Employer Solutions Staffing Group, |1.C
——1301 Ohms Lane, Suite 405
—Edina, MN 55439
—{852) 8351288
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FILL IN ALL BLANKS & PROVIDE ALL INFORMATION REQUESTED-PRINT OR TYPE

CIAL DRIVER APPLICATION
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Name: mm&clu% mazie_ Y Lm__gd%éjk
Address l'7s :!' qv——':‘r F“Pf’lfl% *l'—dh' 3"' Home telephone: ~ 43 el V) 77
Clty, ,g—_—, ¢ Ryl state_MA/ zp SYX (|7 Cellular telephone:

1 Street

Dateotmiess | [~ O/~ |9 LY

Social Security Nnnhﬂ%ﬂ.- _E_Y_'i&(z

AR TR

Dates: From_ . To
City State Zip

2 Street Dates: From To
Clty, State Zip

3 Street Dstes: From To,
City State Zip

Use backaide of sheet for additional addresses.

State l !! !u Number

sms\ Number
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Explration Date

State Number

Explration Date

Experience:
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Vialation State Commerelal Vehicle: Yes / No
Date__ 7~ Stata Commerelal Vehicle: Yos / No
Date / f State Vehlele:
Dats State Vehie
Date / / } s Copimercial Vehifle: Yeq / Nq
Dats | \
D, £__State Commercisl Vehicle: Yea/No
Date Violation State Commercial Vehicle: Yes/Ng
!iavo You ever had any driver license denied, suspended, revoked or canceled by any issuing state agency? g
Oves ﬁNo If yes; state of issunnce; explanation;
Emplovment Histo it 10 B or gaps between emplavers (lromempmm.llnunlmluudh)
/I/O 0 riv (Wing 3 obs
1) Emplayer: % Dates: £, to 2
Address: f _Q_Lm "C gs hn ¢ + ‘!:i
City, State, ZIp code: +1u \_/ hone;
Were you subject to the Federal Motor Carrler S Safety Reguiations durin period? I Yes OONe

Were you subject to 49 CFR part 40 r.nntrollﬂl substance and aicohol testing during this period? [JYes OONe
Reason for Leaving:

900050000000 800000 sanvee bR AL Ll L LT TT T TY PP TR Y vy 00 ssssasvansvs

soe ves oee O-'o'.."ncn.n.--u-l'ooutlnulonoonon

2) Employer: Dates: - to
Address; Supervisor:
City, State, Zip code: Telephone;
Were you subject to the Federal Motor Carrier Safety Regulations during this period? CYes Ono

Were you subject to 49 CFR part 40 controlled substance and aleohol testing during this period? [JYes CNe

Reason for Leaving:
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3) Employer; Dates: to

Address: Supervisor: =
City, State, ZIp code: Telephone: oy
Were you subject to the Federal Motor Carrier Safety Regulations during this period? Oves Omo

Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? [Jyes ONe
Reason for Leaving:

4) Employer:

Dates: to
Address: Supervisor:
City, State, Zip code Telephone:
Were you subject to the Federal Motor Carrier Safety Reguiations during this period? COYes CINe

Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? Cdves [OnNe
Reason for Leaving:
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S) Employer: Dates: to
Address: Supervisor:
City, State, Zip code: Telephone:
Were you subject to the Federal Motor Carrier Safety Regulations during this period? O Yes CInNe

Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? [Jyes CINe
Reason for Leaving:
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6) Employer:

Dates: ]
Address: Supervisor:
City, State, Zip Code: Telephone:
Were you subject to the Federal Motor Cal:rler Safety Regulations during this perfod? OYes One

Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? [JYes ONe
Reazon for Leaving:
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7) Employer: Dates; to

Address: Supervisor:
City, State, ZIp code: Telephone:
Were you subject to the Federal Motor Carrier Safety Reguiations during this period? Oves ONe

Were you subject to 49 CFR Ppart 40 controlled substanee and aleohol testing during this period? (JYes ONe
Reason for Leaving:

Use backside of shest for additional emplovers

For driver applicants of commercial motor vehicles that require a Commercial
Driver License (CDL) the applicant must disclose their controlled substance and
alcohol status per the requirements of 49 CFR part 40.25(j).

