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https://e-verity.uscis.gov/web/PrintCaseDetails.aspx?Case VerNumn=2..

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018089082234VM

Report Prepared: 04/03/2018

Company information

Company ID: 47429

Employes Information

Company Name: Employer Solutions Staffing Group

Last Name: Matthews
Date of Birth: 04/08/1983
Hire Date: 03/30/2018

Document Information

First Name: Sammle
Social Security Number: *** ** 51656
Citizenship Status: A citizen of the United States

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

Document Name: Driver's license

Driver's License or ID Card Number: 802406238

Case Status information

List C Document: Social Security Card

Document State: Mississippl
Document Expiration Date: 04/08/2021

Final Case Result: Employment Authorized
Case Submitted On: 03/30/2018
Closed On: 03/30/2018

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

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

SENSITIVE BUT UNCLASSIFIED

4/3/2018, 12:41 P}



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

USCIS

Form 1.9

OMB No. 1615-0047
Expires 08/31/2019

e A e e SR S e W e T S b RS s PN R Sl T I e N s e R |

P-START HERE: Read instructions carefully before complsting this form, The Instructions must be available, elther in papar or electronically,

during completion of this form, Employers are fiable for atrors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is lllegal to discriminate against work-authorized individuals, Employers GANNOT specify which
document(s) an employee may present to establish employment authorization and Identity. The refusal to hire or continus to smploy
an individual bacause the documentation presented hes a future expiration date may also consfituts fllegal discrimination,

[8éction 1. Employee information and Attestation Employess must eompleta and sign Sestion 1.0of Fgam 1-9.no later,
than the first day of employment, but not bsfore accepling a job offsf ) 5 - o #
Last Name (Family Name) First Name (Glven Name) Middle Initia]l | Other Last Namas Used (if any)
Matthews Sammie E.L N/A

Address {Strest Number and Name) Apt. Number | Clty or Town Staie  |ZIP Code

41N 12th St N/A Minneapolis MN 55403

Data of Birth {mm/dd/vyyy) | U.8. Social Security Number | Employee's E-mall Address Employee's Telephone Number
04/08/1993 | aprissieq | |1 1] | l matthewss0720@gmail.com 612-286-9093

1 am aware that federal law provides for imprisonment and/or fines for false statements or use of faise documents in

sannection with the completion of this form.
| attest, under penaity of perjury, that | am (check one of the following boxes):

@ 1. A citizen of the United States

(Dl 2 A noncitizen nationsl of the United States (See instruations)

() 3. A lawtul permanent resident _ (Allen Reglstration NumberiUSCIS Number): N/A

() 4. An aflen authorized to work  until (expiration date, if applicable, mm/ddiyyyy): N/A
Some allens may write "N/A” in the expiration date field, (See instnuctions)

Aligng authorized to work must provids anly one of the following document numbars 1 complela Form 1-8;
4. Alien Registration Number/USCIS Number: N/A
OR

2, Form 1-94 Admission Number:
OR

3. Foraign Passpant Number:
Country of 1ssuance:

N/A

N/A
N/A

An Alien Registration Number/USCIS Number OR Fomm 1-94 Admission Number OR Farelgn Passport Number.

GR Cous- Becuon 3
Do Not '‘Miis in Tais Spase

|
|

!

Signature of Employee Z

Snandedakive (a2, JI0E)

Today's Date (mmAldlyyy)  Mar 28, 2018

Preparer andior Translator Certification (check one):
(®)] | did not use & preparer or transiator.

()l Apreparer(s) andior transiator(s) assisted the employes In completing Section 1.
(Fields below must be completed and signed when preparers and/or transtators assist an employes in completing Section 1.)

knowledge the information is true and corract.

1attest, under penalty of perjury, that | have assisted In the completion of Seotion 1 of this form and that to the best of my

$Slgnature of Preparer or Translator | Today's Date {mm/ddiyyyy)
Last Name (Family Name) First Name (Given Nams)
Address (Street Number and Name) Clty or Town State ZIP Code

B FriloveiComples Nest Page ™ (@

Form1-8 07/17/17 N

Page I of 3



Employment Eligibility Verification USCIS

Departmen eland Secwrl Form 1-9
e it L 2 S ty OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/3172019

[Beetion Z. Employer or Authorized Representative Review and Verffication
(Epiplayers or their aulfiorized reprasantative must complete and sign Sestian ¢ within 3 businass days of the smplgyee’s first day of employment. You
i;mm physiatly examine ane doolment from List A OR & eambinetiap of one dooument from List B and one documant from List € as fisted oh the "Lists

of Agoeptable Doguments.) .
1.
Employes Info fram Section 1 }er Fysunam ﬁmj Mg % gl. 2m19raﬁnne S
ListA @ . ListB AND ListC
dantity and Employmant Authorization Identity Employment Authorization

