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Enhanced MEC Plan_Plan 1 bl

Soclal S8ecurity Number

-50-8551

Zip Code

MN  |5Si00

Lomalst <A  piygrgeq 0 qus et
Phone Number: 5

Email Add |
b8l -313-qqq Samariafermargez |7—34@g-ma‘ri .Com
Please Select Desired Coverage:

| Employee Only - Employee+Spouse - Employee-l-Child(ren) - E Family -
 $24.00/Week $38.00/Week $36.00/Week $63.00/Week

Birth Date | Sex

Soclal Security # Birth Date | Sex
FistName

ML T Male

any mlssmangams or fallure to

EFF. DATE
Employee Ackmowladgement an e that all entries are true and complete and that
on may be used as the bas|s for cancellation of coverage for me and my depe
effective data, Further, | authorize my employer

Employee Sigriature
EMPLOYEES DECLINING lam DECLINING coverage

Employes Sign;

= 5/9/2018
U é{ployer Solutions Staffing Group Health Benefits Team
P

O Box 46270 Minneapolis, MN 56344-9956
Phone: 852-767-951g Fax: 952-767-9515
Email; Health@employersoluﬂonsgroup.com
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Fixed Indemnity Medical Benefits_Plan 2

o+’ Vs 219301-ESG-1 | OFFICE USE ONLY LOCATION RehireDate__/__/ _
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v
A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must Be Filled Out)
Name . Social Security %q Home Phone Sex
Samariotemade? Gutierrey _080-B9-3851 | 0S|-FI3-Clopg| 5> Ml

Add

529 MdgﬂQ iahve E % Il
Cj S Zi Date of Birth
Sy ) "S5100_ |33yt

il MN
Medicare Health Insurance Claim Number (HICN) f Medicare Effective Date

Apt. #

—_—

Name of Covered Person (s): ! LN e i
3.

1. 2,
Payrol Deductad Wesidy o
You MUST select a coverage level before any benefits in Secti i i i

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by B¢
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL F D‘Eggggi'f?"" DENTAL VISION TERMLIFE | SHORTTERY

Employee Only [ ] [  $20.25 @ sew wl)|  s2.42 &| so.0 o a0 i
Employee +1 [ $41.10 $12.34 $4.92 $0.90
Employes + Family [”] $54,98 $20.36 $6.56 $1.80

NOto AL Benefis [l [Tves [ INo | [ Jyes [INo | [l CNo | Dves [ e [ Ives [INe

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

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

Name

Relationship

D. REQUIRED DEPENDENT INFORMATION
Name ' Social Security # ' Date of Birth | Sex
| |

| Relationship

/7 lﬁl [ ]Spouse [_]child [ ]Domestic Partner
Name Social Security # | Date of Birth Sex Relationship
R m [ 1Spouse[ ] child D_lzq_mesﬁc Partner
Name Social Security # | Date of Birth | Sex Relationship
2 /7 @ I Spouse [ | Child ] 'Domestic Partner
Name Social Security # | Date of Birth | Sex f Relationship
L [ E] [ CTSpouse [ chid [ Domestc Partner

e N Vo i iGN AN BT, EVER Vo1 BECLnE Covei
have read the benefit packet and understan
P

d its limitations. | understand that open enrolim
imited time and | understand that making no benefit selection js eclination of coverag

is only available for //7

A LeS i

This is an Essential StaffCARE Enrollment Form.




