'EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017074134012AV

Report Prepared: 08/15/2017

Company Information

Company ID: 47429

Company Name: Employer Solutions Staffing Group

Employee Information

Last Name: Schoer First Name: Brandon _
Date of Birth: 04/12/1983 Sacial Security Numbaer; *** ** 7342
Hire Date; 03/15/2017 Citizenship Status: A citizen of the United States
Document Information

List B Document: Driver's loense or ID card issued by a U.S. stateor  List C Document: Social Security Card
outlying possession

Document Name; Driver's license Document State: Minnesota

Driver's License or ID Card Number: Document Expiration Date; 04/12/2018
Case Status Information

Final Case Result: Employment Authorized Employer Case ID:

Case Submitted On: 03/16/2017 Case Submitted By: AFIN3848

Closed On; 03/15/2017 Closed By: AFIN3846

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

SENSITIVE BUT UNCLASSIFIED



Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name 40 ‘\o er

employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288
www.esgstaffingsolutions.com

New Hire Application

First Name I Srug ON,

street Address_ 9 870 _11F §E (.

Middie Initial _&_

AptiSte _____
City/State/Zip do H@f‘ &m Ve , 2] /V' ‘5/5/0/ aé Social Security Last Four JOtX-XX-_/ 59;
Phone Number Email Address é& Ao&r ;Z @ j 14 :/. Com
Staffing Agency/Recruitment Partner
All offers of employment are conditional upon satisfactory proof of Identity and legal ability to work In the U.S.A.

Are you legally authorized to work In the United States of America?

YES [INO

Applicant Certification and Authorization

1 autharize Employer Solutions Staffing Group (ESSG) to use the Information and statements contained in this application to determine my
qualifications for employment. 1 authorize ESSG to make inquiries of my former employers, except as Indicated In this application,
regarding my previous duties, responsibllities, performance, compensation and ellgibility for rehire.

| understand that a comprehensive background check may be conducted to determine my ellgibllity for hire by certain clients of ESSG.
This may include but Is not limited to, investigations of criminal and/or conviction records, dﬂving records and/or a drug screen test as
required by clients, govemment regulatlons or by ESSG policies.

1 release ESSG and other persons or entities from any claims that might be based on ESSG's decislon to conduct a background check.

| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading Information. | understand that any material omission or misrepresentation will result In my disqualification from
consideration for employment or, if discovered after | begin employment, will result In my termination.

If hired, | agree to ablde by the policies and procedures of ESSG.

B/‘MG/DA (L l\o-&f'

S =207

Name (Print or type) ™

Applican

gnature

N4

Date

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

For ESSG Office Use Only
DOH NHW 1-9 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG

Rev. 05/2015



Form W-4 (2017)

Purpose. Complets Form W-4 so that your
employer can withhold the correct federal income
tax from your pay. Consider completing a new Form

W-4 each and wh
situation

Exem,

en your parsnna? or financlai
ges.

jon from withholding. if Jt_:’u ar: mpt.
an n the

complete only lines 1, 2, 8, 4, an

form to validats it. Your exem)
February 18, 2018. See Pub. 505, Tax Withhoiding
. and Tax.

on for 2017 expires

Note; If ancther person can clalm you as a dependent

an his or her tax retum,

u can't claim exsmption

from withholding if m tal income exceeds $1,060

and includes more

$350 of uneamed incoms (for

example, interest and dividends).

lons, An empl may be able to claim

exemption from withholding even if the employes Is
a dependent, if the employes:

e Is age 66 or older,

® |s blind, or

* Will claim adjustments to Income; tax credits; or
itemized deductions, on his or her tax retum.

The exceptions don't a to supplemental es
greaterth'::ﬂ}m.onn.ong.p 4 e N

Baslo Instructions. if you aren’t exempt, com;':_:]ata
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, ag‘{uustmemxto income,
or two-eamers/multiple jobs shuations.

Compiete all workshests that apply. However, you
may clalm fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a fiat amount or
percentage of wages.

Head of housshold. Generally, you can claim head
of househoid ﬂl}gg status on your tax retumn on’z if
you are unmarried and pay more than 50% of the
costs of ing up a home for yourself and gour
de andan‘g or other qualifying individuals, See
Pub, 501, ptions, Standard Deduction, and
Filing Information, for information.

