1772017

E-Verify

E-Verify: Print Case Detalls - Preview

Cass Verification Number: 2017076082202KV
Report Prepared: 08/17/2017

SENSITIVE BUT UNCLASSIFIED

Company Information

Company ID: 47429 Company Nama: Empioyar Solufions Staffing Graup

Employee Information

Last Name: schosr Firat Name: debarah

Date of Birth: 11/06/1971 Soclal Sesurity Numbar: ** ** 4238

Hire Date: 03/17/2017 Citizenship Status: A clizen of fhe United States

Dosument Information

List B Dooument: Driver's license or ID card issued by a LL.S, stats or outlying possession List C Dosument: Sogial Securily Card

Dosumsnt Name: Driver's lisense Dosument State: Minnesola

Driver's Licanss or ID Card Number; Dooument Expirafion Date: 11/05/2020

Cass Status Information

Current Case Result: Employment Authorized Employer Case ID:

Case Submitted On: 08/17/2017 Case Submitted By: SGLAGB32
SENSITIVE BUT UNCLASSIFIED

hitps://e-verify.uscis.goviweb/PriniCaseDetalls.aspx7CaseVerNum=2017076082202KV
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mn



Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name ___ SQ hoe FnstNameB-_QbML‘\

Street Address Q&”\Q

employer solutions staffing group.

Leveraging Resources in a Changing Market

NESL S

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288
www.esgstaffingsolutions.com

New Hire Application

City/State/Zip

Phone Number _b/él" .

¥
-9343

Staffing Agency/Recruitment Partner

Middle Initial _Q_-

Apt/iSte

ocial Security Last Four XXX-XX- (/95?

Email Address dgLS cho er @ a ol Lom

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?

I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements containe
qualifications for employment. | authorize ESSG to make in
regarding my previous duties, responsiblfities, performance,

1 understand that a comprehensive background check m
This may inciude but is not limited to, investig
required by cllents, government regulations or by ESSG policies.

ES  [INO

Applicant Certification and Authorization

ations of criminal an

d In this application to determine my
quiries of my former employers, except as indicated in this application,
compensation and eligibliity for rehire.

ay be conducted to'determine my eligibiiity for hire by certain clients of ESSG.
d/or conviction records, driving records and/or a drug screen testas

| release ESSG and other personé 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 a
false or misleading information. | understand that an
conslideration for employment or, if discovered after |

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

Qoln Schoey

Name (Print or type)

Wova )\c,\ump_r

ny material information or provided
y material omission or misrepresentation will result In my disqualification from
begin employment, will resuit in my termination,

Lis/)i7

plicant's Signature

-

I Y [

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

For ESSG Office Use Only
DOH NHW 18 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(It applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG

Rev. 052015



Form W-4 (2017)

Purpose. Complete Form W-4 so that your
employer can withhold the correot federal income
tax from your pay. Consider eomplstlnr;? a new Form
W4 each and when your personal or financial
situation ¢ es.

Examption from withholding. if you are exampt,
complete only lines 1, 2, 8, 4, and 7 and the

form to validate it. Your exemption for 2017 expires
Feg 15, 2()‘]8. Ses Pub. 505, Tax Withhoiding
an ‘ax.

Note: If another person can claim you as a dependent
on his or her tex retum, ¥uu can't olalm exemption
from withholding !f your otal Income exceads $1,050
and Includes more $350 of uneamed income (for
example, interest and dividends).

Exbﬁﬂons. An loyae may be able to claim
exemption from wig;l'gId ng evgg if the employee is
a dependent, if the employee:

* |3 age 65 or older,

e |s blind, or

» Will claim adjustments to income; tax credits; or
temized deductions, on his or her tax return.

The exceptions don't apply to supplementa) es
greater tlgr‘! $1 ,ooo,o&?.p d = =
Basic instructions. If you aren't exempt, complste
the Parsonal Allowances Workshset below. The
workshests on page 2 further adjust your
withholding allowances based on itemized
deductions, certaln credits, adjustments to incoms,
or two-samers/multiple jobs ons.

Complete all worksheets that apply. Howsver, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you tlaimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can claim head
of household fillng status on your tax raturn only if
yeu are unmarried and pay more than 50% of the
costs of ing up a home for yourself and gnur
degends 8) or other qualifying individuals, See
Pub. §01, ptions, Standard Deduction, and
Flling information, for information.

