——————

E-Verify - Print Case Details - Preview Page 1 of 2
SENSITIVE BUT UNCLASSIFIED
Department of Homeland Security Report Prepared: 05/22/2015
E-Verify Page: 1 of 1
Case Verification Number: 2015142130353YH
Case Information:
Employee Information:
Last Name; Robinson First Name: Ariana
Middle Initial; Other Names Used:
i Dite of BIth: 01/11/1997
Citizenship Status; A citizen of the United States Email Address:
Document Information;
List B Document: School ID card List C Document: lc_,f;gfm of Report of Birth (Form DS-
Alien Number: 1-94 Number;
Adaditional Information;
Hire Date; 05/22/2015 Employer Cage ID;
Three-Day Rule Reason: Three-Day Rule - Other:
Submitted By: KRIT3361 Submitted On: 05/22/2015
Initial Case Result:
Case Result; Employment Authorized
Employee Referred to SSA:
Referred By: Referred On;
Case Result from SSA (after SSA Tentative Nonconfirmation):
Case Result; Response Date:
Resubmitted to SSA (after Review and Update Employee Data):
Last Name; First Name:
Middle Initial: Other Names Used;
Social Security Number; Date of Birth:
Resubmitted By: Resubmitted On:
Case Result from SSA (after Resubmission):
Case Result;
Request Name Review:
Comments;
Submitted By: Submitted On;

Case Result from DHS (after DHS Verification in Process):

Case Result: Response Date:
Employee Referred to DHS:

Reforred By: Referred On:
Case Result from DHS (after DHS Tentative N onconfirmation):

Case Result: Response Date;
Photo Matching Results:

Determination:

Employee Referred to DHS (Additional):

https://e-veﬁfy.uscis.gov/emp/BpCaseDetailsLetter.aspx?CaseVeerml=20l 5142130353YH

5/22/2015



7301 Ohms Lane Suite 405

employer solutions staffing group. Edina, MN 55439

@ Leverag"r".g RESOUT‘CES ina Changing Market Tel: 952.835.1288 » Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

Personal Data- PLEASE PRINT LEGIBLY IN INK

Last Name ;\)}ﬂni o v Yol First Name Ew Lo G Middle Initial L
Street Address 10 LV S lavond Comd | one Apt/Ste
City/State/Zip \_,C;mA\r_\_\-ma MY =) AL

Phone Number 3 (,3-2] |7 - <5¢ 2 Email Address ¢ i 0 v (1) 3@o¢-_\ggg i Cnren

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfacto, roof of jde: and legal abllity to work In the US.A.
Are you legally authorized to work in the United States of America?\ELYES [JNO

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained In this application to determine my
qualifications for employment. | authorize ESSG to make Inquiries of my former employers, except as Indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eliglbllity for rehire.
1 understand that a comprehensive background check may be conducted to determine my ellgibllity for hire by certain clients of ESSG.
This may include but Is not Imited 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,
I 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 materia) omission or misrepresentation will result in my disqualification from
conslderation 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.

M [/
W ‘%-ﬁm“lal%‘gf. glz Z , 14
Name (Print or type) Applicant’s Signature Date °

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

For ESSG Office Use Only
DOH NHW -9 8850 w4
Emergency Contactinfo | Background Release Form Background Resuits Unemployment Letter ESC Application
{if applicabie)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms Rev. 11/2013



F 4 The exceptions do not apply to supplamental wages Nonwage Income. If you have a large amount of

Or m w (2015) greater m';% $1.ooo,ooo.p B, RE = nonn:algge Income, sun¥|°:s Interest or dividends,
consider making estimated tax ents using Form