Tax oradits. You can take projected tax credits into
account In figuring your allowabile number of
withholding allowances. Credits for child or dependent
care expenses and the child tax oredit may bs claimed
using the Personal Allowances Workshest below.
See Pub, 505 for information on converting your other
credits into withholding allowances.

Nonwage income. If you have a large amount of
nonwage Income, such as interest or dividends,
conslder making estimated tax ents using Form
1040-ES, Estimated Tax for individuals, Otherwise,
you owe additional tex, if Lou have pension or
annuity Income, see Pub. 605 fo find out if you should
adjust your withholding on Form W-4 or W-4P,

Two earners or multiple !nbs. If you have a
working spouse or more one Job, figure the
total number of allowances you are entitled to claim
on all Jobs using worksheets from only one Form
W-4, Your withholding usuaily will be most accurate
when all allowances are claimed on the Form W-4
for the highest ng Job and zero allowances are
olaimed on the others, See Pub. 505 for detalls.

Nonresident allen, If you are a nonresident aflen, see
Notice 1392, Supplemental Form W-4 instructions for
Nonresident Allens, before completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to ses how the amount you are
having withheld com) to your ?rrojectsd total tax
for 2017, See Pub. 505, aspecl:l(l,y %aur samings
exceed $130,000 (Singie) or $180,000 (Married).
Future developments. Information about any future
devalaogrnems affecting Form W-4 (such as
legislation enacted after we releass it) will be posted
at www.irs.gov/iw4.

Personal Allowances Worksheet (Keep for your records.)

A  Enter *1" for yourself if no one else can claim you as a dependent . o a0 omo o S
= You're single and have only one job; or
B  Enter*1”if: { » You're married, have only one job, and your spouse doesn't work; or } o o o [ l
* Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less.
C  Enter*1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avold having too little tax withheld.) . .. 0 o o o o c
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . : o © D
E  Enter "1” if you will file.as head of household on your tax return (see conditions under Head of household above) E
F  Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F
(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalils.)
G  Child Tax Credit (including additional chlld tax credit). See Pub. 872, Child Tax Credit, for more Informatlon.
= |f your total income wiil be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then less *1” if you
have two to four eligible children or less “2” if you have five or more ellgible children.
® If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child. G 6
H

Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) » H

For accuracy, and Adjustments Worksheet on page 2.
complete all

worksheets

that apply. 1o avold having too little tax withheld.

e If you plan to itemize or claim adjustments to Inoome and want to reduce your withholding, see the Deductions

® |f you are single and have more than one job or are married and you and your spouse both work and the combined
earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Warksheet on page 2

» If neither of the above situations applles, stop here and enter the number from line H on line 6 of Form W-4 below.

Form w-4

Department of the Treasury
Intemal Revenue Service

Separate here and give Form W-4 to your employer. Keap the top part for your records.

- Employee’s Withholding Allowance Certificate

P> Whether you are entitied to clalm a certaln number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1545-0074

2017

1

_B,mdg;}m "J 5

Your first name and middle Inifial

Last name

Ciloe/

2 Your social security number

d771-25-7242

4270 1) Ok G

3 ﬂ Single [ Maried [] Married, but withhold at higher Single rate.
Note; [f married, but legally separated, or spouss is a nonresident allen, check the "Single” box.

" City or town, state, and ZIP code
P2UA

rove , MM, 5-2;014

4 [f your last name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 for a replacement card. P [ ]

Total numiber of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5
6($ %

Additional amount, if any, you want withheld from each paycheck
| claim exemption from withholding for 2017, and | certify that | meet both of th
* 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 iIncome tax withheld because | expect to have no tax liability.
If you meet both conditions, write “Exempt” here .

e following conditions for exemption.

i TS eTT——————

)

. »l7]

Under penalties of perjury, | declare that | have examined this certificate an

Employee's signature
(This form Is not valid unless you sign it.) »

Employer’s name and address (Employer: Conﬁe lines 8 and 1D£dlng to the IRS.)

d, to the best of my knowledge and bellef, it is true, correct, and complete.

pater 2-)5" -Dp)7

9 Office code (optional)

10 Emplofer Identification number (Elhb

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

Cat. No. 10220Q

Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security E ME ;l'nllggi -
U.S, Citizenship and Immigration Services e Dbs S

PSTART HERE: Read Instructions carefully befora completing this form. The Instructions must be avallable, either in paper or electronlically,
during completion of this form. Employers are llable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It Is illegal to discriminate against work-authorized Individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an Individual because the documentation presented has a future expiration date may also constitute lllegal discrimination.