Tax oredits, You can take projected tax credits Into
account In figuring your allowable number of
withholding allowances. Credits for ohild or dependent
care expenses and the child tax credit may be clalmed
usln%iha Personal Allowances Workshast 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,
consider making estimated tax ents using Form
1040-ES, Estimated Tax for In Otherwise,
youma;{oweaddlﬂonaltax. lfz)ou havampmslon or
annuity income, see Pub, §05 fo find out if you should
adjust your withholding on Form W-4 or W-4P,

Two earners or multiple Aobs. If you have a

ouse or more one job, figure the
total number of allowances you are ed to claim
on all jobs using worksheets from only one Form
W-4. Your withholding usually will be most acourate
when all allowances are clalmed on the Form W4
for the highest mlng Job and zero allowances are
clalmed on the others. See Puh. 505 for detalls.

Nonresident aflen. If you are a nonresldent allon, see
Notice 1392, Supplemental Form W4 Instructions for
Nonresident Allens, before completing this form.

Check your withholding. After your Form W-4 takes
effect, use Puh. 506 to ses how the amount you are
having withheld com 1o your projected total tax
for 2017, See Pub. & especlalg ur earnings
exceed $130,000 (Slngfe) or $180,000 (Married).

Future developments. information about any future
deveiopments affecting Form W-4 (such as
legisiation enacted after we release it) will be posted
at www.lrs.gov/w4.

“Personal Allowances Worksheet (Keep for your records.)

A

mTmo

- Enter "1 if you will file as head of housshold on your tax retum (see conditions under Head of household above)

Enter *1” for yourself if no one else can claim you as a dependent .

A _T
.8 _l|

—_—

* You're single and have only one job; or
» You're married, have only one job, and your spouse doesn’t work; or }
* Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or less,

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) . o0 0 o o o

Enter number of dependents (other than your spouse or yourself) you will claim on your tax retum

Enter “1” if: {

Tmoo

0O
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit %
(Note: Do not include child support payments, See Pub. 503, Child and Dependent Care Expenses, for detalls.)
Child Tax Credit (including additional chiid tax credif). See Pub. 972, Child Tax Credit, for more information. -
® If your total income will be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then less “1” if you
have two to four ellgible 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 $118,000 if married), enter *1” for each eligible child. G 0
Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you ciaim on your tax retum) » H I

dyou pian to itemize or claim adjustments to Income and want to reducs your withholding, see the Deduoctions

[ ]
For accuracy, and Adjustments Worksheet on page 2.

complete all e If you are single and have more than one job or are married and you and your spouse both work and the combined
workshests earnlnFs from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. 1o avoid having too littie tax withheld,

° If nelther of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form w-4

Department of the Treasury
Intamal Revenus Service

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

Employee’s Withholding Allowance Certificate

OMB No. 1645-0074
P Whether you are entitied to clalm a certaln number of allowanoces or exemption from withhoiding is 2 @ 1 7
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1

Your first name and mlddﬁlnﬁal 2 Your soclal security number

~ Lehoer 490-82:445.3 p-

ome address (number and strast or rural route) Sﬁg-lngle [J Married [J Manied, but withhold at higher Single rate.
q?ﬁb \_lls‘tls‘\n S N =

It manied, but legally separated, or spouss Is a nanresident alien, check the “Single® box.

:

4 Ityour last name differs from that shawn on your social security card,

‘or town, d ZIP code
hﬁmzb:a' Z:l YDV‘Q.. IY\ r\ o S§ O ‘ tﬂ check here. You must call 1-800-772-1218 for a replacement card. P[]

6
7

Total numiber of allowances you'are claiming (from line H above ar from the applicable worksheet on page 2) 5 a,
Additional amount, if any, you want withheld fromeachpaycheck . . . . . . . . . . . . . . [6[§ ™
| claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. S
® Last year | had a right to a refund of all federal Income tax withheld because | had no tax llabliity, and

* This year | expect a rafund of all federal income tax withheld because | expect to have no tax labllity.
If you mest both conditions, write “Exempt” here . 5 o o0 o l>||% |

Under penalties of perjury, | declare that | have,

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

ined this certificate an the T of my knowledge and belief, it s true, correct, and complste.