As a prospective driver employes, you have the right ta review information provided by previous employers, You have the
right to have errors in the information corrected by the previous employer(s) and for that previous employer(s) to re-send the
corrected information to the prospective employer; the right to have a rebuttal statement attached to the alleged erroneous
information, if the previous employer and the driver cannot agree on the acouracy of the information,

years, and wish to review previous employer provided Investigative information, must submit a written request to the
prospective employer, which may be done at anytime, including when appiying or as late as thirty (30) days after being

employed or being notified of denial of employment. The prospective empioyer must provide this Information to the
applicant within five (5) business days of recelving the written request. If the prospective employer has not yet received the
requested information from the previous employer(s), then the five (5) business day deadlines will begin when the

prospective employer receives the requested safety performance history information, If the driver has not arranged to pick up
or recelve the requested records within thirty (30) days of the prospective employer making them availabie, the prospective

Certification
“I certify that this application was completed by me, and that all entries on it and information in it are true

and complete to the best of my kngwledg'e."
/a1l
| vetdsigees

m—
TO BE COMPLETED BY THE EMPLOYER:

Application received by: Application reviewed for completeness by:

Name ) Name

e W T T
SIGNIFICANT DATES:

Date of Hire:

Tinte & Dute of Pre-Employment CST;

Time & Date of Pre-Employment CST Results Reeeived:
Date First Used In Safety Sensitive Position:

Date of Terminations

!



Employer Solutions Staffing Group
7301 Ohms Lane, Suite 405
Edina, MN 55439
Tel. 952,835,1288

’Ilu h Km 5"’0!\

S3%0 124117 (D
Driver's Operators Lio. No,
340~ 69 -3 90 &

e

The above listed individual has made application with us for employment as a driver. Applicant has indicated
that the above numbered operator's license or permit has been issued by your Stata to applicant and thet it is In
good standing. ’

In accordance with Section 391.23(a)(1) and (b) of the Federal Motor Carrier Safety Regulations, we are
required to make inquiry into the driving record during the preceding 3 years of every State in which an
applicant-driver has held a motor vehicle operator's license or Permit during those 3 years,

Therefore, please certify to us what the individual's driving racord Is for the preceding 3 years, or certify that
no record exists if that be the case,

in the event that this inquiry does not satisfy your requirements for making such inquiries, please send us
such forms of yours as are necessary for us to complete our inquiry inta the driving record of this Individual,

Respectfully yours,

{printed) name of person making inquiry

Title of person making inquiry

Molor Camler Name
—MM:MM _MN 55424
Street

Cly State Zp




employer solutions staffing group.

Leveraging Resources in a Changing Market

AUTHORIZATION FOR CONTACTING CURRENT
EMPLOYER PERMISSION OF PERSPECTIVE
EMPLOYEE

s

(Please read the following statements and sign below if you consent)

I am currently employed with another organization.

(Applicant's name below)

I, (‘?\ Q GIM ¢ \<«i hao JH. sl?ereby authorize Employer Solutions
Staffing Group, \LLC (ESS8G) and their designated agent, GIS, to contact my

current employer regarding work performance and work history relating to
my employment with them.

I further release and hold harmless both ESSG and ,
NOrr+h\nn TEM DS (staffing client company’s name) from
any and all liability that may potentially result from the release and/or use of

such information, I understand that any information released by my
employer will be held in strictest confidence, that it will be viewed only by

those involved in the hiring decision, and that neither I nor anyone else not
80 involved will not have the right to see the information,

Teedrin \ww 20911

Applicant’s @mture L I Date

gt)d'\ € ~r [Cm\g:g‘)[‘on

Print Employlee's Name




AUTHORIZATION OF BACKGROUND INVESTIGATION

| have received, read, and understand:

e The Disclosure of Background Investigation;

® The federal governmental notice entitled, "A Summary of Your Rights Under the Fair Credit Reporting Act”;

o The document entitied “Additional State Law Notices” (and if a California applicant/employee, the Notice
Regarding Background investigation Pursuant to California Law).

My signature below indicates my authorization for (‘the Company”) to obtain consumer
and/or investigative consumer reports about me from a consumer reporting agency in considering me for hiring,
promotion, assignment, reassignment, retention, discipline, or other employment purposes.

By signing below, | also acknowledge that the facsimile (FAX) or photocopy of this document shall be valid and accepted

with the same authority as the original. | agree that, if employed by the Company, this authorization will remain in effect
throughout the term of my employment, or to the extent allowed by law.

California, Minnesota, and Oklahoma Applicants/Employees Only: Plea eck this box if you would like a free
'| copy of the consumer or investigative consumer report prepared on you? es [1No

Would you iike your copy sent via e-mail for faster delivery? OYes I No

S35
IE\;:aryss:- \’{:I—SFA F")’/‘/U’lg']‘ﬂn S‘}') 5‘]*- IDAM{JMU 7

C

Date; _2~ ‘I c1 |/ [ b Signature:

' ‘ PERSONAL DATA NEEDED FOR BACKGROUND CHECK—PLEASE COMPLETE
VA )

Modney B Kineston

First Name ( Middle Name Last e
37y Fr(r, aaton st - NERVTST)

S ress = ode ¢ one

oV, 290 pT- ~ 5596194 (B0 .
Date of Birth Social Security Number Driver’s License Number State of License

S =
List any other cities and states in which you have lived during the previous 7 years.
S A v &

List any other LAST NAMES you have used during the previous 7 years and/or for higher education).