Basio Instructions. If you are not exempt, complete ng lrvlayduala.l L oth argl

Purpese, Complete Form W-4 so that your employer the Personal Allowances Worksheet below. The 1040-ES, Estimated Tax for In 58, you
can withhoid the comect federal incom,tax ﬂ'orl:l%ur waorksheets on page 2 further adjust your mﬁ“ w%&@&mﬁ? m%ﬁg annuity
pay. Consider completing & new Form W-4 each year withholding allowances based on itemized ks welﬁ{mm on Form W8 or Vy w3 adjust
and when your personal or financial situation changes. defwuctions. ecr;rtalr}ﬂ ctlm}lmb,sad u:ténamato Income, }l'_:" ng e ha
Exemption from withholding. Ifyou are exempt, or two-eamers/multiple jo! ons. 0 earners or multiple jobs. If you have a
eompglfe onl*llnes 1,2,8,4, anan'; and S'F“ the form Complete all workshests that apply. However, you g‘;;',",?ﬁm ;”Sf‘a?ﬂ,"'wg,’m 3%03"1%:33‘ calal
to valldate . Your exemption for 2015 expires may clalm fewer (or zero) allowances. For regular on all jobs tgin worksheatsy?rom only one Fo a
February 18, 2016, See Pub. 505, Tax Withholding wages, withholding be based on allowances Wt Vour wlthﬁoldln ustally will be nost "“m
and Tax. you alaimed and may not be a fiat amount or M el L clalmed on th For:fsvu e
Note. If another person canclaimyou as a dependent Ppercentage of wages. for the highest paying job and zero allowances are
on his or her tax retum, you cannot claim exsmption Head of household. Generally, you can claim head claimed on the others. See Pub, 505 for detalls,
mm gllmholdln lf)?augon;ome exczelds $1.05(f% and of household filin, sh:’tus on your ﬂ?:n rgg:slzl :fntlﬁ if Nonresident alien. If you are a nonresident allen
udes more than uneamed Income (for ou are unmarried an more e iyl g
example, Interest and dividends). Eusm of keeplng.up & hg:{e-foryaurself-and yaur- N 392"8195 >
- A sa mav ha shis to cls BDE SLier qualitying Individuals. Sea e UL ANEns, Daloms
o s e e e L Pub, 501, Exemptions, Standard Deduction, and
dent. If he empoing even if the employes is a Fling Infarmation, for ieendard | Check your withholding. After your Form W-4 takes

dependent, if the employee: Tax cradits, Y take credits | effact, Use Pub. 505 to see how the amount you are
» 18 age 85 orolder, REang 7o shonsiie - rojectod tax oredia nto socourt  BEPH TS U, 806 to your projected total tax

1s biind, ICI!‘ ‘;grygt:gdagr dapleelﬁgwt t:ar‘e’f expenggn;%:u u‘iﬁ'i"nﬁi& for 2015, Ses Pub. 5i espsclal‘l)y your eamings
. , or Singl

A tex credit may be olaimed using the Personal Allowanges excead §130,000 (Single) or $180,000 (Married).

* WIIl claim adjustments to Income; tax cradits; or Worksheet below, See Pub. 505 for Information on Future developments. Information about any future
itemnized deductions, on his or her tax retum. converting your other oredits Into withholding allowances, developments affecting Form W-4 (such as legislation

enacted after we release i) wil be posted at www.Is.goviw.
Personal Allowances Worksheet (Keep for your records.)

A Enter *1” for yourself if no one else can claim you as a dependent . 9 4 g A i
* You are single and have only one Job; or
B  Enter“1”if; * You are married, have only one job, and your spouse does not work; or

B
* 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 chooss 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 withheid.) . °© o o o o g o o© (o]
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . 25 B D _6
E  Enter "1 if you will file as head of housshoid on your tax return (see conditions under Head of household above) E
F  Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credjt F

{Note. Do not Include chlid support payments. See Pub. 603, Child and Dependent Care Expenses, for detalls,)
G Child Tax Credit {including additional chiid tax credit), See Pub. 972, Child Tax Credit, for more Information.

¢ If your total income will be less than $65,000 ($100,000 if married), enter "2 for each eliglble child; then less *1* if you

have two to four ellgibie chlidren or less “2" If you have five or more eliglble children.

* If your total Income will be between $66,000 and §84,000 ($100,000 and $116,000 if married), enter “1” foreach eligblechid. . . G
H  Addlines A through G and enter total here. {Note. This may be different from the number of exemptions you claim on your tax retum,) » H

® If you pian to itemize or clalm adjustments to income and want to reduce your withhoiding, see the Deductions

For aceuracy, and Adjustments Worksheet on page 2.

complete ail ® If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets eamings from all jobs exceed $50,000 {$20,000 if married), see the Two-Eamers/Multiple Jobs Workshest on page 2 to
that apply. avold having too little tax withheld.

s |f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.
Separate here and glve Form W-4 to your employer. Keep the top part for your records.

o W=4 Employee's Withholding Allowance Certificate OMS No. 1645-0074

Department of the Treasury P Whether you are entitled to clalm a certaln number of allowances or exemption from withholding s 2 @ 1 5
Intemna! Revenue Service subject to raview by the IRS. Your employer may be required to send a copy of this form to the IRS.