Document Tile nt Title
e | e b % % Secvrily Caed

g Autho Authrit T

N LSS}SSipp) Ceevriby A
Docume: Nl.m'lbﬂ'
3 e ok =5 _in’? Ms-slksS
Explration Dats (i any}{mm/dd/yyyy) ration Data ( any)(mm/ddlyyyy) Expiration Dale (7 any){mm/dd/yyyy)
0 U-D& — 0 N A

Dogumeant Title
i8suing Authority Additional Information ,;“N?W;,m,,mg;;
Document Number
Expiration Date (¥ any)(mm/ddyyyy)
Document Title
Issuing Authority

ment Numbar
Expiration Date (i any)(mm/ddfyyyy)

Cartification: | attest, under penalty of parjury, that (1) | have examined the document{s) prasentsd hy the above-named employee,
{2) the above.jisted document{s) appear to be genuine and to relate to the employes named, and {3) to the best of my knowiadge the
employse Is authorized to work In the United States,

The prymant mavadiyyyy):: 03130( 20 Y'(Seelnstmcﬂoasfor sxamptions)
l(atme m Fw&p Today's Date (mmtidAyyy) of Employerwm Representative
D3| 20/l & €.Corn
Reprasentative £m| orAumnrlzad Represemaﬁve Employer's Business or Organizstion Name
33 Zuc:‘u\ EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employers Business or Organization Address (Strast Number and N‘ame) Cily or Town State ZIP Code
7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE 55344
Bection 3. Reverifigation a and ﬁehlres (T & ba oomplelad and slgned by emplbyer or edmonzed rapresentétive )

&1 tiew Nerfia (F dngleal] . .. : _ |51 Bas of Rehicd i asbiicalie)

Last Name (Family Nems) First Name {lean Neme) Mlddle lnuial Date (mm/ddiyyyy)

i pioyment authofizatian ka8 BPIEd; Arovids tie nforfia onfnnﬂiea&mﬁeﬁsorwmﬁnféé@mhaa :
nenuing ¢ an jn e spape provided helow,
Document Tltle Document Numbar Expﬁaﬂun Data {Ifany) (mnwwyyyy)

| attest, under panalty of parjury, 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 Reprasentafive | Today's Date fmm/dd/yyyy) Name of Employer or Authorized Representafive

Form 19 07117717 N Page 2 0of 3
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PO Box 46270
Minneapolis, MN 55344-99856
Tel: 952.835.1288

www.esgstaffingsolutions.com
erployer solutions staifing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name_ Matthews First Name _Sammie ' Middle Initial L
Strest Address 41N 12th St AptiSte N/A
Chty/State/zip_Minneapolis, MN, 55403 Soclal Seourity Last Four XXX-XX-
Phone Number 612-286-9093 Emall Address Matthewss0720@gmail.co@ -

Staffing Agency/Recruitment Partner CMG

Are you legally authorized to work in the United States of America? @JYES (INO
Applicant Certification and Authorization

1 authorize Employer Solutions Staffing Group (ESSG) to use the informafion and statements contelned in this application to determine my
quailfications for employment. | authorize ESSG to make inquiries of my former employers, except a8 indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

1 understand that a camprehensive background check mey be conduocted to determine my eligibility for hire by certain cllents of ESSG.
This may include but is not imfted to, investigations of criminal and/or conviction records, driving recornds andfor a drug screen test as
requirad by cllents, govermnment regulations or by ESSG policies.

1 relenss ESSG and other persons or entities from any olaims that might be based on ESSG's dacislon to conduot a background check.
| certify that all statements mada in my application are true and accwrate and that | have not omiited any material informaftion or provided
false or misleading information. | understand that any material omission or misrepressntation will result in my disqualification from
consideration for employment or, If discovered after | begin emplayment, will resuit in my termination.

f hired, | agree to abide by the policies and prosedures of ESSG.

Sammie Matthews e L Mar 28,2018
Name (Pintortype) - Applicant’s Signature “Dale
A copy or facsimila ("fax”) will be considered the same as an original signatuna, Emall will ONLY be used for empioyment correspondence
For ESSG Office Usa Only
DOH : NHW 2] . | 88so w4
Emergency Contact Info | Backgraund Release Form Background Results Unem; lole!lI:;l:'L)eﬂel' ESC Appllcation
applicahle)

For ESSG Client Use
Work Site Loc, WC Code

DOH _______ |ROP

ESS8G- CMG-NSTW4 Rev. 0472017



Form W-4 (2018)

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

Purposa, Compiste Form W-4 so that your
smployer can withhold the oorract faderal
incoma tax from your pay, Consldear
completing a new Form W-4 each year and
when your persanal orfinanclal situation
changes,

Exemption from withhokiing. You may
claim exemption from withholding for 2018
if both of the following apply-

» FFor 2017 you had a right {o a refund of all
federa) Income tax withheld because you
had no tax liabliity, and

» For 2018 you expect a refund of all
federal income tax withheld beoause you
expect to have no tax liabllity.