May 2015



RELEASE AUTHORIZATION

DOT DRUG AND ALCOHOL TESTING INFORMATION AND FMCSA SAFETY
PERFORMANCE INFORMATION

SECTION : Tobe complefad by the empioyee. _ )
Name: 1A aighh ¢ SO Sodlal SecuriyNo_ 2 30— 6 E"’ 3266

This release Is in accordanive with DOT reguiation 49 CFR Parts 40, 382, and 391. | hereby authorize release of FMCSA-regulated
safety performance records, as well as the following information concerning DOT drug and alcohol testing violations including pre-
employment tests during the past three years: (1) alcohol tests with a result of 0.04 or higher alcohol concentration; (2) verified
positive drug tests; (3) refusals to be tested; (4) other violations of DOT agency drug and alcohol testing regulations;

(5) documentation, if any, of compietion of the retum-to-duty process following a rule violation; (6) information obtained from
previous empioyers of a drug and alcohol rule violation,

Previous Employer: S X %“:4 'P‘C T j
Address, City, State, zIP:___(*, In\ o 0 A L
Phone: _.{4 7] ‘Ch gws n

New Employer: {\()[JCL\\IALFQ A-tm
Addrass.p::y.Stata, z2r:__ 02N nS\l/lgﬂ-nm— »4-./4; S“-(ﬂ—q(dmu

Phone:

i‘“&mﬁ‘%ﬂ%”’“ &ﬁ!'n@m

SECTION II: Please fax response to 6123955574

CONTROLLED SUBSTANCES AND ALCOHOL TESTING INFORMATION

In the previous two years, in regards to DOT-regulated testing: NIty ‘}"CS‘LZ‘CJ ‘@9 R S Yp) 0 Y €}
1. Did the employee have alcohol tests with a result of 0.04 or higher? ONo

0 Yes
2. Did the employee have any verified positive drug tests? O No 0O Yes
3. Did the employee rafuse to be tested? O No 0 Yes
4. Did the employee have other violations of DOT agency drug and alcohol testing regulations? 0 No O Yes
5. Did a previous employer report a drug and alcohol rule violation to you? 0O No 0 Yes
If yes, pleass provide the pravious employer's raport along with this form.
6. If you answered “yes” to any of the above items, did the employee complete the return-to-duty O N/A 0 No 0 Yes
process?
If yes, pleass provide appropriate retum-to-duty documentation (e.g., SAP report(s), follow-up
testing record).
7. Did the driver vioiate the alcohol and controlled substances prohibitions under subpart B of § 3827 O No O Yes
8. Did the driver fajl to undertake or complete a rehablitation program prescribed by a substance 0 N/A 0O No 0 Yes
abuse professional (SAP) pursuant to § 382.605 or 49 CFR part 40, subpart O?
9. For a driver who successfully completed a SAP's rehabilitation referral and remained In the employ of
the referring employer, did the driver have any of the following testing violations subsequentto
completion of a §382.605 or 48 CFR part 40, subpart O SAP referral;
a. Alcoholtests with a result of 0.04 or higher alcohol concentration? O N/A O No 0 Yes
b. Verified positive drug tests? O N/A 0 No 0 Yes

c. Refusalsto test (Including verified adulterated or substituted drug test results)? 0O N/A 0 No O Yes



SAFETY PERFORMANCE HISTORY

In the previous three years, has the driver had any accidents as defined by § 390.5 of DOT regulations? O No 0O Yes

If yes, please atiach all information as required by §390.15 (b)(1), as well as Information on accidents you may
wish to provide pursuant to §390.15 (b)(2) ar your intemal company policles.

Name of person providing information:

Phone:
Title: Date:

Page2ot2



DRUG AND ALCOHOL
TESTING CONSENT FORM

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

2. | have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequencas of such conduct: (c) my rights under the policy and the consequences if |
exercise certaln rights; and (d) that certain events as described in the policy may resuit
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

4, I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to callect a body component (blocd,

(Roan ty K ] q S-Lor\

Individual's Name {

Date l!q! L(e;




Leveraging Resources in a Changing Market

v employer solutions staffing group.

AUTHORIZATION FOR EMPLOYER TO
RELEASE CDL/DOT FILE INFORMATION

TO STAFFING CLIENT
lease read the fo tatements and si elow if you consen
L 16 Olﬂ-ei KL’\Q .S‘-l‘f) n , hereby authorize

my employer, Employer Solutions St&ng Group LLC, to release any or all of
the following information relating to my application for federal Department of
Transportation driver qualification file to

(staffing client company's name).

