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employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name ‘A.@QQ& I First Name M;(,hﬂ@’ Middle initial B
Street Address é?DC v, gayﬁ“ /ﬂ“‘L Aovth AptiSte ﬂ(ﬂ
City/State/Zip \ 56 Y Lsocal Security Last Four x_m__:ﬁ_f_g

Phone Number 429 iw 7 Email Address VMM‘M& @ m@{yos}afe.eyé/i

Staffing Agency/Recruitment Partner

All offers of emplovment are conditional upon satisfactory proof of Identity and legal ability to work In the U.S.A.
Are you legally authorized to work in the United States of America? E’?Es [NO

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 eligibifity 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 policles.
| release ESSG and other persons or entities from any claims that might be based on ESSG's decislon 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
conslideration for employment or, if discovered after | begin employment, will resuilt In my termination.
If hired, | agree to abide by the policles and procedures of ESSG.

Mo Rosd AN @t 4

Name (Print or type) Applicant's Signature

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

For ESSG Office Use Only
DOH NHW 1-8 8850 w4
Emergency Contact info | Background Relsase Form Background Results Unemploymant Letter ESC Application
(Iif applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG_SM Rev. 0472017



Form W-4 (2017)

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal iIncome
tax from your pay. Conslder compleﬁr;? a new Form
W-4 each and when your personal or financial
situation shanges.

Exemption from withholding. if gou are exempt,
complete only lines 1, 2, 8, 4, and 7 and aign the
form to valldate it. Your exsmption for 2017 expires
Febrll._:? 16, 2018. See Pub. 505, Tax Withholding
and Estimated Tax.

Note: If another person can claim you as a dependent
on his ar her tax retum, you can't claim exemption
from withholding if your Income exceeds $1,050
and includes more than $350 of uneamed Income (for
example, Interest and dividends).

ns. An empl may be able to claim
examption from wmholgﬁeven if the employss is
a dependent, if the employes:
= |5 age 85 or older,
» |s blind, or

« Will claim adjustments to Incoms; tax credits; or
tamized deductions, on his or her tax retumn.

The exceptions don't ai to supplemental es
greatstttglil $1 .ooo.oog.p'y s by

Basic Instructions. If you aren't exampt, complete
the Personal Allowances Worksheet below. The
workshests on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to Income,
or two-eamers/multiple jobs ons.

Complete 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 clalm head

of household filing status on your tax retumn only if
you are unmarnried and pay more than 50% of

costs of kee| Ingoxig a home for yourself andgour
depend gor er qualifying Individuals. See
Pub. 501, ptions, Standard Deduction, and

Filing Infarmation, for information.

Tax credits. You can take projected tax credits Into
account In figuring your allowable number of
withholding allowances. Credits for child or dependent
care expenses and the child tax credit may be claimed
usln%‘lhe Personal Allowances Worksheet below,
Ses Pub, 505 for Information on converting your other
credits Into withholding allowances.

Nonwage income. if you have a large amount of
nonwage Incoms, such as interest or dividends,
consider making estimated tax ents using Form
1040-ES, Estimated Tax for Individuals. Otherwise,
ynuma)‘owaaddlﬁonalm u&ouhaveu{:enslun or
annuity income, see Pub. 605 to find out if you should
adjust your withholding on Form W-4 or W-4P.

Two earners or mumpledloa:s. If you havea
working "algouse or more one job, figure the
total number of allowances you are ed to claim
on all jobs using worksheets from only one Form
W-4, Your withholding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest mlng job and zero allowances are
olaimed on the others. See Pub. §05 for detalls,

Nonresident alisn, If you are a nonresident alien, see
Notice 1882, Supplemental Form W-4 Instructions for
Nonresident Allens, before completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld com| to your projected total tax
for 2017, See Pub. 605, especially ur earnings
exceed $130,000 (Singie) or $180,000 (Married).

Future developments. Information about any future
developments affecting Form W-4 (such as
legisiation enaoted after we releasa if) will 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 } o
» Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
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) .

Tmo

Enter number of dependents (other than your spouse or yourself) you will claimon your taxreum . . . . . .
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 oare expenses for which you planto claim a credit

TmUOUO

(Note: Do not Include child support payments, See Pub. 503, Chlld and Dependent Care Expenses, for detalls.)
G  Child Tax Credit (including additional chlild tax credit). See Pub. 872, 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 ellgible children 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

For accuracy, an
complete all
worksheets
that apply.

* I you are singie 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 i married), see the Two-Eamers/Multiple Jobs Worksheet on page 2

to avold having too little tax withheld.

° Ifdyou plan to itemize or claim adjustments to income and want to reduce your withholding, see the Dedusctions
Adjustments Worksheet on page 2.