If you're exempt, complets only lines 1, 2,
3, 4, and 7 and sign the form to validats it
Your exemption for 2018 expires February
15, 2019. 8ee Pub, 605, Tax Withholding
and Estimated Tax, to learn more about
whather you qualify for exemption from
withholding.

General Instructions
if you aren't exempt, follow the rest of
thesa instructions to determine the number
of withholding aliowances you should claim
for withhalding for 2018 end any additional
amount of tax to have withheld. For regular
wagss, withholding must be based on
allowances you claimed and may notbe a
flat amount or parcentage of wages.

You can also use the caloulator at
www.irs.gov/W4App to determine your
tax withholding mora aocurately. Consider

Form w-'4

Dapartment of tha Treasu
mmaamuusm

using this calculator if you have a more
complicated tex situation, such as if you
have a working spouse, more thanh one job,
or a large amount of nonwage Income
outside of your job. After your Form W-4
takes effeat, you can also uss this
caloulator to ses how the amount of tax
you're having withheld compares to your
projected total tax for 2018, If you usae the
calculator, you don't need to complete any
of the workshests for Form W-4.

Note that if you have too much tax
withheld, you will recelve a refund when you
file your tax retum. if you have too little tax
withhald, you will awa tax when you file your
tax return, and you might owe a penalty.
Fllers with multiple jobs or working
spouses. If you have more than one job at
a time, or if you're manied and your
spouse ls also working, read all of the
Instructions including the instruotions for
the Two-Eamers/Multiple Jobs Waorkshest
before beginning.

Nonwage income. If you have a large
amount of nonwage Income, such as
Interest or dividends, consider making
estimatad tax payments using Form 1040~
ES, Estimated Tax for Individuals.
Otherwise, you might owe additional tax.
Or, you can usa the Deductions,
Adjustments, and Other income Worksheet
on page 8 or the calculator at www.lrs.gov/
W4App to make sure you have enough tax
withheld from your paycheck. if you have
pension or annuity income, ses Pub. 605 or
usa tha calculator at www.irs.gov/W4App
o find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonresident allen. if yous're a nonresident
aflen, see Notice 1392, Supplemental Form
‘W-4 Instructions for Nonresldent Allens,
before complating this form.

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

Employee’s Withholding Allowance Certificate

» Whether you'se enfitied to clalm a certain number of allowances or exemption from withholding is
subject to raview by the IRS, Your employer may be required to send a copy of this form to the IRS.

Specific Instructions

Personal Allowances Worksheet
Complets this worksheat on page 3 first to
determine the number of withhoiding
allowancas to olaim,

Line C. Head ofhousehaldplease note:
Gerierally, you cen claim head of
household filing status on your tax return
only if you're unmarried and pay mora than
50% of the costs of keeping up a home for
yourse!f and a qualifying individual. See
Pub. 5071 for more information about filing
status.

Line E. Child tax credit. When you file
your tax return, you might bs eligible to
claim a cradit for each of your qualifying
children. To qualify, the child must be
under age 17 as of Degember 31 and must
be your dependsnt who lives with you for
mora than half the year. To leam more
about this credit, see Pub. 872, Child Tax
Credit. To reducs the tax withheld from
your pay by taking this credit Into account,
follow the instructions on fine E of the
warkshest. On the worksheet you will be
asked about your total income, For this
purpose, total incame includes all of your
wages and other income, Including income
earned by a spousa, during the year.

Line F, Cratiit for other dependents.
When you file your tax raturn, you might be
eligible to claim a oredit for each of your
dependents that don't qualify for the child
tax credit, suoh as any dependent children
age 17 and oider. To learn more about this
oredit, sse Pub, 5085. To reduce the tax
withheld from your pay by taking this oradit
into angount, follow the Instructions on line
F of the workshest. On the worksheet, you
will be asked about your total income. For
this purposa, total Income includes all of

OMB No, 1646-0074

2018

1 Yourfirst name and middle initial
Sammie E.L

Last name
Matthews

2 Yoursoclal security number
427755165

Home address (number and street or rural route)

41N 12th St

3()single (@)Menied ()] Maried, but withhold at higher Single rate.
Note: if married fing separately, cheok "Married, but withhold at higher Single rate”

"Gity or town, state, and ZIP code
Minneapolis, MN, 55403

4 If your last name differs from that shown on your social sacurity sard,
check hare. You must call 800-772-1213 for a replacement cayd, I !I

6 Total number of allowances you're claiming (from the applicable warksheet on the following pages) . . . 181
8  Additional amount, if any, you want withheld fromeach paychack . . . .