(Check items yYou consent to release)—

The driver’s application for employment completed in accordance with the FMCSRs
Records relating to the investigation of driver’s safety performance history
A copy of the initial driver’s motor vehicle record check(s)

A copy of the driver’s road test or a copy of the driver’s CDL, which the motor carrier may
ac::?dﬁ equivalent to the driver’s road test

Copies of the annual driver’s motor vehicle record check, the annual

list of violations provided by
the driyet and certification of the annual review



)/ A copy of the skills performance evaluation certificate or MN/DOT medical waiver, if applicable

I further release and hold harmless both Employer Solutions Staffing Group LLC

and (staffing client company's name)

from any and all liability that may potentially result from the release and/or use of
such information. I understand that any information released by Employer
Solutions Staffing Group LLC will be held in strictest confidence, that it will be
viewed only by those involved in the hiring decision, and that neither [ nor

anyone else not so involved will have the right to see the information.
¢

Signature of ﬁloyee 3 ¢

adney \Cmgﬂ—or\

Employee's Namel- Printed

Date Signed: B" ll 9 ,/ LLL




& employer solutions staffing group.
. Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this fl day of F‘OS@ ,201_Q, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as ‘employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of

this employment with employer, for any reason whatsoever, the employee shall

- not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

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

i
N P {_
Employer Solutions Staffing Group LCL-€Reprasentative
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PRI e EEESiER Benefit Plan Administrators, fnc,

For Status Change Please Check: You MUST provide a supporting Document

New Employee Change of Status Birth/ Spouse Loss of Coverage Plan
Rehi hire Date Adoption Change
e Ma,,'i’age Cancel Employee/Dependents
Benefits Enroliment Form Divorce Date of Status Change:
HE DE ol inigima o e = NS PR S v o B et 3 TR
Name (Last, First, MI) Date of Birth umber
Podney Kinaston A |04 390- L R-3 76
Address L ) i City State 2Zip Code
133FY . Farrine fon, <3 ST frul | U L7177
Gender @ Marital Status = ;hona Number: Date of Hire
Married (9 'l - O
Female 4 S % (=t 7
Please Select Coverage Elected: Enhanced MEC Plan Emall Address:
Coverage Level :
Single - $24.00/Week Employee+Spouse - $38.00/Week Employee+Child(ren) - $36.00/Week Family - $63.00/Week
Dependent Information
Dependent —
Sex BirthDate |  Goverage Elected Add (ErTl:o"lglg:;nae, or
Last Name First Name M.L Male Add Change
Social Security # Female Medical Waive  Teminate
 Dependent Smm ey
Add (Enrolf) Change, or
Sex Birth Date Coverage Elected Terminate
Last Name First Name M.L Male Medical Add Change
Social Security # Female Waive  Temminate
'Dependent
Add (Enroll) Change, or
Sex Birth Date Coverage Elacted Terminate
Last Name First Name M.L. Male Medical Add Change
Soclal Security # Female Waive Terminate

NAME OF PERSON CQVERED (LAST, FIRST, MI):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgement and Authorization - | hereby apply for the group benefit{s) as Indicated. | acknowiledge that all entries are true and complete and that
any misstatements or failure to report information may be used as the basis for cancellation of coverage for me and my dependent{s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premliums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date
EMPLOYEES DECLINING Declining due to other coverage.

| understand that | and/or my dependents, if any, waive any coverage and desire to particlpate in the pian at a later date. we may be consldered a late enrollee and
must meet the requirements defined In the Certificate of Coverage for the company’s medical or dental plans. If | decline enroliment for myself or my dependents
(including my spouse) because of other coverage, | may, In future be able to enroll mysslf or my depend In this plan, provided ! request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be able to enroli myself or my dependent, provided | request enroflment within 31 days of the event.

IF DECLINING- YOU MUST SIGN (HERE

Employee Signature

.
ng Group Health Benefits Team ‘ ,
ms Lane Suite 405
Edina, MN 55439

Phone: 952-767-9519 Fax: 952-767-9515
Emall: Health@employersolutionsgroup.com



Th do ot apply to supplemental N income. If you have a largs amount of
Form W-4 (2015) Grester an §7,000,006, ) “PPlementalweges  Nomwage ncome. I a8 mareet o cvcinc,

Basio instructions, If you are not exempt, complete conslder making estimated taxlmy g Form