» |f nelther of the above situations applies, stop here and enter the number from line H on line & 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

» Whether you are entitled to claim a certaln number of allowanoes 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. 1646-0074

2017

“Raed .

e e

i

3 [4 singe [ Manied [ Manied, but withhold at higher Single rate.
Note: If married, but legally separated, or spousa Is a nonresident allen, check the “Single” box.

”

1 !ouuzirst pame anj middie Initial
Horhe address (number an'z;ﬁ'aat or rural route)

S5

4 It your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1218 for a replacement card. P> D

are

allowances yo

claimin

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

g {from line H above or from the applicable workshest on page 2) 5
8 Additional amount, if any, you want withheld fromeachpaycheck . . . . . . . . . . « . . .
7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption.
o Last year | had a right to a refund of all federal income tax withheld because | had no tax liabliity, and
» This year | expect a refund of all federal Income tax withheld because | expect to have no tax liabflity,

6|$

.»l7]

Employee’s signature

Under penalties of perjury, | declare that | have examined this gertificate and, to the bjof my knowledge and bellef, it Is true, correct, and complete.

{This form is not valid unless you sign it) »

|

o 04J 1419017

8  Employer's name and address (Employer: Completa lines 8 and 10 only ff sending to the IRS.)

8 Office code {optional) | 10  Employer }ﬁent)ﬂcrﬁon numbef (EIN)

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

Cat. No. 10220Q

Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security OMEgl‘;ﬂll;z -
U.S. Citizenship and Immigration Services Bxpires 08/31/2019

I ——e—— — — ™ —— — — — — — — — — — — — — — ——————— —/
» 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 Iiable for errors In the compietion of this form.

ANTI-DISCRIMINATION NOTICE: it is lilegal 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
an Individual because the documentation presented has a future expiration date may also constitute lllegal discrimination.

[Geotion 1. Employee Infermation and Altastatlon (Bmupoybes must camplele gnd sigh Section 1 af Form b9 nio tater
than the first day of empjoyment, but nat hefore dgeepting & joh after) i

Last Name (Family Name) First Name (Given Namg) Middie Initial Other Lést Names Used (i a;1y)
i I

[l Yl [ /u .A}'
Address (Street Nimber and Name urpb City or,Town I lziP code
' oo NTNA U Miwnescolis | Wil 5412

2500 ©hua
U.S. Social Security Number ployee's E-mall Address EmpToyee's Telephone Number

Dete of Birth (mmt
Q- [13 BB veedm @, melrodalt.-e G52 — 769~ 92

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

1 atteg, under penalty of perjury, that | am (check one of the following boxes):
[, A dltizen of the Unfted States

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

|:| 3. Alawful permanent resident  (Allen Registration Number/USCIS Number):

D 4. An allen authorized to work  until (explration date, if applicable, mm/ddiyyyy):
Some allens may write "N/A" In the explration date field. (See instructions)

Allens authorized to work must provide only ane of the following document numbers to complete Form I-8: mmm]f#ﬂ;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

MY

1. Alien Registration Number/USCIS Number:
OR

2. Form |-84 Admission Number:
OR

3. Forelgn Passport Number:

Country of issuance:

g= o /]

Signature of Empl Today's Date

wimatere —f Vil Kandk e [2017)
r - 2 < '. ¥ v = ' = [ v ™ ‘ "

Breparer andlor Transiator Gertioation (gheek one)t - T i

ge' did not usé a preparhr of krahsiptor. [ ] A ptepdirerts) and/or tandiator(s) asslated thi arhpinyee in chmpleting Baotinn 1.

(Pl bslow must bb apmplefd and digned whin preparers and/or irériigtary Bssist en employae fn eompleting 85afion 1)

1 attest, under penaity of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowledge the Information Is true and correct.

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

@ Em’?loyer Cbmplalés Nax; .I.’age @

Form1-9 11/14/2016 N



Employment Eligibility Verification
. Department of Homeland Security
U.S, Citizenship and Immigrauon Services

USCIS

Form I-9
OMB No. 1615-0047
Expires 08/31/2019

rized Ke @’eng,yt Review and Verification =
must complete and '&mzwvm abuaimud qﬂhﬁg_gmph
angmpfabbDocuments.‘)’“ CLRTRLE - ([ PR E T 3 i
Employee Info from Section1 | 128t W)
List A R
Identity and Employment Authorization y Identity Employment Authorization

Document Title | Document Doeument Title '

| ENATNIRY
Issuing Authority ] Issuln! Autholily lssulngAull‘ln

e M
Document Number 12 —C LA D N K g

| PEVET L 725 1y °"“'n.{‘"5. 13- SS&D
Explration Date (if any)(mm/dd/yyyy) _ Expiration Date (i any)(mm/dd/yyyy) Expiration Date (if any)(mm/dd/ryyy)