7  |claimexemption from withholding for 2018, and | certify that | meet both of the follaw!ng condlﬂona for exempﬂon.
+ Last year | had a right to a refund of all faderal Income tax withheld because | had no tax fiabllity, and
= This year | expect a refund of all federal iIncome tax withheld beoause | expect 1o have no tax liabﬂ

i you mest both conditions, wiite “Exempt” here. . ., , . . . . . .

88

lExempt

Undar penaltias of perjury, | declare that | have examined this cartificate and, to the best of my knowledge and benef. it Is true, correct, and complete.

v

Employes's signature
{This torm is not valld unless you sign it) e SemmkNatthen s, 2l Date » Mar 28,2018
" d add 0 etn 2 identifioat
e e e T T
For Privacy Act and Paperwork Reduction Act Notice, see page 4, Gat. No. 102200 Form W4 (2018)



m1 DEPARTMENT W-4MN
OF REVENUE
2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

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

s Clalm fewer Minnesota withholding ellowances than your federal allowances

o Claim more than 10 Minnesota withholding allowances

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

* Claim to be exempt from federal withholding or claim to be exempt from Minnesota withholding

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

Employee's fint name and Initial Last name Employee’s Sotial Security number
Sammie Matthews . 427755165
Permanens adddress Manyital status fcheck one box}
41N12thst e
City Siate ZiP code Narried
Minneapolis, MN, 55403 Marrled, but withhold at higher Stngle rate

\UJ
Empioyaes: Read Instructions on back, complete Section 1 OR Section 2, sign and give the completed form to your employer. (Do not complste
both Section 1 and Section 2, Completing both sections wili make the form invalld.)

£ section 1 — Detarmining Minnesota allowances

Compiete Saction 1 if you claim fewar Minnesota allowances than your federal allowances, AND/OR If you want additional Minnesota withhold-
Ing deducted each pay period.

1 Total number of federal allowances ciaimed on federal Form W8 ...cvvvercocnreanas 00000 00H006HEGA0 )
2 Total number of Minnesota aflowances fline 2 cannot be more than line 1) «.....ccceevveveeececesncees 2
3 Additional Minnesota withholding you want deducted each pay period..........ov0... 00rD0B00E3000008) E e

{) Section 2 — Exemption from Minnesota withholding

Complete Section 2 if you claim to be exempt from Minnesota income tax withholding fsee Section 2 Instructions for qualifications). If applicable,
check one box below to Indicate the reason why you belleve you are exempt:

l meet the requirements and claim exempt from both federal and Minnesota Income tax withholding.

Even though ! did not clsim exempt from federa! withholding, | clalm exempt from Minnesota withholding because | had no Minnesota
income tax Habiity last year, | recelvad a refund of all Minnesota income tax withheld, AND | expect to have no Minnesota income tax fllablfity
this year.

My spouse Is a military service member assigned to a miiRary location In Minnesota, my domicile (legal residence) Is In another state, AND 1
am In Minnesota salely to be with my spouse. My state of domicile Is

Dl am an American Indlan living and working on a reservation,

1am 8 member of the Minnesota National Guard oran attive duty U.S, miiitary mamber and clalm exempt from Minnesota withholding on
my military pay.

- | receive a military pension or other military retirament pay as calculated under Title 10, 1401 through 1414, 1447 thraugh 1455, and 12733
and claim exempt from Minnesota withholding on this retirement pay.

i certify that all information provided in Section 1 QR Section 2 is correct, | understand there isa $500 penalty for filing a false withhalding allow-
ance/exemption certificate.

Emplovests Sgmeture (s MaLLAGHT Dyt phorn
SAPIE PRI ** Mar28,2018 P 612-286-9093

Employees: Give the completed form to your employer

Employers

if you are required to send a copy of this form %o the Department of Revenue {see instructions), you must nter the employer information below
and mail this form to: Minnesota Revenue, Mail Station 6501, St. Paul, MN 55146-6501., {Incomplete forms are considered invalid.) A $50 penalty
may be assessed for each reguirad Form W-4MN not filed with the department,

Keep a copy for your records.
Name of employer i Federal employer ID aumber {FEIN) Minnesots tax 1D number
Address City State ZiP code

mer.22n7) Questions?  Website: www,revenue.state,mn.us. Email; withholding.tax@state.mn.us, Phone; 651-282-9998 or 1-800-657-3594,



»

: er-ploser sobsions stfi ~g goug
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do got provide a written election, wages will be paid by Payroll Debit Card.

S IONR S TC N O KON
[+) Name -
| Bmployee Name. o mie Matthews

SSNG (nacd dighe) g1 e EffectiveDate yar g 2018
STIONI 2 PANROLL B GO '

() Pl S ; ‘
bJ] ml’;"m"’“ mg&x&msﬁmm [ Paper Chek (Option available to GANH and NY residems onl)
CSTGHONER DINEET D ERG ST, k] _ :
A ote: Direct Deposit accounts may take up to 7 days to be activates
¢ g’::: e R T understand and acknowledge that 1 do not provide a
o voided check with this direct deposit form, 1 am

i Routing® responsible for any delays in payroll or extra costs
Incurred if the account nmnber that I provide is Incorrect,

3

i

+ =

Account Type: g Cheaﬁx;@ Suvingmmhcr . N Initial Date

= To help us avoid making an error, please attach & copy of a vaided check, (a deposit slip will not work)
*  Hyou change banks, do not close your old bank account until your direct deposit has started at the new bank, which may tske 2 pay periods.