Whacmbas delkoor o 3051

Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) | 9 Office code {optional) | 10 Employel’ Identification number (EIN)

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

Cat. No. 10220Q Form W-4 (2017)



Department of Homeland Security

Employment Eligibility Verification

U.S. Citizenship and Immigration Services

USCIS

Form 19
OMB No. 1615-0047
Bxpires 08/31/2019

P> START HERE: Read Instructions carefully hafora compisting this form. The Instructions must he avallahlis, either In paper or electronically,
during completion of this form. Employers are liable for errors In the compietion of this form.

ANTI-DISCRIMINATION NOTICE: it is illegal to discriminate against work-authorized individuals. Empioyers CANNOT specify which
document(s) an empioyee 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 Illegal discrimination.

Eeoﬂon 1. Employee Information and Atiestation (Empioyess s oarmpiets and slgn Sgafian 1 of Form 19 no later

ah the finst day of employmient but not before aoospling & job offer)

i

oexr

Last Name (Famlly Name) FIQName (Given Name) Mldelnlﬂal

[

Other Last Names se\d (iF any)
San gLQ

950 gsks. "™ [ Thilhg Grove [ n| Ssoito

ZIP Code

Date of Birth (mm/dd/yyyy) | U.S. Social Security Number Employee's E-mail Ad

[\ 05-/9)! [HI78-7h] -VEER| ddschoer®

Employee's Telephone Number

L2-789-943

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

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

.MAdﬁzenofmeUnitedStam

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

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

D 4, An allen authorized to work until (expiration date, if applicable, mm/ddlyyyy):
Spme allens may write "N/A" In the expiration date field. (See instructions)

1. Alien Registration Number/USCIS Number:
OR ’

2, Form 1-84 Admission Number:
OR
3. Foreign Passport Number:

Country of Issuance:

Aliens authorized to work must provide only one of the foilowing document numbers to complete Form I-9: Do Not Write In This Space
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number. _

QR Code - Section 1

SRR e V!

's Date (mm/dd/yyyy)

e tale e

| ’Fréparer andlor Transiator Gertification (ehéck orie):

) tid nat ute @ Brépant of transiator. [ ] A praparer(s) ansior ranttator(6) pssisted tha emplajeis in compieting Bevtion 1.
(Fleldg below must by completed and signed whan prepérers gndfor translatars aasisf an emplgyee in eomntetfnq Beotior 1))

knowledge the Information is true and correct.

| attest, under penalty of perjury, that | have assisted in the compietion of Section 1 of this form and that to the best of my

Signature of Preparer or Translator Today's Date {mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employér (-‘omplétes Next Page

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

.e . ol s 4 OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

§&Gtion 7. plpver or Authorized ﬁ?presenﬁﬂgé'ﬁevﬁw quﬂ Veﬂﬁoaﬁ(oh i -
wthariabd representative must ecmplet sation @ within @ busiiess tlays of the ¢ .
fn ; exe:mapnqumtmemmgs‘;;Mgam%wmm%m@‘gimem;a dé%mggam bist © a8 Haled on "m:s
REraptable m | i ;

loyee Info from Section 1 Lasi%'ne {Family Name) Name (Given/Name) rf\ Citizenship/immigration Status
i [4]
OR

List A List B AND = ListC
Identity and Empioyment Authorization Identity Employment Authorization

Document Title .| Document Title Document Title

lssuing Authority Issulng Authority Issuing Authority

Document Number Document Number Document Number

Expiration Date (i any)(mm/ddfyyy) Expiration Date (if any)(mm/dd/yyyy) Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issulng Authority Additional Information Oo Nor v 1T T;?:Szptge

Document Number

Expiration Date (if any)(mm/ddAyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyy)

Certification: | attest, under penalty 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 (mnvdd/yyyy): 03 ‘ l§ ‘aot ] (See instructions for exemptions)
Signature of Employer or Authorized Representative Today's Date(mm/dd/yyyy) Title of Employer or Authorized Representative

Last Name of Employer or Authorized Representative | First Name of Employer or Authorized Representative | Employer's Business or Organization Name
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

L i

Beafion 3. Reverifidation and Rehireq (7 be aompleted and slgnbd by erpiaer ar auihorized reprasentative]

A, New Name (if applicable) B. Dale of Rehire (# applicable)
Last Name (Family Name) First Name (Given Name) Middie initial Date (mm/dd/yyyy)

@, 17 the employee's previolis grant of employment authanzaion has xpired, provide The IRformalion To7 e dootrient of receipt thal eslablishes

confinulng employment authorization In the space provided below.
Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

1 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 Indlvidual.