Section 1, Bmployee Infarmation and Attestation (empioyess musf pamplete and sign Seatipn 1 of Form 1-9 no later
than the first day of smployment, but nat biefore gadepling a job offar)
Last Name (Family Name) First Name (Given Name) Middie Initial Other Last Names Used (/fany)
L DRrandon W

Address (Street Nuqrber and Nam Apt. Number | City or Town State ZIP Code

1970 714 G LoHuse boove MN| 55011
Date of Birth (mm/ddfyyyy) U’s. Social Security Number Employee's E-mairAddress Employee's Telephone Number
0Y-12- 1493 |W0b] (205" (BHHE] B Schoer Sl grmalton

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

I atteft, under penalty of perjury, that | am (check one of the following boxes):
(1. A citizen of the United States

] '2,'A noncitizen national of the United States (See Instructions)

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

|:| 4, An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" In the expiration date field. (See instructions)

Aliens authorized to wark must provide only one of the following document numbers to complete Form 1-8: mﬁﬁm]:ﬁ:;;m
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Allen Reglstration Number/USCIS Number:
OR

2, Form [-94 Admission Number:
OR
3. Forelgn Passport Number:

Country of Issuance:

Sweu e _gp % { Todeys Dete (AN 7 1 o )1

%pérev ahWrénsrmr ﬁerﬂﬁrcégan [chetk onel:
F

| il hef uae d proparér gr transtator. ] A preparer(s) andjor ranslatorts) sasisteit s erhployee in sampigting Section 1.
Idg bilow rhust be gampleted and signed when preparers endfor translaters agsist an employed in gampléting 8getion 1)

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

Slgnature of Preparer or Translator Today's Date (mm/ddAyyyy)
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 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
o . i A OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

'Biayer or Agntgomg Wpﬁﬂm—ﬂwmﬁﬁ Veﬂgoaﬂen . e
Tt e e W&mﬁmﬁwwswgzmm s

Employee Info from Section 1 Lsat Name (FaTﬂ}v Name) Hrsi’ N?r?? (va?n Name) Ciﬁzenshlpllmmlgraﬂon Status
pl \ . L iL\l [\ =
List A OR List B AND ListC
Identity and Employment Authorization identity Employment Authorization

Document Title QgcumentTltle Deeument Title,

\ AV ¥ B X A LN 1\ LA ST LS VALY =
Issuing Authority IsautagA,u;hoﬂty W\ e ANC Issulng_Authorlty &

0 & AWK RS
Document Number Dogumer;tNumber 2y e ™ Docum;ni&lumhsr _ T
— ‘ \—{ ( ! y HL 1: \ I f #-\! A )xi \‘{
Expiration Date (if any)(mm/dd/yyyy) Explration Date (if any)(mm/dd/yyyy Expiratlon Date (r‘f anx){mm/dd/yyyy) '
u\l — \‘1 \.\ NA

Document Title
Issuing Authority Additional Information &m‘;?m;fmsz;;
Document Number
Expiration Date (¥ any)(mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Explration Date (if any)(mm/dd/yyyy)

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

The employee's first day of employment (mm/dd/yyyy): =, -|'S - | 3‘ (See instructions for exemptions)

Slg e of%n'\plu}dr brAuthoﬂzad quresentative Today's Date(mm/qg/wm Title of Employer or Authorized Representative
1..- 2 = L \ "" ?( ] (11N - r\‘j 1 F:‘ { 7
/ e ’ L\ ) A L |

Lasf‘_Nam of Employer or ﬁuﬁorlzed‘ﬂeﬁresentaﬁve First Name of Emgloyer or Authonzed Representative [ Employer's Business or Organization Name

N\ 10 o€ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or Town State ZiP Code

7301 OHMS LANE SUITE 405 EDINA MN 55439

PR T e e
on 4. tation pnd Rehlres (7o be somplated and mermﬁwﬁwfaﬁw}

A, New Name (F wﬂ : : B. Date of Rehirs (7 applicable)
Last Name (Family Name) First Name (Given Name) Middie Initial Date (mm/ddlyyyy)

G, ITThe employée's previous grant of employment autharization has expired, pravide the infarmation for ihe dodument or " receipt that establishes
continuing employment authorization in the space proyided bglow. !

