnemployment - From: To:

Did you receive nnemployment compensation at any point during your unemployment?
1f yes, in which state did you receive unemployment compensation? __

ol @ aQ
@ @ ap

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

Was thisa []] Federal ar []] State conviction? 1fState - Comnty: ____ Stater ____

: : Additional Tax Credits
IEC (Native American); Are yon or your spouse & member of a Native Ametican Tribe? O @
Ifyow checked yes pleass provide a copy of your CDIB card,
CA Residents: Ave you the child of fbster parents? Do you receive CalWorks? Q Workforce Investment Aot?
Are you a migrant oF seasonal farm worker? [[] Have you ever been convicted of a misdemeanor?
SCResidents: [ ] Do you receive Fumily Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Undar penaities of perjury, 1 devlare the information abova fo ba 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 cligibiiity to my employer. empioyer representative fAssociated
Consultants, Juc. dba Retrotox), or the Dapartment of Labor.

[ 4 %

New Employee Signature: 3 — e e Date: Apr9,2018




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: Januery 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 Worldorce 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: :-a% pate APrS,2018

New Hire Name: __Rayonte Traylor

Social Security Number: 471201207
Employer Name:

Please check the statements below if they apply to you.

O 1declare 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.

0 1 declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofica: M

The Intema} Revenue Coda of 1888, Seciion 51, as amended and 18 enacing legisiaion, P.L., 104-188, specify fiwt the Stale Woridorce Agencles am the
*designated’ agencies responsibie for administering the WOTC cerfificafion procedures of this progrmm. The information you have provided completing this
Tom wil be distlosed by your employer io the Siate Workfore Agency. Provision of fhis informafion is voluntary; however the information is required fo
determine your employer's eligibifity for the federl tax credit
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Puhlic Burden Statemant:

Parsons are not requirad o respond to this coliecion of information umiees t displays a cumently valid OM B control number, Respondenis' obligation i
compiste this form Is required 1o obiain or retain banefis (P.L. 114-5). Pubfic reporing burden Is estimated to average 10 minutss par response, including the
fime for reviewing instruciions, searching existing dala sources, gaihering and maintaining the daia needed, and complgting and reviewing fhe collection of
Infosmaion. Send comments reganding this burden esBmate to the U.S. Departmant of Labor, Division of Nafional Programs Tools Technical Assistance,
Room C-4510, Wasfington, D.C. 20210 (Papenwork Reduction Project 1206-0371). Please do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2018)
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Enhanced MEC_Plan 1 ESN

SRR €3 7 9068 SR aein R,

Rehire Rehive Date " .w

_,,qu"'—“.’"‘
HesrruaE7r

Benefits Enroliment Form

s e e LN a ey
Name {First and L2s®)
TAddress City Btats Zip Code
Gonder Ll Male | Wierital Status L] Single | Date of Birth Date of Hire
[] Female ] maried Divoroed
iPhane Numbar: Email Addrass:

Please Select Desired Coverage:

E Employee Only - Employse+Spouse - Lﬁ_]Empioyee-!-Child(ren) - Family -
$24.00/Week $38.00/Week $386.00Week $63.00/Week

{Social Seouty 8 | Bithpus | 5% Relationship
. - | . [ wae spowse ] cama ]
- : ELAEE [] Femaie Domestic Partner
Socia) Securiy# Birth Date | 8&x Relationship
= 1 sae spouse [ ] chitd
: Last Name [[] Femele [] Domestic Pastner
Social Seourity # | BithDats | 8ax Relationship
EreTNaTE D Mala 8 ChﬂdD
= i L — O rFemeie PP Domuestic Partoer
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
&FF, DATE
EFF, DATE

Fmaiores Avnekduemen anr 2adhnriatior - | heraby apply for the group henefit{s) as indioated, | acknawiedge that all antries are true and complate andthat
any misstataments or faflure to report information may be used as tha hasls for capceltation of coverage forme and my dependentis), if any, from the original
effectiva date, Further, | authorizs my employer to maks tha necessary payroll deductlon of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employse Signature ome  Apr9,2018