1 Your first name and middle Inftial name 2 Your soclal security number
M - . P
Bvvane & NN 8 -2~
Homa address (number and street of rural route) 3 [N single [} Manied [] Married, but withhold at higher Single rete.

1SL { :a,ﬁ' t AoVl Note, If manied, but legally separated, or spouse I8 a nonresident allen, check the "Single” box.
City or town, state, and ZIP code

§ 4 If your last name differs from that shown on your social security card,

Whoedllm M ¢~ 74 check hers. You must call 1-800-772-1213 for a replacement card, > [ ]
Total number of allowa‘ﬁces‘;au are claiming (from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . A A T
| claim exemption from withholding for 2015, and | certify that | meet both of the following conditions for exemption,
* Last year | had a right to a refund of all federal Income tax withheld because | had no tax liabllity, and
® This year | expect a refund of all federal Income tax withheld because | expect to have no tax ilabliity.
if you mest both conditions, write “Exempt” here . SIS O N L L ]
Under penalties of perjury, | declare that | have examined this certificats and, to the best of my knowledge and belief, it Is true, correct, and complete,
(grmmglf%l:'rene;: ﬁgnv:?ll:ir:nless yousign it) » L,M_QML‘A b Date » SIZ ?.l |5

8 Employer's name and address (Employer: Complets ines 8 and 10 only If sending to the IRS.) | 9 Office cods (optional) | 10 Employer Identification number {EIN)

ey

Srh

~N o om

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No, 10220Q Form W4 (2015)



e ——

Employment Eligibility Verification USCIS

Form 1-9
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

Section 1. Employee Information and Attestation (Empioyees must complete and sign Section 1 of Form I-9 no later |
than the first day of employment, but not before accepting a jo

b offer.)
Last Name (Family Name) Iﬁmmmm Middie inftial | Other Names Used (i any)
Rob (s E
Address (Street Number and Name) Apt. Number | City or Town

Siate Zip Code
e i Coot § L bedlogn MN | £57124
.8. Social Security Number | E-mail Address

-'j Telephone Number
Julag besHsERI 62 v im0 obintsn 18 9 ® outlosk ,nE‘MI’Qlo%'LIIZ"S"ql’C

| am aware that federal law provides for imprisonment and/or fines

for false statements or use of false documents in
connection with the completion of this form.
| attest, under penaity of perjury, that | am (check one of the following):
"IN A citizen of the United States

[C1 A noncitizen national of the United States (See instructions)

|:| A lawful permanent resident (Alien Registration Number/USCIS Number):

(1 An alien authorized to work untl (expl
(See Instructions)

Iration date, if applicable, mm/ddiyyyy)

- Some allens may write "N/A" in this field.

For allens authorized to work, provide your Allen Registration Number/USCIS Number OR Form 1-94 Admission Number:
1. Alien Registration Number/USCIS Number;

o) 3-D Barcode
R Do Not Write in This Space
2, Form 1-94 Admission Number:

If you obtained your admission number from CBP in connection with your arrival in the United
States, Include the following:

Forelgn Passport Number:

Country of issuance:

Some allens may write "N/A"

on the Foreign Passport Number and Country of Issuance fields. (See Instructions)

Signature of Employee: /7. ‘% g [ Date (mmdwfg/zzlzoi [

Preparer and/or Translator Certification

(To be completed and signed if Section 1 is prepared b y a person other than the
employee.)
| attest, under penaity of perjury, that | have assisted in the completion of this form and that to the best of my knowledge the
information is true and correct.
Signature of Preparer or Translator: Date (mm/dadpyyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @

Form1-9 03/08/13 N



Q Employer Completes This Page Q
- e RRESSE——————

Sectlon 2. Employer or Authorized Representative Review and Veriflcation

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as histed on
the "Lists of Acceptable Documents”™ on the next page of this form. For each document you review, record the following information. document title,
issuing authority, document number. and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1: m( , (\Mﬂ G NG