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

| attest, under penalty 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 Empioyer or Authorized Representative | Today's Date (mm/ddAryyy) Name of Empioyer or Authorized Representative

Form1-9 11/14/2016 N






Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” s attached to this authorization. if you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal Information: Please print the information requested below to identify yourself for BGC.
Printed name: Wi Andin 2 '

irst Middlé (O Last
_none)

Other names used:
Current county of residence:

Woihing}on

Current and former addresses:

'tu/'rm\-"' current %7 70 7' l $ ’7 g. . Lﬂ"é’%& érWe /“

from Mo/Yr to Mo/Yr Street State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the following informatlon when
checking for records. BGC will not use it for any other purposes.

4-12-1493 477-25-7392

Date of birth Social security number

V5501,

Eb65L0330560220 MW Lorndog Werley Lond
Driver’s license number & state Name asni:; appears on liceqZ se SJW

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: O.

Signature {}7% ﬁé‘ Date b /;-— 20)7




!

.| Streot Address (PO BOX NOT ACCEPTABLE)

- employer solutions staffing group.

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit
If you do not provide a written election, wag i :
SEEHIONT BASIE INLEORNNFION

.\i‘_‘.' et 2 PANROEE DL EET @

|| Direct Deposit (Please complete Sections 3 and 5 below)  Note: Diract Deposit accounts may take up to 7 days to be activated
Payroll Debit Card (Please complete Sections4 and 5 below) [ Paper Check (Please complete Section 5 below)
SEEEION S DIRECGE D1ROSH
[ Update Bank Account

Bank Name:

T 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.

Routing#
Account#

Initial Date

Account Type:  [] Checking [ Savings []Other

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

SECHION T PANROLE DEBEE GARD (GE OB GASH G NRD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies 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 enable 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 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 on each payday you receive
wages,

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

T Begdan, | WS e hoer S i
4970 ) ¢, L, Y T1-25-T34

M&%@Qz& S /\/T ™ £ / é' Call Phone (mobile)_!é—% i 4] ly

OLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #
073972181
1 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. I
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,

Employee’s Signature: Date:

T 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.

a t
*E-mail: % Ig 'Zth‘b ner— ";é @ ariva ’ , Lom,

is information will only be used to $eid your paystubs electronically

Employee's Signature: _MLQAA 7, Date: y"' l 5" ) 7

4




EMERGENCY CONTACT INFORMATION

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

Employee Name: B(‘kn ﬂ/ On

S hoer
Address: 4770 -”H' é"’. S 4 LD"lAﬁ& ér‘aV&, ﬁMZ
Home Phone: 45 l = 9 :5 fz = g (25 Z

T

© TMERGENCYCONTAGTR .
Please list two peaple (In priority order) wha coyld he contaoted lh case of’ an emgrgeticy

Contact #1 Home Phone:
Name: D‘C bDfds' h Sb[ﬂo.&f Cell Phone: L 12 - 752,_ ?2‘7,.3
Relationship: Mﬂ 7[,[,’ er Work Phone:

. S| Home Phone: ég’ < (/5'('__ go ?Z

Name: él\c\/‘o;\ ét\/\f:/;n, Cell Phone: 6_5"_-2,_/0‘_ gbgg
Relationship: (5, n J Mo )L l‘& - Work Phone:

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

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



&

Leversaing Reseurves in 2 Changing Mavke?

employer solutions staffing group.

em)

whE I oRpl B Y A S YT

ZToup.