Purpose. Complate Form W-4 so that your employer the Personal Allowanzgs Worksheet bgtl'ow. e 1040-ES, mﬁmﬁd&?’ In h dusls. O;hsmlse, you
can withhold the comect federal income tax from your waorkshests on page 2 further adjust your {t'l'ay owe Puby 508 5 ﬁygl:)mm{fe pan;il rllll?:lr an&lty
pay. Gonsider completing a new Form W-4 each year withholding allowances based on ftemized iAoy Fann Weg Wap e ad]
and when your personal o financial situation changes. deduotions, certaln oredits, adjustments to Income; your ng on CIPLlh
Examption from withholding. if Jw are exempt, or two-eamera/multiple jobs sftuations. mr?deama‘l,s u:: mulgjr:;e obs‘; lfeygg I}lav: athe
s oniy inea 1, 2.9, 4, and 7 and sign the form Somplets ell workshests that apply. However, you  oiing Spouse or more tan ane job, o 1o Slaim
1o validate it. Your exemption for 2015 res may claim fewer (or zera) allowances., For regular all jobs usin rkshastsy?m only one Fo

18, 2016, See Pub. 505, Tax Withholding Wwages, withholding must be based on allowances Wed. Your WOl wousiiom only one Form

Tex. you clalmed and may not be a fiat amount or when all allowances agra claln¥sd on the Form W-4
Note, I another person can olaim youasa dependent percentage of wages. for the highest paying job and zero aliowances are
on his or her tex retum, You cannot claim exemption Head of household. Generally, you can claim head claimed on me%‘z}m See Pub, 505 for details,
from wlthholdh}gal:]your ncome exceeds $1,050 and of housshold filing status on your tax retum ontll\: if Nonresident alien, if nresident ail
includes more than §360 of uneamed Income (for you are unmarnied and pay more than 50% of the 0 Notios, 13‘;;3'“ y,g‘;‘m o Wea | 1,
example, interest and dividends). costa of keeping up a home for yourself and your f;’&uw for No rggldent Ale "I’:‘efora
dspend sfor er qualifying individuals, See Jrsiton Non ne,
Exﬁﬂwn@. An emp!| may be able to claim Pub. 501 dard Deduct d completing this form.

Exemption from withhalding even if the employee is Fling Information, for iommears e cton, an Check your withholding. After your Form W-4 takes
dependent, ifthe amployae: T a dits, Y ’ take ected tax credits Into effect, u?s Pub, 506 tOngE.e howytga amount you are
* Is age 65 or older, b e C L T waoss. having withheld compares to your projeotit ot o
Ry In "ﬂ';g,vg,;;{;g",ggggggm wgm‘,;ggggﬂgmga for 2015, See Pub, 555’ espedially 1 your eamings

X tax credit may be claimed using the Personal Aliowances exceed $130,000 (Single) or $180,000 (Married).
AR PR D, gy

ly ol 0 [+
i e g = enaomﬂarmralsasamwbapmuatwww.lrs.gavm.
Personal Allowances Worksheet (Keep for your records.)

A Enter *1” for yourself if no one eise can claim you as a dependent . 3 o ko B A [

* 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 choose to enter “-0-" if you are married and have sither a working spouse or more \C
than one job. (Entering “-0-" may help you avoid having too little tax withheld) . 5 o' a'o0 o © c ‘ L'
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax retumn . 9 o o D H
E  Enter “1” if you will file as head of househald on your tax retumn (see conditions under Head of household above) E l
F  Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F -
{Note. Do not inciude child support payments. See Pub, 6§03, Child and Dependent Care Expenses, for details.)
G Child Tax Credit (including additionat child tax credtt). See Pub. 972, Chiid Tax Credit, for more information,
s If your total income will be less than $65,000 ($100,000 if married), enter “2” for each eligible chlld; then less “1” if you
have two to four eligible children or less “2” if you have five or more eligible children.
* If your total income will be between $65,000 and $84,000 (100,000 and $11 8,000 if married), enter “1” for each eligiblechid. . . @ ﬁ_ ‘1
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
® If you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.
complete all ® If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets earnings from all Jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Muitiple Jobs Worksheet on page 2 to
that apply. avoid having too little tax withheld.
® if neither of the above situations applies, Stop here and enter the number from lins H on line 5 of Form W-4 below.
Separate here and give Form W-4 to your employer. Keep the top part for your records.
1o W'4 Employee's Withholding Allowance Certificate OMB No. 1545-0074
BT | it iy Yok apepe g e et oo | 2015
1 Your first name and middle initial Last name 2 Your social security number
odnmevy i storn ~ | B40-£9-2PL b
Home address (nymper and street or rural routs) - 8 [ single ] Married (] Marred, but withhold at higher Single rate.
"5 } q ) BWring Lﬂ n 5 + Note. If married, but legally separated, or spouss Is a nonvesident alien, oheck the “Single” bax.
Chy or towr, stats, and ZIP code \J G i 4 It your last name diffars from that shown on your soclal security card,
sS4 la ul , MV S check hers. You must call 1-800-772-1213 for a replacement gard. P [
5  Total number of allowhnces you are claiming (from line H above or from the applicable worksheet on page 2) 5 ;
6  Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . . ... |88 \
7 | claim exemption from withholding for 201 5, 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 liabllity.
If you meet both conditions, write “Exempt” here. . . . . >zl