ListA OR ListB AND Listc
Identity Em_p_loyment Authorization
Document Title: Document Title:
1ssuing Authority: , Issulng Authority:
LAV .
D N ¢ Document Number: Document Number:
| U\ - ggRou _
1Explration Date ﬁéjﬁﬂ(m"’/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy}:. Expiration Date (if any)(mm/dd/yyyy):
Document Title:
issuing Authority:
Document Number:
Expiration Date (i any)(mm/ddiyyyy).
3-D Barcode
Document Titie: Do Not Write in This Space
Issuing Authority:
Document Number:
Expiration Date {f any)(mm/dd/yyyy):
Certification

| attest, under penaity of perjury, that (1) | have examined the document(s) presented by the above-named employee, (2) the
above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employes is authorized to work in the United States.

The employee's first day of employment (mmvdd/yyyy): _ S-S~ /.S (See instructions for exemptions.)

Slgg f Employer,.or Alifhorized Representative Date (mm/ddiyyyy) yer or orlzedlfepresg ve
K s~ 28 | AN Spero

o

ame, (Family Name) First Name (Given Name) Empioyer's Business or Ol’ganizailon Name
% \vzb\\ i “ Y\ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Empioyer's Business or Organization Address (Street Number and Name) | City or Town State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative. )
A. New Name {if applicabie) Last Name (Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (if applicabie) (mm/ddlyyyy):

C. i empioyes's previous grant of empioyment authorization has expired, provide the Information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

Document Title: Document Number: Expiration Date (if any)(mm/dd/yyyy):

| attest, under penalty of perjury, that to the best of my knowiedge, this employee Is authorized to work in the United States, and If
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the Individual.

Signature of Employer or Authorized Representative; Date (mm/dd/fyyyy): Print Name of Employer or Authorized Representative:

Form1-9 03/08/13 N






qTAT_E O l\IINNE
L CERTI 7

FULL NAME

‘-*—*‘--t‘ 2Pl

CERTIFICATE OF BIRTH

STATE FILE NUMBER  1997-MN-002941
ARIANA ELIZABETH-ROSE THACKER

DATE-OF BIRTH JANUARY-11,1997—
11:11 AM

PLURALITY SINGLE (1)
FEMALE

PLACE OF BIRTH

SAINT JOSEPH'S HOSPITAL, SAINT PAUL
SAINT PAUL  RAMSEY MINNESOTA

VICTORIA LYNN THACKER

THACKER

JUNE 12, 1974
 MINNESOTA

NAME AT BIRTH
DATE OF BIRTH
PLACE OF BIRTH

DATE OF BIRTH

MARTELLO ROBINSON

SEPTEMBER 30, 1970
MISSOURI

PLACE OF BIRTH

ANY AMENDMENT MADE PRIOR TO 08/08/2000 FOR THIS RECORD IS NOT NOTED ON THIS CERTIFICATE.

THIS IS A TRUE AND CORRECT RECORD OF BIRTH REGISTERED IN THE MINNESOTA OFFICE OF VITAL RECORDS.

[ gymwg M@ I

ISSUED: MAY 20, 2015

THIS CERTIFICATION IS VALID ONLY WHEN REPRODUCED ON WATERMARKED SECURITY PAPER
WITH A RAISED BORDER AND RAISED STATE SEAL OF MINNESOTA.

b 154" atn 0T dmby drnd o § v a oK v Tkl Bkint 50t ramniZ

Tabbia e s et € o d sadadXe o)

MR&C Certificate ID
9396013

FILED: JANUARY 28, 1897

Mo Moty Comful

Molly Mulcahy Crawford
STATE REGISTRAR

WASHINGTON COUNTY - PUBLIC HEALTH - CG




DISCLOSURE AND AUTHORIZATION [\MPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION
o oles BAGKGROUND INVESTIGATION