EMPLE VEES DECLIMIIG | am DECLINING coverage

{1 understand thet { andlor my dapendants, Fany, walve any coverage and desire to pastioipate Inthe plen at a later date. e may ba considered a lale envolies and
must mest the raquirements defined in the Cartificats of Coveraga for the company's metical or dental If 1 decling enroliment for myself or my depandanis

{including my spouse) becuuss of uther covarage, § may, In huture be ableto enroli myseifor my depentents In this plan, grovided | request snroliment within 31

doys oRter tis other coverags ends. in addition, if & new dependent retationship forms a5 & result of marriepe, histh, adepiion, plecement for adoption of parting suli|

of adoption, | may be ablato enroll myself or my depandent, provided | requast enrofiment within 31 days of the event.

IF BECLINING- YOU MUST SIGN HERE

Emplayea §ignature Reyante fleylor Al 52 2013) Date Apr 9, 2018

Employer Solufions 8taffing Group Health Benefits Team
PO Bax 46270
Minneapolis, MN 55344
Phone: §52-787-8519 Fax: 852-767-85815
Email: Health@employersolutionsgroup.com



Figed Indemni_ty Medic_ai Bengﬁfts_Pia;n 2

VS 219301864  OFFCEsEONy | LOCATON_____ RebkeDawe__/ .l ___
ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2
e oS T PRINT USING SLACK or BLUE INK (Must Be Fied Owt) _______
Name Rayonte Sc:;nl‘azig S;;urity# Homa Phone se,ml:l
Acdress 1545 Adrian st. ' Apt &

Cty st Paul I I ‘Suate MN Zp 55102 " DameofBith
s .......-..-...-..‘.._.._-._._..__.Jxl/iolléﬂ-._.___

YES. No. if Yes, please contirue, _

Medicare Effective Dats

30
AR ot A 358 ot T ek AT Pt ko 4D €4 oMY D ey o | (@A Ty e e

Payroll Deducted Weekly Ratss

o s b wrn r———

You MUST select a coverage Ie\:e before any benefits in Section C. Your coverage level for the all bensfits in Section C wiil be
identical. The Fixed Indemnity Medicai Plan, Dental Plan, Term Life Plan, and Short-Term Disebility plans are underwritten by BCS

insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL Vo0 INOEMINITY | penmat VISION TERMUFE | SIORETERM
Employee Only $20.25 ;”} $6.17 ';- $2.42 .f::‘ $0.50 ;:2 $4.20 ,::‘
Employee + 1 $41.90 $12.34 $4.92 $0.90
Employee + Family $54.88 $20.35 $6.56 $1.80
NOQ o ALL Benefits @Yes No Yes No Yes No Yes o] No Yes g]No

'This coverage is not availatle 1o residents of NI, HI, or PR. ¥STD is not available to pessons who woricin CA, Hi, NJ, NY, or RL

For Term Life 7 Accidental Death & Dismemberment, please write in your beneficiary information, Accidental Death &
Dismemberment is part of the Term Life Benefit.

Nama Relationship

0}
Neme Social Security# Dete of Birth_Sex Relationshi H

) !/ O [ﬂ Spouse E Child D Domestic Pariner

Name Social Security # Date of Birth_ Sex lationship
(¢ O @ﬂj @ Spouse[ ]| Chils Cpomestic Partner

Name Social Security # Date of Birth_Se Relationship
DE‘]] Mbpouse [] Chiid [CIDomestc Pariner

Name Sociai Security # Date of Birth Sex Reiationshio

/7 SpuuseDCn‘-!d Domastic Partner

I YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

B T s

(ENREQUIREDSIGNATUREN S
| have read the berefit packet and understand its limitations. | understand that opan enrollment Is enly available for
3 limited time and | understand that meking no benefit selection is a declination of coverage.

_ P> SIGNATURE _ yoms

o oy e e huyan/mmpdoans usap TS SRRIENTR S R e i e a8 B i ] S e 1

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*

Thiz is an Essenual St2ffCARE Enroliment Farm,