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

:
Empl 's slgnatu
T e s e D T oewr 2|41

Employer's name and address (Employer: Complete !ines 8 amﬁo only if sending to i3 IRS) | 9 Office code (optional) | 10  Employer identificdtion number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 102200 Form W-4 (2015)



Employment Eligibility Verification USCIS

§ Form 19
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

-—— . R
PSTART HERE. Read Instructions carefully baefore completing this form. The Instructions must be available during compistion of this form
ANTI-DISCRIMINATION NOTICE: It Is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) they will accept from an employee. The refusal to hire an individu

aj because the documentation presented has a future
expiration date may also constitute fllegal discrimination. -

8ection 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form -9 no later
than the first day of employment, but not before accepting a Job offer.)

Last Narpe (Family Name) ;?Name (Given Name) Middle Initial | Other Names Used (i any)
lnas \\-9 n n Lt/
Address (Street Nmﬁber and Name) Apt. Number { City or Town

) State Zip Code
NFY  Parrinaton St PAul M/ | ST 17
Date of Birth (mni/ddyyy) |U.S. Sociab&ecurity Number | E-mail Address

| 10~ 144 [BrloHuR-BBLD] B e

lam aware that federal law provides for Inprisonment and/or fines for false statements or use of false documents In
connection with the completion of this form.

;?at, under penaity of perjury, that | am (check one of the following):
A citizen of the United States

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

[C] A lawful permanent resident (Allen Registration Number/USCIS Number):

[[] Anallen authorized to work until (expiration date, if applicable, mm/ddiyyyy) . Some allens may write "N/A" in this field.
(See instructions)

For alfens authorized fo work, provide your Alien 'Registraﬂan Number/USCIS Number OR Form 1-94 Admission Number:
1. Allen Registration Number/USCIS Number:

OR 3-D Barcode
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:

Foreign Passport Number:

Country of Issuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)

Signature of Employee: \ £

Date mmddyyyy): . |9 [ RO ' |p

]

Preparer and/or Translator Certification (To be compl;ted and signed if Section 1 is prepared by a person other than the
employee.)

| attest, under penalty 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/ddAyyy):

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @

Form I-9 03/08/13 N



- Employer Gompletes This Page

Section 2. Employer or Authorized Representative Review-and Verification

(Employers or thelr authonzed 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 8 and one document from List C a5 listed 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 k'\ e S+®‘m . Q—OCD N e

ListA OR List B AND' ustc
Identity and Employment Authorization _ldentlty Elnployment Authorization
Document Title: | Dagumen| : Document Title: Q .S C
J 4 GXCL___ v
Issuing Authority: | . Issuing ﬁm-%my!q‘j '
|Document Number: |y umbec: Do Number;
NSROTEY V11610 Wo——(g&-Ze@(a
Expiration Date (i any)(mm/dd/yyyy): | Expiration Date (if any){mm/dd/yyyy): Expiration Date_fif any)(. /):
| U"‘O“{—&DJLQ _1;@_. :
Document Title: :
Issuing Authorfty:
Document Number:
iﬁxplm‘ﬁon Date (i any)(mm/adlyyyy):
3-D Barcode
Document Title: Do Not Write In This Space
|Issuing Authority:
Document Number:
Expiration Date (i any)(mm/dd/yyyy):
Certlfication

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

The emplpyse's first day of employment (mm/dd/yyyy): oy 9’_ / {[ (See instructions for exemptions.)

Date (mm/dgyyy) ) (p Title of Empioyer or A?oﬂm;’;)maﬂve

i 23 ly Narfé First Name (Gfven Name) Employer's Business or Organization Name‘
% V\/\f’/l EMFPLOYER SOLUTIONS STAFFING GROUP LLC
Empioyer's Business or Organization Address (Streef Number and City or Town State Zip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

Section 3. Reverlfication and Rehires (To be completed and signed b y employer or authonized representative.)
A. New Name (i applicable) Last Name (Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (if applicable) (mm/ddiryyy):

C. if employee's previous grant of employment 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 beiow.

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

| 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 examined appear to be genuine and to relate to the Individual.

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

Form1-9 03/08/13 N
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@ employer solutions staffing group
‘ Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wa
If

ou do not provide a written electia
SECHON T BASIC INEORNN FICN

Employee Name )

and/or Payroll Debit Card.
Payroll Debit Card,

ges by

Wa

v

b

SI_L FloN 2 l’-C\'I{()I_I. 181 Gyt @

I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect.