SECTION 4 PAVROLE DERIT GARD

Fedeml law requires all financial institutions to obtsin, verify, and record information that ideatifies each person who opens an account, In order to
request a Payroll Debit Card for you, we must provide all of the following information that will ensble the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you s Payroll Debit
Card to pay your wages, For yoor protection, the financial institution may ask you to provide them additional identification informetion so they can
verify your identity.

Bxcept for the ronting and account mumber, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will recsive your new Payroll Debit Card, and 8 packet containing all of the terms and conditions. You will

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

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

FirtName oo mmie MLEL LestName  Matthews Dato of Birth 4 108/1993
Streot Address (PO BOXNOTACCTFTABLEY 41 N 12th St Social Security# 427755165
'Cy Minneapolis SN 2P geana | Cell Phone (molils) 619 56 093

RECEIPT OF PAYROQLL DEBIT CARD (to be completed when yon pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account # 53 l—ta D & aqQ-10

I'have received my Payroll Debit Card, welcome brochure, program faes, program terms, conditions. and disclosures. By activating my Payroll Debit Card,
1 am agreeing 1o the program terms, conditions, and disclosures that ave included o made availabla to me from time o sime from the finencial institation. 1

suthorize the financial instirution to debit my Payroll Debit Card account for the fees deseribed in the fee schednle that is part of the program terms,
conditions, and disclosures,

.

Employee’s Signature:_semmieMauhows (Marzs, 204) Date: Mar28,2018
SECTHION 5 AUTHORIZ _ :
T authorize ESSQ 10 directly ‘compensation paymants, net of required tax withbuldings, other required withholdings
or anthorized deductions, into my account(s) as designated above and to initiate, 1 necessary, debit entries and adjustmentsfor any credit entries
made in crrorto my ccount(s). * E~-mail is required for pay stob information.

+*E-mail; matthewss0720@gmail.com @
this information will only be used 1o send your paystubs electronically

Employee's Signature: _ Summletistrews por 35209 Date: Mar 28,2018




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Sammie Matthews
(First) (Middle) {Last)

Employee Name:

Former Name(s) and Dates Used: N/A

et Addres Sinees 02/2018 41 N 12th St Minneapolis,MN,55403
(Mo/¥r) (Street) (City) (State/Zip)

(Mo/¥r) (Street) (City) (State/Zip)
Previous Address From: 12/2014 41 N 12th St Minneapolis, MN,55403

(Mo/Yr) {Street) (City) {State/Zip)
Social Security Number: 427755165 DOB; 04/08/1993

Phone Number: 612-286-9093

Driver's License Number/State: 802406239/ MS_

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

1 hereby autharize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. 1 understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, clvil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all infarmation, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLE or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential
manner in order to protect the applicants personal information, Including, but not limited to, addresses, social security
numbers, and dates of birth,

Signature; S Mucdian pate:  Mar2s,2018

Notice to CA, MN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.
[@]1 wish to receive a copy of any Background Check Report on me that is requested.




EMERGENCY CONTACT INFORMATION

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

EaR0yee AT Sammie Matthews

Address: 1L N 12th St Minneapolis, MN, 55403

Home Phone:

612-286-9093

' 'EMERGENCY CONTACTS
Please list two people (in priority order) who could be con{acted in case of an emafgency
Contact #1 Home Phone:
Name: Samantha Matthews Cell Phone: 662-645-9253
Relationship: Sister Work Phone:
Contact #2 Home Phone:
Name: Mattie Matthews Cell Phone:  662-645-9306
Relationship:  Mother ‘Work Phone:

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

of an emergency:

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




o
.....

emplover solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this 20 day of Mafgh , 201 _& between
Employer Solutions _Staffing Group LLC, hereinafter referred io as “employer”,
and ___“oamm & 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.

Sammin Matthsws {Mar 28, 2018)
Employee Signature

U

Employer Solutio Siafﬂng Group LLC, Representative
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INJURY MANAGEMENT PROGRAM

Injured Worker’'s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesofa workers’ compensation laws. \Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary -
health care provider. Subpart 2 places limitations on your right to change

primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Fallure to have current medical support
for disability may result in termination of benefits. Schedule your next
appoiniment immediately after your doctor visit, before you leave the clinic if
possible.