Employer Solutions Staffing Group LLC (ESSG) may obtain Information about you for employment purposes from a third party consumer reporting
agency. Thus, you may be the subject of a “consumer report” and/or an “Investigative consumer report” that may Include information about your
character, general reputation, personal characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
neighbors, friends, or associates, These reports may contain information regarding your credit history, eriminal histary, social security number
validation, motor vehicle records (“driving records®), verification of your education or employment histo , or other background checks, Credit
history will only be requested where such Information is substantially related to the duties and responsibilities of the position for which you are
applying. You have the right, upon written request made within a reasonable time, to request whether a consumer report has been requested and
compiled about you, and disclosure of the nhature and scope of any Investigative consumer report and to request a copy of your report. Please be
advised that the nature and scope of the most common form of Investigative consumer report obtained with-regard ‘to-applicants for employment

is—an—investigation-into your-education and/or emplo reening, 7275 Ohms Lane,

I~ Minmeapols, N 55439, Tel.: 800-886-4777 or 952-941-9040, Fax: 800-886-0774 or 952-941-9041, ORANGE TREE EMPLOYMENT SCREENING's

website is at Www.arangetreescreening.com, or another outside organization. The scope of this notice and authorization is all-encompassing,
however, allowing ESSG to abtain from any outside organization all manner of consumer reports and investigative consumer reports now and
throughout the course of your employment to the extent permitted by law. As a result, you should carefully consider whether to exercise your
right to request disclosure of the nhature and scope of any Investigative consumer report.

New York and Maine applicants or employeesonly: You have the right to Inspect and recelve a copy of any Investigative consumer report requested by ESSG by
contacting the consumer reporting agency identified above directly, You may also contact ESSG to request the name, address and telephone number of the
Nearest unit of the consumer reporting agency deslgnated to handle inqulries, which ESSG shall provide within 5 days,

New York applicantsor employees only: Upon request, you will be Informed whether or not a consumer report was requested by ESSG, and if such report was
requested, informed of the name and address of the consumer reporting agency that fumished the report. By signing below, you also acknowledge receipt of
Article 28-A of the New York Correction law.

Oregon applicants or employees only: Information describing your rights under federal and Oregon law regarding consumer Identity theft protection, the storage
and disposal of your credit Information, and remeadies avallable should you suspect or find that ESSG has not malntained secured records is available to you upon
request.

Washington State applicants or employeesonly: You also have the tight to request from the consumer reporting agency a written summary of your rights and
remedies under the Washington Fair Credit Reporting Act.

ACKNOWLEDGMENT AND AUTHORIZATION

| acknowledge

REPORTING ACT and certify that | have read and understand both of these documents. | hereby authorize the obtaining of “consumer reports”
and/or “investigative consumer reports” by ESSG at any time after receipt of this authorization and throughout my employment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution, school or
university (public or private), information service bureau, company, or insurance company to fumish any and all background information requested
by Orange Tree Employment Screening, 7275 Ohms Lane, Minneapolls, MN 55439, Tel.: 800-886-4777 or 952-941-9040, ORANGE TREE
EMPLOYMENT SCREENING’s website Is at: www.orangetreesereening.com, ancther outside organization acting on behalf of the company, and/or
the company itself. | agree that a facsimile (“fax”), electronic or photographic copy of this Authorization shall be as valid as the original.

New York applicants or emploveesonly: By signing below, you also acknowledge receipt of Article 23-A of the New York Correction Law,
Minnesota and Oklahoma applicants or loyees only: Please check this box if you would like to recelve a copy of a consumer report if one Is obtalned by ESSG.

E {Must Include emal add

Signature; (M LA Qa J‘S" Date:S_['Zz ' éS
BACKGROUND INFORMATION

Last Name:lgb_{_\:_sgz e First: Qg'm' .1 Mlddle:M;&L
Other Names/Allas: A:LLMLLM

Soclal Security #*: 4~ = 72, Date of Birth (mm/dd/yyyy)*:_ D) I U ! 1GG 2

Driver’s License #: State of Driver’s License:

Present Address; )0H 15 l:]mna Eom 2'\' 14}!)&, Telephone # (Primary): }{QS“ ‘14_\_7.'- 'QOA"Z'Z\
City/State/le:wm:-S "\_a\‘l\.\\ =

*This information will be used for background screening purposes only and will not be used as hiring criteria,




2 employer solutions staffing group.
& Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization
Empllc;‘yees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.

ou do not p ovide a written election, wages will be paid by Payroll Debit Card.
SEEERIGN | BASTEINEORNIA BICN