Signature of Employer or Authorized Representative | Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative

Form1-9 11/14/2016 N
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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” is 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: M@_&'\ QXY lene S{‘_ hoR i
st

First Middle (O La

none)
Other names used: S&,\p\} Ja

Current county of residence: I

Current and former addresses:

By U7 1/%s1.S. Lo o Sso/,

from Mb/Yr to Mo/Yr Street - ' City, 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 information when
checking for records. BGC will not use it for any other purposes.

I\ 0S- 1971\ y0-93-%33 ¢

Date of birth Social security number
F1960S(48497/6b  DNehorshDarlene Schoe -
Driver’s license number & state Name as it appears on license

Report Cbg[: If you are applying for a job qr live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: é/

Ooboan O Ikt 2is)i

Signature Date




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 and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by paper Check.
SEGEHEN | BINSTE RN O RNT A B LEN

Employee Name . , SSN# (last 4 digits)
\ )2 DNovg $ Schoe f23§

el | HORE2 AN IR G L G e

] Direct Deposit (Please complete Sections 3 and 5 balow)

D] Payroll Debit Card (Please complets Sections4 and 5 below)
SLEGEmN ST DIREGE DEROSE
[0 Update Bank Account
Bank Name:

Note: Direct Deposit accounts may take up to 7 days to be activated
| | Paper Check (Please complete Section 5 below)

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: [] Checldngl:l Savings [ other

= Tohelp us avoid making an error, please sttach a copy of a voided check. (a deposit slip will not work)
=  Ifyou change banks, do not close your old bank account until your direct deposit hes started at the new bank, which may teke 2 pay periods.

SECEIONTERPANROET DEBEES CARD (GEOBAL G ASIHTEARD)

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 conditicns. You will
then sign acknowledging that yon 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)
Fj- sz = ‘ M.I.D ] Last Name §C}\Q-e_r Da;e i]?g%_’lq 2 ’
TO I EES.  (ottag, frove Mn. SSolle |55
Ci ér Ve Smn Zipstsv 0 /(!; : Celthone (n—?b_il_?s g _9' XY 3

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #
073972181

|Thave received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
T 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,
conditions, and disclosures.

Employee’s Signature: L( > gbﬁx Q h \9 )b\i\b.q Date:S =IS "‘") )

SECHON o NUELHOREZN TN

1 authorize ESSG to directly deposit my perindic 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; {\A§(}n oexr @ ol Lo\ @
this information will only be used to send your paystubs electronically
Employee's Signature: AS\ 3 &\\TY"O\}\ \S XW Date: 3 -\ S i \j




EMERGENCY CONTACT INFORMATION

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

EmployeeName: _)e MOvoIN D Schoer

Address: qg—‘]o -’“S‘l—Sl‘ $ @%Mﬂw/b

Home Phone: é)lg "759’ QQH\S'

? "EMERGENCY

Pleasg list twq pebpla (in prlorlty order) who 0o

i

dNTw—aE‘s T ———— T

d be gontagted In case of an emetgency

Contact #1

Name: 32’\()\)]‘0‘(\ 50.NJ~:V\
Relationship: M*’G\s,y

Home Phone: LS [~ YS 9 —000519\
Cell Phone: (o la "'3 93 "S 9/ b

‘Work Phone:
Contaet #2 | Home Phone:
Name: D Cy\;( Cell Phone: = 2100
(NS nasd E3-333-819
Relationship:SS\e_\(’ 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.




L

xed Indemnity Medical Benefits Plan 2

VS| 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate__ _/ __ /___
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
RINT USING BLACK or BLUE INK (Must Be Filled Out)

Name ' Social Security # ' Home Phone Sex
ol | l vl ]
Address Apt. #

City | State f Zip Date of Birth

i / /

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

DYes I:I No. If Yes, please continue.