: 107 -1 20O\9

Document Title
Issulng Authority | [Additional Information &T‘Nﬁ,”’w;,msz;;
Document Number
Expiration Date (i any)(mm/dd/yyyy) "y-
Document Title “
Issuing Authority 8
Document Number ‘
Expiration Date (i any)(mm/ddiyyy) g

Certification: | attest, under penalty of perjury, that (1) 1 have examined the document(s) presented by the above-named empioyee,
{2) the above-listed document(s) appsear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the

employee Is authorized to work in the United States,

Nha employee's first day of employmant (mm/dd/yyyy): OB \ | =~ Z O\ " XSee Instructions for exemptions)

Today's Date(mmAidfryyy)
oYy-11-2o7)

m%ﬂnployer or Authorized Representaive | Employer's Business or Organization Name

X EMPLOYER SOLUTIONS STAFFING GROUP LIC
Employer's Business or Orgahization Address (Street Number and Name) | City or Tﬂm State ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 ; MINNEAPOLIS MN ,55344

@action 3. Revarification and Rehires (To be completed and igned by emplayer or autharized represe: t&w;} N
A. New Name (f lpplmﬂaj 8. Date of Rehifa flfpppﬂcpbh}

Last Name (Fam/fly Name) First Name (Given Name) Middle Initial | Date (mm/ddyyyy)

G Wthe employee's previous Sza rant of employment authoriZalion has expired, provide the Infofmabion for the document of recelp} thal eslablishes
contipuing employment authorization in the space previded below.

Document Title ' Document Number Expiration Date (if any) (mm/AddAyyy)

1 attest, under penaity of perjury, that to the best of my knowledge, this employee Is authorized to work In the United States, and if
the employee presented document(s), the document(s) | have axamined appear to be genuine and to relate to the Individual.

Signature of Empioyer or Authorized Representative | Today's Date (mm/dd/jyyyy)

Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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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 a pplicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal Information: Please print the information requested below to ident yourself for BGC.

Printed name: Ajh ( h‘d !? JEy V\ﬂ\’ﬂe Egyb@ 5\/

rst Middle (00

nope)
Other names used: 2 /V [ JA/
Current county of residence; \
Current and former addresses:
0!2110 1Y _curem 2600 Proait el ML@\AS Mg
from|Mo/Yr to Mo/Yr Street O : City, State & zif
Obli% D] 1925  Mudion Kw i Himahs) MW %4
from Mo/Yr Street % Ci

to M%E ity, State & Zip
lzﬁv;t'wlfy | @ N _Mineape | G54
rom Mo/Yr to Mo/Yr Street City, State & Z

Some government agencies and other information sources require the following information when
checking for records. BGC wili T:t use 'Tfor any other purposes.

D1\»| 199 U1E —13 558

Date of birth | Social security number
P50\ e SIY M chael pemavd lleed, Ty,
Driver’s license number & state ame 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: e

NNk loed ‘DM! i

' l

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.,

SECEION BASIE INEORN ELON )
w1770 N 22 W BT

=N e | Pse (5 A9T1%/ 70
Directl)eposit (PleasecompletnSecﬁonsSmdSbelow) Note: Direct Deposit accounts may take up to 7 days to be activated

NMECTHEOR ¥ BASIRGILL, LR i

[] Payrol Debit Card (Please complete Sections 4 and 5 below) [ ]Paper Check (Please complete Section 5 below)
SECTEION 3 DIRECGE DEPOSE]
B 1) Update Bank Account

S Bank Name:

1 understand and acknowledge that if I do not provide a
s — voided check with this direct deposit form, I am
(% C\/.P/ﬁ\l + u mo ' responsible for any delays in payroll or extra costs

( m / O L{’!/L’V incurred if the account number that 1 provide is incorrect.
Account# D )

| oD Initial % Dmﬁ%&{][@ﬁ
Account Type: _[4)/Checking [ Savings [1Other ______ '

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
Ifyouchnngebanks,donntclosayowo]dbankamuntunﬁlyonrdirectdepoaithasstnﬂedatmenewbmk,whichmaytake2paypmiods.

LHON L PANROLL DEBEE CARD (GLOBAT CASFLEARD)

Except for the routing and account mmber, 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 yon received the Payroll Debit Card and packst. 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 MI LastName Date of Birth
Street Address o BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when yon pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

$
Employee’s Signature; W %‘/

Date: OL[/ } M/ 70 l O
SECTION 5 NUEHTORIZNTTON

1 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.

[ VMJ w (/ %ﬁsﬂn?im will only be uc;;q?ed to sg mﬁiﬂz el;ctréngaﬂm / ;
Employee's Signature: W : M/ Date:__ {0 z/f %/ Z/C> / O
[ {




EMERGENCY CONTACT INFORMATION

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

Employee Name ldm ‘U\

ae/

e b @‘w N, Mol~, M Sy

nomerone: 52 — 1> 7.