Enhanced MEC Plan_Plan 1

Benefits Enroliment Form

Employee Information

Name (First and Last)

L] Rehire Rehire Date

Soclal Security Number

ESNG gz

v woaogh-s (Ul A BuIh

Benefit Plan Admiristratprs, Inc.

City State Zip Code
Gender LI Male | Marital Status L] Single | Date of Birth Date of Hire
] Female | 1 Married [ Divorced
Phone Number: Emall Address:
Please Select Desired Coverage:
:l Employee Only - Employee+Spouse - [ | Employee+Child(ren) - D Family -
‘ $24.00/Week $38.00/Week $36.00/Week $63.00/Week

O male [ Spouse [] Child
[First Name M. Last Name O Female O Domestic Partner
STTRET 3 :
Social Security # Birth Date | Sex Relationship
Male [JSpouse [J Child
[ First Name A8 Last Name g Female [0 Domestic Partner
Socla) Security # Birth Date | Sex Relaﬁonship
: T O Male ] Spouse D Child
ame ML Name [0 Female Sl’I:l Domestic Partner
O 0 0 o)
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

[Employea Acknowlsdgement and Authorization - | hereby apply for the group benefit{s) as indicated. | acknowledge that all entries are true and complete and that
any misstatements or fallure to report Information may be used as the basis for cancellation of coverage for me and my dependantys), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elscted.

Employee Signature

(IF ENROLLING - YOU MUST SIGN HERE

Date

EMPLOYEES DECLINING

“Tam DECLINING coverage

1 understand that | and/or my depen

IF DECLINING- YOU MUST

Employee Signature 7; 5 'é
E

SIGN HERE

, If any, walve any coverage and desire to participate in the plan at a iater date. l/'we may be considered a late enrollee and
must meet the requirements defined in the Certificate of Coverage for the company's medical or dental plans. If | deciine enroliment for myself or my dependents
(Including my spouss) hecause of other coverage, | may, in future be able to enroll myself or my depend,

days after the other coverage ends. In addition, if a new dependent relationship forms as a resuit of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroli myself or my dependent, provided | request enroliment within 31 days of the event.

Date

In this plan, provided | request enroliment within 31

L i

r Solutions Staffing Group Heaith Benefits Team

7301 Ohms Lane Suite 405

Edina, MN 55439

Phone: 852-767-9519 Fax: 952-767-9515
Email: Health@empioyersolutionsgroup.com



Fixed Indemnity Medical Benefits_Plan 2
J VSl 219301-ESG-1  |OFFICE USE ONLY LOCATION Rehire Date____/___/

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2

PRINT USING BLACK or BLUE INK (Must Be Filled Out)
Name Social Security # Home Phone Sex IEI

i
o i ]

Address Apt. #

City ' State i Zip | Date of Birth
! i / /
i

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYSSDNO If Yes, please continue.

Medicare Health Insurance Claim Number (HICN) i Medicare Effective Date
‘Name of Covered Person (s | 77T B
1 P2 3

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

h This coverage is not available to residents of NH, HI, or PR.25TD is not av';ilable to persons who work in CA, HI, NJ, NY, or RI.

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL D0 MORVNITY | penraL VISION TERMUIFE | SHORTTERM
Employee Only [ ] s2025 {0 sea7 ,J)|  s242 [§| soeo 5|  sa20 [
Employee + 1 [_| $41.10 $12.34 $4.92 $0.90
Emplayee + Family [ | $54.88 . $20.36 $6.56 $1.80
_ NowaL enetts x| [ves [INo | Clves o | [ves [N | Clves o | [Clves (o

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
oo 0 1IMI[E] [ spouse [ child [ Domestic Partner
Name Social Security # Date of Birth i Sex Relationship
oo N ImilE] I Cspouse []child []Domestic Partner
Name - Social Security # Date of Birth = Sex | Relationship

IBEECTEREEAT] YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

e IMIE] O 'spouse [ child [] Domestic Partner
Name ; Social Security # Date of Birth ;Sex . Relationship
/¢ [MI[F] [Ospouse[Jchild[] Domestic Partner

| have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
a limited time and | understand that making no benefit selection is a declination of coverage.

oae 03/) 50017 bsenaee /2 L 2,

This is an Essential StaffCARE Enrollment Form.