Initial Date

Account Type: [ Checkth Savings CJother

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

SLETTON L RANROLT. BEBLE CGARD (GLOBNE CASEECARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account, In arder to
Tequest a Payroll Debit Card for yon, we must provide all of the following information that will enable the financial institution to identify you, If
yon do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages, For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions, You will

then sign acknowledging that you received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded an each payday you receive
wages.

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

e T VN L S el PP TR
_C_,\i’io\{_; _ ﬂ-mrsgéng {—gn . 55 e 240-69-380 o |
tlae|  [WN [P soii7  [EEE 30y

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

| Payroll D;l;:i;tﬁ;% }lnuting # Payroll Debit Card Account # b 1’_)’ 63 Db \ —?@ (D q O

T have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
I am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution, 1

authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: '

Date: )l QI Ib
SECTHON S NUHTTORIZN TN

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

1
Employee's Signature:-;?{ (PO_Q’T\'(MX__ \W Date: 9‘ c‘!‘ , (ﬂ




employer solutions staffing group.
. Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

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

AGREED/SE ACUERDA— N
Name/Nombre (con letra de molde): /12 (9] oe AR 2N, K& ne S t_()h
J

|
Signature/Firma: %1 @W
(38




o 3890 Pre-Screening Notice and Certification Request for

(Rev. January 2012) the Work Opportunity Credit OMB No. 1545-1500
ﬁ?&’%ﬂ“ ﬁé"v&'li'%lwmﬁ“” P See separate Instructions.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side,

Your name & ;2(!!!1’\ -C\_{ K v\ i\ls. {‘Oh Social security number » 3 L{ O ’_b? e 3 ((i
Street address where you live lg%%) F&fp, nghf\ 1 S.L
City or town, state, and ZIP code S-_L X Pﬂ al Y A/ AI{ 7

County E, v vin Se ?{ Telephone number iﬂS. I’q_ ?%"OQ?

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

1 [ Check here If you received a conditiona certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 %heck here if any of the foliowing statements apply to you.
> * | am a member of a family that has recsived assistance from Temporary Assistance for Needy Famiiies (TANF) for any 9
g \* months during the past 18 months.

* | am a veteran and a member of a family that received Supplemental Nutrition Asslstance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

e | was referred here by a rehabiliitation agency approved by the state, an empioyment network under the Ticket to Work

program, or the Department of Veterans Affairs.

lam at least age 18 but not age 40 or older and | am a member of a family that:

a Recelved SNAP benefits (food stamps) for the past 6 months, or

b Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but Is no longer eligibie to receive them,

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

* lrecelved supplemental security income (SS) benefits for any month ending during the past 60 days.

l am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

3 [1 Check here if you are a veteran and you were unemployed for a period or perlods totaling at ieast 6 months during the past
year.

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

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

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

* Stopped belng eliglble for TANF payments during the past 2 years because federal or state jaw iimited the maximum time
those payments could be made.

Signature—All Applicants Must Sign
Under penalties of perjury, | declare that | gave the abave Information to the employer on or before the day | was offered a Job, and it Is, to the bast of my knowledge, true,

correct, and complete.
e
\ah\ovi;(m«_, pate (| |y
e Form

page 2. ) Cat. No. 22851L ev. 1-2012)

Job applicant’s signature P _
For Privacy Act and Paperwork Reduction Act Notice,




Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE RETROTAX

Specialists in Thix Cradit Administration
EMPLOYER SECTION: :
ESG FEIN#: ESG Client Name & State:

Hiring Manager: Position: Starting Wage: §

EMPLOYEE SECTION:
Employee Name: Street Address: City/State; ’,Zip:
Rodh Kingthh 15 34\ Farniag Yol <4 Paul MA

S#: Date of Birth: Age: | Have you worked for | If yes, location:

SS#: [ .
3\{0_ bg"gq (ib _L\,_/QH_/ 196Y Al mlﬁogzsmyg.zﬂ&r:?

Please complete all questions, and sign and date the form. Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) D Iz;(
at any time since August 5, 19972 (if yes, please provide information below. )

Name of the person receiving benefits: Relationship to you:
City: County: State:

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? D
(If yes, please provids information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

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

4. Have you received any type of vocational rehabilitation services within the past two years? I_—_l
If'yes, please indicate which type of age ou worked with and provide their location information below:
Vocational Rehabilitation Agency nﬁDept of Veterans Affairs D Employment Network (Ticket to Work Program)
Name of Agency: Phone #
ity: County: State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation. /

5. Areyon a Veteran of the U.S. Military? *Ifyes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, please continue to question #6.)
Dates of Service - From; / / To: / /
Branch of Service:

Are you entitled to or are yon receiving compensation for a service-connected disability?
Have you been unemployed at any time during the last 12 months?