Obtaln a Report of Workability from your physician at every appoiniment, a
minimum of once every two weeks. M.R. 5221.0420 requlres that your physician
cooperate with return to work planning and that you be released to retum to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular depariment. The work may or may not be on your
usual shift,



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the ciaims representative advised of your
status. .

NOHTY YOUTr empioye BAALE

your physleal 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.

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

Signed: Sammie Mstzheves (Mar 28, 2018)

Printed Name:  Sammie Matthews




LOST OR STOLEN PAYCHECKS

If a paycheck Is lost (missing, misplaced, destroyed, lost in the mall, efc.), 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 fo 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 80, 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

8l un cheque de pago se plerde (que faita, fuera de lugar, destruldo, 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 denunclar 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 denuncla 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—

Name/Nombre (con letra de molde); S2mmie Matthews

L)

_S_I_gnamrelFlrma: Shmmle Matthews (blar 28, 2018)
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ESSG WORKPLACE SAFETY POLICY

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

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

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

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

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

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

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

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

o Responsibility to work in compliance with OSHA laws and regulations

» Responsibility to use personal protective equipment and clothing as directed
by the host employer

s Responsibility to report workplace hazards and dangers

o Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

. » Right to refuse unsafe work
» Right to know or be informed about actual and potential dangers in the
workplace
o Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



nployer solutions staffing group.

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

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

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

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

Acknowledgement of Receipt of Workplace Safety Policy

1 certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7673 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

1 also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1.866.496.7578 in arder to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Sammie Matthews

Employee’s Signature:

Samemia Matthesss (Mar 23, 2018) Date: Mar 28, 2018




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
conseguences of such conduct; (¢) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may 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. | 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
reiated to the test.

Sanumie "datthisvs (Mar 28, 2010)

Individual’s Name

Mar 28, 2018
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 3850 Pre-Screening Notlce and Certification Request for

Rev. Maroh 2016) the Work Opportunity Credit OMB No. 1645-1600

m‘mgu?sgm"”” » Information about Form 8850 and lis separate instructions is at www.irs.gov/form885s0.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname Sammie Matthews Social security number > 427755165

Strest address whereyoufve 41 N12thSt

ChHy or town, state, and ZIPcode  Minneapolis, MN, 55403

County Hennepin Telaphone number 612-286-9093

If you are under age 49, enter your date of birth (month, day, year) 04/08/1993

1 Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the wark opportunity credit.

2 Cheok here if any of the following statements apply to you.
» | am a member of a family that has racelved assistance from Temporary Assistance for Needy Famiiies (TANF) for any 8
months during the past 18 months.
» | am a veteran and a member of a family that recelved Suppismental Nutrition Assistance Program (SNAP) bensfits (food
stamps) Jor at least a 8-month period during the past 16 months.

» | was referred here by a rehabilitation agency approved by the state, an employment netwark under the Ticket to Work
program, or the Department of Veterans Affairs.

* ] am at least age 18 but not age 40 or older and | am a member of a family that:
8. Recaived SNAP bensfits (food stamps) for the past 6 months; or
b. Raceived SNAP bensfits (food stanps) for at least 3 of the past & months, but is no longer eligible to receive them.

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

¢ | received supplemsntal security income (S8) bensfits for any month ending during the past 60 days.

e | am a veteran and | was unemployed for a periad or periods totaling at least 4 weaks but less than 6 manths during the
past year.

«w

Check here if you are a veteran and you were unsmployad for a period or periods totaling at lsast 6 months during the past
year.

o

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

ID Chack 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 least 8 months during the past year.

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

» Stopped being eligible for TANF payments dluring the past 2 years because federal or state law Imited the mesimum time
those payments could be made.

7 Check hera if you ars in a period of unemployment that is at least 27 consaoutive wesls and for all or part of that period
you recelved unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declara that 1 gave the abovs information to the employar on or before the day | was affarad a job, and it s, 1o the bast of my knowledge, trus,
comect, and complate.

L/

Job applicant’s signature P> sammls Matihews Mar 28, 2018) Date Mar28,2018

For Privacy Act and Paperwork Reduction Act Notice, see page 2 Cat. No, 22851), Form 8850 (Rev. 3-2018)



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

EMPLOYER SECTION:
CHlent:

Company:
Location: { Positions Starting Wage: §

EMPLOYEE SECTION:

First Name: Last Name: Snffix: Street Address: City/State: Zip:
Sammie Matthews 41N 12th St Minneapolis, MN 55403
SSik Date of Birth: Age: Have yon worked for | 1f yes, location:

427755165 04/08/1993 24 | MpopgEy Tt | N/A

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) O @
at any time since August §, 1997? (If yes. please provide information below.)
Name of the person recefving benefits: ______ Relgtionshiptoyow: _____
City: County: State:

2. Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? Q @ |
(1f yes, please provide information below ) - |
Name of the pemson receiving benefits: Relationship to you: {
City: County: State:

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O
Please note, this is not the same as Social Secarity bensfits (SS) or Social Security Disability (SSDI) benefits.
*{f'you checked yes please provide a copy of your SSI documemation.

g

4. Havayon received any type of vocational rehabilitation services within the past two years? O
1f yes, please indicate which type of agenoy you worked with and provide their Iocation information below:

] Vosationsl Rebabilitation Agency  [J] Dept. of Veterans Affiirs [L]] Employment Netwark (Ticket to Work Program)
Nams of Agenoy: __ Phone#: ad

City: County: State:

*Ifyau checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

@

Q
@

5, Areyoua Veteran of the U.S, Military? *ifves, please provide a copy af your DD-214 and letter of separation.
{if yes, please provide information below. If no, please continue to question #6.)

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

6. Have you been nnemployed at any time during the Iast 12 months?
If'yes, dates of unemployment - From: Ta:

Did you receive unemployment compensation at any point during your unsmployment?
Ifyes, in which state did you receive unsmployment compensation? _

@ 0 ap
Ql @ @

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: RelesseDate:  01/17/2017
Wasthis a [[J] Federal or [Z] Stete conviction? 1fState - County:

State: ____

Adqiﬁonal Tx Gredits ; S :
IEC (Native American): Are you or your spouse a member of a Native Amenican Tribe? @) @
Ifyou checked yes please provide a copy of your CDIB card,
| CAResidentss [[] Are you the child of foster parents? [L] Do you recsive CalWorks? ] Wokforoe Investment Act?
{ Are you a reigrant or seasonal farm worker? ﬂ:] Have you ever been convicted of a misdemsanor? '
| SCResidents: [ Do you receive Fumily Independence Benefits? |

PLEASE READ, SIGN, AND DATE:
Under penalties of perfusy, 1declare the information abave fo ba true and acvurate to the bext of vy lmowledge, and 1 hereby aurhorize any agency, organization, or

individuals 1o sugply such verification or information that may be needed 1o determine tux credit eligibility to my employer, employer representative (Axsociated
Cunsultunts, Iuc. dba Retrotx), or the Department of Labar.

amme Matchens
New Employee Signature: Suoueeomrzmzny Date: Mar 28,2018




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

Under penalties of petjury, I declare that this information is true and correct to the best of my
kuowledge.

v

: Sammz Magthes
New Hire’s Signature: Sesiusseais Date Mar 28,2018

New Hire Name:  Sammie Matthews

Social Security Number: 4z77ssiss
Employer Name:

Please check the statements below if they apply to you.
O ideclare that | was in a period of unemployment that is at least 27

‘consecutive weeks and for all or part of that period | received unemployment
compensation.

4| | declare that | have been in a period of unemployment since
M@m_ﬂ_-_ - ~ (]
(Enter start date)

Privacy Act Nofice: : ;

The Intemnal Revenus Code of 1086, Secfion 51, as amended and iis enacting legislaiion, P.L., 104-188, specify that the Stats Workforea Agencies ara the
*designaled” agencies responsible for administeting the WOTC cerfifisaBion procedures of this program. The Information you have provided compiefing this
form will be distlosed by your smployer to fhe State Workforce Agency. Provision of this informafion Is voluntary; however tha information Is required to
determine your employer's eligiifity for the fedaral tex credit.

D e T R R R R IR R e R R R L R e e R ey X1

Public Burden Statement:

Parsons are not raquired o respond fo this collection of information unless 1t displays a cumently valid OM B conirol number. Respondants' obligation fo
complate this fom s required {o obtain or retain benefis (P.L. 111-5). Public raporiing burden Is esimated to average 10 minules per response, including the
{ime for reviewing insinucfions, searching existing data sources, gathering and meintaining the daia needed, and compleling and reviewing the colleciion of
Information. Send comments reganiing fhis burden esfimate to the U.S. Dapartment of Lahor, Division of Netional Programs Tools Technical Assistancs,
Room C-4610, Wasfington, D.C. 20210 (Papawork Reducion Project 1206-0371), Pisase do not submit completed forms o this address,

117-

ETA Form 9175 (Rev., November 2018)
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Enhanced MEC_Plan 1 “SNG

Bensfits Enroliment Form

Emploveelnionn o]

Rehire Date

Sonial Security Numbs

Address City TSt Ziy Cods

Gondor Ll Wale | Wiarital Sttus L] Single | Date of Birth Date of Hire
[] Femate {[] mared [ Divoroed

Phane Number: Email Addrass!