Medicare Health Insurance Claim Number (HICN) iF Medicare Effective Date

| Name of Covered Person (s:)_:" E TS N L h
i, P2 3.
C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

You MUST select a coverage level before any
identical. The Fixed Indemnity Medical Plan,
Insurance Company. The Vision plan is underwritten by

SELECT COVERAGE LEVEL

Employee Only [:]

Employee + 1 I:I

Employee + Family D

NO to ALL Benefits

FIXED INDEMNITY
MEDICAL' | DENTAL
s2025 {3 sea7 J)
$41.10 $12.34
$54.88 $20.36

__MDYes‘&{\l/o

[ves (o

benefits in Section C. Your coverage level for the all benefits in Section C will be
Dental Plan, Term Life Plan,

and Short-Term Disability plans are underwritten by BCS

DYes &mo

y Companion Life Insurance Company.

TERM LIFE

Cves Yo

'This coverage is not available to residents

SHORT-TERM
DISABILITY *

$4.20 {3

[ I¥es %"&

of NH, H, or PR. 2STD is not available to persons who_wor_k in CA, HI, NJ, NY, or RI. _

For Term Life / Accidental Death & Dismemberment,

Dismemberment is part of the Term Life Benefit.
Name

Relationship

please write in your beneficiary information. Accidental Death &

D. REQUIRED DEPENDENT INFORMATION
Name

Name

Name

Name

E. REQUIRED SIGNATURE

| have read the benefit packet and understand its limitations. | understand
a limited time and | understand that ma

owre 023//S QO[]

!/

Social Security # ' Date of Birth ; Sex | Relationship
1] | ./ IMI[E] [Jspouse[]child[]Domestic Partner

{ Social Security # ' Date of Birth | Sex Relationship
/¢ [IMI[E] |[Tspouse[]chid[JDomestic Partner

- Social Security # | Date of Birth | Sex ' Relationship
e 11 IMIE] | [Ispouse [ chitd [ Domestic Partner

Social Security # Date of Birth ! Sex Relationship

[MI[F] " [TSpouse[]child [] Domestic Partner

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

king no ben

> sionarure\ ), Iove

that open enrollment is only available for
efit selection is a declination of coverage.

This is an Essential StaffCARE Enroliment Form.



employer solutions staffing group. w:,‘ ESNG m

Leveraging Reseurnss in a Changing Merke” employer soltons goup. ervployer sokdtior madenwids

Enhanced MEC Plan_Plan 1

Benefits Enroliment Form [\ gyee_ [] Rehire Rehire Date

Employee [nformation

Namoe (First and Last) Soclal Security Number |
| Debowin Schoer 471-86-75 4
Address City State p Code
9% 70 7/5175'/* .S. vove VN Sso/ b
Gender Ll Male MarltalStatusﬁ Single | Date of Birth Date of Hire
___xremas| Dlvared 1 owrst|_{1~0S =/ 97| 3/S-17
|Phone Number: all ress:
L12-789 9243 Glechoey Cacol. e
Please Select Desired Coverage:
Employee Only - j Employee+Spouse - [ | Employee+Child(ren) - Family -
$24.00/Week ' $38.00/Week $36.00/Week $63.00/Week

Social Security # Birth Date | S8 Relationship
(First Name — W1, Last Name E r::ﬂe 2 ”°“Zofmﬂﬂ
Soclal Security # Birth Date | Sex Relationship |
T Bl
' 'swg.“s@'.;g# [ Birth Date | Sex =i Relaﬁonship
| First Name M. ~ LastName E l'gl:l:leale [D SPEBE DoEesﬁcChIi’l:rtner

Otier coverage information including Medicare/Medicaid

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowiedgemant and Authorization - | hereby apply for the group benefit{s) as indicated. | acknowledge that all entries are true and complete and that
any misstataments or fallure 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 premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

-

EMPLOYEES DECLINING | am DECLINING coverage

| understand that | and/or my depdn nts, If any, walve any coverage and desire to participate In the plan at a later date. lwe may be considered a late enrolles and
must meet the requirements defined in the Certificate of Caverage for the company's medical or dental plans. if | decline enroliment for myself or my dependents
(including my spouse) because of other coverage, i may, In future be able to enroll myself or my depend in this plan, provided | request enrollment 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 suit
of adoption, | may be able to enroll myseif or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

i O Mo N K ehmer e 3-S-17

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 406
Edina, MN 55439
Phone: 962-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com




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. | 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.

Ov, S ve k™
Individual’'s Name
s =T,

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