O

0 Od &

If yes, dates of unemployment - From: / / To: / /
Did you receive nnemployment compensation at any point during your unemployment?

OO OO

6. 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 this 2 [ Federal or [ ] State conviction? If State - County: State:

Additional Tax Credits

IEC (Native American): Are you or Your spouse a member of a Native American Tribe? D
*If you checked yes please provide a copy of your CDIB card,

CA Residents: Are you the child of foster perents? D Do you receive CalWorks? D Workforce Investment Act?
Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [ ] Do you receive Family Independence Benefits?

0

PLEASE READ, SIGN, AND DATE:

Under penaliies of perjury, I declare the information above to be true and accurate to the best of my kmowledge, and 1 hereby authorize any agency,
organization, or individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer
representative (Associated Consultants, Inc. dba Retrotas), or the Department of Labor.

New Employee Signature: _g‘(ﬁ&m%mﬂ%&y\, Date: l ! G!r l I LL




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.

Notify your employer immediate} of an

your physical condition.

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

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

Signed:

Printed Name: _ J 4 57 \'C o :'3 .S‘"‘L"U ~




employer solutions staffing group.
. Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268, 095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause to
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.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

\ Y ’Hﬁ'll(v

Employee Signatire: Date: |

?antu \Cf\l{a S'ijh

Employee (please grint your name hgre)

CMG_SM - Rev. 09.2013



S S -5 R 1 7

Acknowledgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG’s policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)

,\_ZOOU\-CY Klr\.&SHr\

Employee’s Signature:

%A&MJ Date: }!ﬁ! 13

22



RECEIPT OF EMPLOYEE HANDBODK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibliities and obligations of my employment with the company. | understand
and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

| also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can aiter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implled, providing for employment other than at-will.

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

I understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

DATE B‘! | ! [b

EMPLOYEE }

NAME /Iaudncv K\nmgﬁr\
PLEASE PRINT

EMPLOYEE -

SIGNATURE

.@:&mﬁg&%&v
= I
REPRESENTATIVE VA

23




M ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. lagree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

4. | am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: 9‘! ﬁ ! ' Q
Associate's Signature:

Associate's Printed Name: IQ 0[ h e ?f A __\_v'l,:_;l L 'Ln-

Orientation provided by:

24



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 | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

Rodney Kinashon

Individual's Namé

;II"; b

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



VSl 219301-EMP OFFICEUSE 1 ocATION,

Rehire Date / / \1

ENROLLMENT FORM - PLAN 2 ESC UNAV P2 v15.1
BENEEIT SELECFION Weekly Rates

REQUIRED ENPLOY EE INFORMATION
PRINT USING BLACK or BLUE INK
(Must Be Filled Out)
Social Security Number 2. 9 O~ b 8- 39 b

DateofBirm _b1 /_ O/ 1% Y sex I[E]

Name 'P\oc:\nfv K mgsk)r\

Street Address I‘; mn +
cy 5% PRul  smeMAZSSUILT
Home Phone hg_"ﬂiﬂ_'ﬂ_ﬁlﬂ_
~~ Do you or any dependents have Medicare? ——

[JYes [ANo If Yes:
Medicare Health Insurance Claim Number (HICN)

Medicare Effective Date / /
Names of Covered Person(s)

Name

Saocial Security Number 3 ¥
Date of Birth ! / sex [M][F]

Relationship: []Spouse []Child []Domestic Partner

SELECT COVERAGE LEVEL

You MUST select a coverage level before adding any benefits, Your
coverage level will be identical for each benefit.

|:| Employee Only EI Employee + Family
|:| Employee + 1 ENOtoallmdemmty’ ity benefits.

FIXED INDEMNITY MEDICAL %

D veEs $20.91 Employee Only
$42.44 Employee + 1
E-NO $56.67 Employee + Family

This coverage is not available to residents of New
Hampshire, Hawaii, or Puerto Rico.

DENTAL "
D vEs $6.17 Employee Only

$12.34 Employee + 1
NO  $20.36 Employee + Family

TERM LIFE m
|:| YES $0.60 Employee Only V

$0.90 Employee + 1
@NO $1.80 Employee + Family

SHORT-TERM DISABILITY :
&

[]ve

S
$4.20 Employee Onl
o Pz

Short-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island.

Name

Social Security Number 3 -

DateofBirth /[ gex @

Relationship: []Spouse []Child [ Domestic Partner

BENEFICIARY INFORNMATION

For Term Life / Accidental Death & Dismemberment, please write
in your beneficiary information,
NAME OF BENEFICIARY

RELATIONSHIP

Name

Social Security Number palli ¥ i

DateofBith /[ Sex @El
Relationship: []Spouse []Child [JDomestic Partner

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

Ibave read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and I