Please Select Desired Coverage:

Employee Oniy - [[T] Employee+Spouse - 7] Employee+Child(ren) - [T] Family -
@ $24.00/Week $38.00/Week E $36.00Week $63.001Week

Sodlal Seawtty # Bith Date | 5% Relationship
Frrams—— W ot Rame E e | Dlo:,lnwf'f,éan
@ gy ! .-!A T R :__,_‘_ IR , S R ,:r__,,.t,,, T —.;— s —r R R T

Saoial Securlly# Sirth Date | 8% Relationship

Spouse Child
[ First Nam= ¥R Last Name Dl:lmwem 1 DomesﬁcD Partner
- SRSl ks -\-‘»' = 2 FaLt Py L aloamiin - lw !k - _,#._ PR od m‘njm - m - asiiia b Reh:‘il,DBShIP 2l _af
Ol O .0

- TR Mala 8 Child
, o | D Femala il

EFF, DATE
EFF, DATE
EFF, DATE

Smpioven At ntyietiseme antl Fuihotaation - | heraby apply for the group benafits) as indicated, | acimowledge that all entries are trus antd completa and that
any misstatements or fafluve to yaport informeation may be used as the basis for capcellation of coverage for me and my dependontis), if any, from the original
effactive date, Further, | authorize my employer to make the necessary payroll deduction of premiums for goverages | have elegted.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature

EISPLEES DECLINIG | am DECLINING coverage
1 undsrstand that | andior my dependants, Fany, walve any coverage and desira to participate Inthe plan ot 2 later date. {Ave may ko considered a iats envolles and
must mest tha requirements dafinad in the CartiRate of Covarage for the company's medical or dantal o 1f ) decling enmlimen for myaelf or my depandents
{including my spousse) besause of ather covarags, | may, In tuture be ahleto snroli myseifor sy do in this plan, provided | request anvoliment within 81
days after the othar coverape ends, In addition, if a now dependant relationship forms as a rasult of marrioge, hirth, adopfion, placemeant for adoption of parting suld
of adoption, | may be abie to ensall mysslf or my depandant, provided | roquost anraliment within 31 days of the avent. .

IF DECLINING- YOU MUST SIGN HERE

Ermployes Signatitre  sommie Matthews (lor 25, 20187 et Mar 28,2018

oate  Mar28,2018

Employer Solutions 8tafing Sroup Health Banefits Team
PQ Box 48270
Minneapolis, MN 55344,
Phone: 952-787-8518 Fax: 852-767-8515
Emall: Health@employersolutionsgroup.com



Fixed Indemnity Medical Benefits_Plan 2

(o P 0 1307 5LV OTice = D e L Rl RevieDete /[ ———

ENROLLMENT FORM £SC CUUNAC-MN; 21 v18.2

> IR 'PRINT USING SLACK or BLUE INK (Must Ba Filled Out)
Name Social Sseurity # Horne Phona SQ,E]@E]D
Aaodress Apt. &
Ciy | i L=+ Siste Zp ' . Dataof s/snz-'. |
i
= A SRS e R -
o O ves LN, rves, pease consinue.
Medicars heslth Insurance Claim Number {(HICN) Medicare Effective Date
!\a.;ﬁe o-?' Cx:.\;arad- Person {g):
1 - - - - — . 2. - - 3..- = - - - -
| RISEIEGHO B payroll Deducted Weekly Rates

You MIUJST select a coverage leval bafore anbeneﬁts in Section C, Your ;;érége level for the all benefits in Section C will be
idlentical. The Fixed Indemnity Madical Pian, Densal Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

lsurance Company. The Vision plan is undarwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL PR INDEMNITY | paypyy | vision TERMLIFE | Bloreioe
Employee Only $20.28 - ; $6.17 ;;' $2.42 {,\:f:e“ $0.50 ;ﬁv_g $4.20 L‘%ﬁ
Employee = 1 $41.10 $12.34 $4.92 $0.90
Employee + Family $54.88 $20.25 $6.56 | $1.80
NOtoALLBenefis @] | Olves Olno | Dlves Dlne | Olves Oine | Dves Olno | Olves Olne

1This coverage is ot available to residents of NH, Hi, or PR. *STD is not available to pe-sons who work in CA, Hi, NJ, NY, or Rl

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

Nama Relationship

o~ o i o St = bt

et vt e e e e — o

Scial Security # Date of Birth_Sex "~ Relationshi
!/ D @ ﬂ:ﬂ Spouse E Child D Domestic Pariner

Name Soclal Security # Date of Birth__ Sex ﬁlaﬁonship

¢+ Omied Spouse[_] Chilo [JDomestic Partner
Name Social Security # Date of Birth_Ssx Relationship

/7 DE:]] [bpouse [] child [[]Domestic Pariner
Name Social Security # Date of Bith  Sax Relationghip

s+ OmllEN Oseouse [ cnieldl Domestic Pertner

e e N YOU WUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
| have read the berefit packet.and understand its limitstions. | understand that open enrollment is enly available for

& limited time and | understand that making no benefit selection is a declination of coverage.

oars MAPAP | _P-SIGNATURE  Smmcemmemms o ..

*This Plan DOES NOT Alleviate the Individual Mandate Penalty* e e - e