SSN# (last 4 digits) Effective Date .
\(o 2. S/z3)is
[\] Payroll Debit Card (Please complete Sections 4 and 5 below)
SEGHON 3 DIREGEE DEPOSE
: [ Update Bank Account 1 understand and acknowledge that if I do not provide a
€ Bank Name: voided check with this direct deposit form, I am
& responsible for any delays in payroll or extra costs
@ Routing# incurred if the account number that I provide is incorrect,
BN Account#

Initial Date

Account Type:  [] Checking [ Savings [Other

To help us avoid making an errar, please attach a copy of a voided check. (a deposit slip will not work)
Ifyouchangebanks,donatcloxeyowoldbankamumunﬁlyom'directdeposithassmrtedatﬂlenewbmk,wlﬂchmaymkeZPaypmiods.

SECETONTIRANR O DL R G GOSN TS TGN D)

Bxcept .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 sach payday you receive

'wages.

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

First Name N,.; M1 Last Name % Defe of Birth ¢ |
ricna B Dinsmn 11193

Street Address ;o BoX NOT ACCHPTARLE) 4

! S)O‘-HS fzﬁm"‘; Fmﬁellmon i
T P [P eci7a " Jod-47- 8671

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account# 4 3 3 ol

Employee’s Signature;
SECTION S AU HOR] ZANELON
I 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.

*E-mail: Lrioracohineann Iqu @ oitlenl . Lam
this information will only be used to send your paystubs electronically

1
Employee's Signature: Mﬂ/‘{;ﬂx A, Date: 5Z Z2 i s




VSIIND 219301-EMP 8FFICB USE | hcATION Rehire Date / /

e S ey

ENROLLMENT FORM ESC NAV*SAD P2M v15.0

REQUIRED ENIPLON L INEORNENEION OPTION'|

(Must Be Filled Out) You MUST enroll in the Indemnity Medical Insurance Plan before adding
Social Security Number ﬂ&i'ili'él__b_l any additional Indemuity benefits, except Dental. Your coverage level

forthe’IhxmLifewillbeidentiealtoyonrmedicalplanselecﬁon.
DueofBith 21/ 11/ 1943 o I_M—IE -

—— — — ——

e — ————

‘ PRINT USING BLACK or BLUE INK EINED AINDENINEEY PLAN AWeelda Ries
|
f
l

[

=
Street Addres |:|
i’ Cltyﬁmmg_ State M..& IipsS 129 D $56.67 Employee + Family "
(HomePhone Db >-4 12 -5472 2 [N No toall lndemnity beneits, |
|
|
r

This coverage is not available to residents of New
r Do you or any dependents have Medicare? e ! Hampshire, Hawaii, or Puerto Rico.
O Yes N\No If Yes:
Medicare Health Insurance Claim Number (HICN) DENTAL
D $5.99 Employee Only
Medicare Effective Date ___/__/_____ D $11.98 Employee + 1
Names of Covered Person(s) D $19.77 Employee + Family
. N no
1 2. _=
3.
= J

$0.60 Employee Only
D YES $0.90 Employee + 1

SNO $1.80 Employee + Family

| Name

P

TERM LIFE @
V‘

|

] Social Security Number e e . e

Dueotnes 1 bx] | — S
| DmeorBEh —_f S sex | SHORT-TERM DISABILITY - |
{ Relationship: [ Spouse [JChild []Domestic Partner J | D YES (E\
|5— '[ 2 $4.20 Employee Only

= || Slwo

i Social Security Number e SR o s Sl Short-Term Disability is not available to persons who work in |

/ California, Hawaii, New Jersey, New York, or Rhode Island.
. Date of Birth ._._/_._ —_——— Sex @El

82193010-M-EMP |

| = :'T ST "’:."‘ bin g --4
BENEEICTARN INFORNIATION 8
For Term Life / Accidental Death & Dismemberment, please write D $58.87  Employee Only
in your beneficiary information. i D $87.73 Employees |

NAME OF BENEFICIARY { ‘ mpiey f
| '[] $186.99 Employee + Family '
|

RELATIONSHIP L&NO te MEC Wellness/Preventive Plan

L _— i -

! Accidental Death & Dismemberment is part of the Term Life Benefit. |

L 4

I have read the benefit packet and understand its limitations. I understand that
understand that making no benefit selection is a declination of coverage.

open enrollment is only available for a Jimited time and I

Date ng_z:cﬁl.%__\_f;