' EMERQENCY.
Plaqse Hst two paqele (It priority arder) wha equ

(i'DNTACTS o I o
d by dantagted in case of an emprgehdy

Contact #1

Name: 0)‘ l“ L Hfb\f\(-i) 5
Relationship: MD%\Q W

Home Phone: ___——

Cell Phone: @5’ "535’9@7,7

Work Phone; _— =

Contact #2

N fydlada. Dy
Relationship: | FY"[ Q’M

Home Phong, ——"

Cell Phone: (D (/?, = ‘7-35 ’ﬁ?‘?/l

. RSN
Work Phone:

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

of an emergency:

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




- employer solutions staffing group.

Leveraging Resources in a Changing Morke:
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wohstions natiorwdde group.
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Enhanced MEC Plan_Plan 1 nddiatn TS

Benefits Enroliment Form Eﬂéew Emplovee

m I.E]m] - Soclal Security Numbar
M,[h il [2&@1 Y1L—73 -85S
Address Stata

200 Bugnt Jye A | Momomis AU | 2o

[ Female | O Maried [ Divorced Em_élQA;):liny Ié//ﬂ@" W/}Z/ZO/O

Phone Number: : ‘ A g [ [/
O 19205 | Vs g hiBondiostete, <du
Pleasg Select Desired Coverage:
mployee Only - Employee+Spouse - | | Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
[Social Security # Birth Date | 86X Relationship
FIRENamE I T Nem CIMale  |[OSpouse [ Chid
; ¢ O Female I Domestic Partner
Socla) Security # Birth Date | Sex Relaﬁonnhxp‘ i
[First Name ML Last Name E I“:::glg Dspémnonmmﬁwgparmﬁ

EFF. DATE
EFF. DATE
EFF. DATE

|Employae Acknowladigement and Authorization - I hereby apply for the group benefit{s) as indlcated. | acknowledge that all antries are true and complete and that
any misstatements or faflure to report information may be used as the basis for cancallation of coverage for me and my dependent{s), if any, from the original
effectiva date. Further, ] authorize my employer to make the necessary payroll deduction of premiums for coverages i have slectad.

IF ENROLLING - YOU MLIST SIGN HERE
7 N U .

EMPLOYEES DECLINING O |1am DECLINING coverage

I understand that 1 and/or my dependents, if any, walve any coverage and desire to participate in the plan at a later date, llwe may'ha considered a late enrollee and
must meet the requirements defined in the Certificate of Coverage for the company’s medical or dental plans. If | decline enrcliment for myself or my dependents
(Inciuding my spouse) hecause of other coverage, | may, in future be able to enroll myself or my depend; In this plan, provided | request enroliment within 31
days after the other covarage ends. In addition, if a new dependent relationship forms as a result of marriage, hirth, adoption, placement for adoption of parting suit
of adoption, | may be able to enrall myself or my dependent, provided | request enroliment within 31 days of the avent.

IF DECLINING- YOU MUST SIGN HERE

Employes Signature . Date

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 4056
Edina, MN 56439
Phone: 962-767-9518 Fax: 962-767-8615
Email: Health@employersolutionsgroup.com




Bixed Indemnity Medical Benefits Plan 2

* VS|

219301-ESG-1

OFFICE USE ONLY

LOCATION

Rehire Date / /

ENROLLMENT FORM

A. REQUIRED EMRLOYEEINFORMATION

e Midhad  Kaes'

ESC CU(UNAC-MN) P1v18.2

PRINT USING BLACK or BLUE INK (Must Be Filled Out)

W'/ b Eaca v

pdess ZAG750  Pryant_Ape

e

5 nnwpeﬁ’g

| tState L/WA/

 Date of Birth
l / /

lZip 559/ /Z

i
B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYES% i Yes pleasecontinue
. b L
Medicare Health Insurance Claim Number (HICN)

' Medicare Effective Date

Name of Covered Person (s):

1.

2,

-

3.

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

SELECT COVERAGE LEVEL

Employee Only D

Employee + 1 I:I

Employee + Family l:]
NO to ALL Benefits ||

L ] -
$20.25 m 617 o)
$41.10 $12.34
$54.88 $20.36

[dves [INo | [[Kes [INo

y Companion Life Insurance Company.

' VISION TERMUFE | SHORTTERM
(5242 ) L %060 on| 420 {
$4.92 $0.90
$6.56 $1.80
Yes [_INo m/Yes [CIno | Clves CINo

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

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

D. REQUIRED DEPENDENT INFORMATION
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E. REQUIRED SIGNATURE

o i e o

/1

_IE _;I__j___S'pouse []child[_] Domestic Partner

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read the benefit packet and understand its limitations. | understand that:);en enrollment is only available for

This is an Essential StaffCARE Enrollment Form.



