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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018092091155FM
Report Prepared: 04/02/2018

Company Information

Company ID: 47429

Employee Information

Company Name: Employer Solufions Staffing Group

Last Name: Dilion
Date of Birth: 12/20/1991
Hire Date: 04/02/2018

Document Information

First Name: Shanicee
Soclal Security Number: *** ** 9205
Citizenship Status: A citizen of the United States

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

Document Name: Driver's license
Driver's License or ID Card Number:

Case Status information

List C Document: Social Security Card

Document State: Minnesota
Document Expiration Date: 12/28/2021

Final Case Result: Employment Authorized
Case Submitted On: 04/02/2018
Closed On: 04/02/2018

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

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

SENSITIVE BUT UNCLASSIFIED

4/2/2018, 8:12 A}



Employment Eligibility Verification USCIS

Department of Homelnd Socurity B 615000
Uus. CltlZBDShlp and Immigration Services Expires 18/31/2019

B R AR i S e o et i T AT ot s 0 N BT s D M =) W S T T T i e v |

P> START HERE: Read instructions carefully befors sompleting this form. The instructions must be avallable, elther in paper or electronically,
during completion of this form. Employers are liable for srrors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is lllegal to discriminate against work-authorized individuals. Employers CANNOT specify which
dogument(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to amploy
an individual because the documentation presented has a futurs expiration date may also constitute legal discrimination.

[Béctlon 1. Employee Inférmation and Attestation (Empioyess must completa and sign Seafion 10f Fari 1-8.10 late:

than the first day of employmient, but not before accepling a job offer) st s =

Last Name (Family Name) First Name (Given Name) Middle Initial | Other Last Names Used (i any)
Dillon Shanicee L n/a

Address {Strest Number and Namae) Apt. Number | City or Town Siats ZIP Coda
430 Case Avenue 2 Saint Paul MN 55130
Date of Birth fmmfddfyyyy) | U.S. Soclal Seourity Number | Employee's E-mall Address Employae's Telephone Number
12/29/1991 } 4{5&459?01 IRER | sdillon10@outlook.com 6513326775
| am aware that federal law provides for imprisonment andfor fines for false statements or use of false documents in
comection with the completion of this form.
1 attest, under penaity of perjury, that | am (check one of the following boxes):
) 1. A cifizen of the United States
Q) 2. A noncitizen nationsl of the United States (See instructions)
3. A lawiul permanent resident  (Allen Registration Number/USCIS Number): n/a

{2 4.An alien authorized to work  until (expiration date, It appiicable, mmUddNYYY): n/a
Some allens may write "N/A” in the expiration date field. (See instructions)

. QR Codi- Sarion
Allens authorized to work must pravids enly one of the following document numbars to complete Form 19; mnuwaum‘:ma:m
An Allen Reglstration Number/USC!S Number OR Form 1-84 Admission Number OR Forelgn Passport Number. |

4. Allen Registration Numbes/USCIS Number: n/a
OR

2, Form 1-94 Admission Number; n/a
OR

3. Foraign Passpart Number: n/a
Country of lssuance: n/a

Signature of Employee (rzmizae Dl Today's Date (nmAldhyyy)  Mar 31,2018

Shurtons Qe L PE, 2008)

reparer and/or Translator Certification (Check one);
@ 1 did not use a preparer or transiator. C)] A preparer(s) and/or translator(s) assisted the employes In c'bmpleﬂ%\g& Section 1.
(Fletds below must be completed and signed when pnepa;‘g;'s and/or translators assist an employvee in completing Saction 1.)

1attest, under penalty of perjury, that [ have assisted in the aompletion of Section 1 of this form and that o the best of my
knowledge the information is true and correct.

Signature of Preparer or Transiator Today's Date (mm/iddlyyyy)
Last Name {Family Name} First Name (Given Nams)
Address (Stroet Number and Name) Chy or Town State ZiP Code

@ Arplover Compltes Nexi Pags” | ¢
Form -9 07/17/17 N Page ] of 3




Employment Eligibility Verification USCIS

Department of Homeland Security PRt A T
U.S. Citizenship and Immigration Services Expires 08/31/2019

Beetion 2. Empiayer or Authorized Representative Review and Verification. ¥
(Enplaoyers or théir aulflonzed reprosentalive must complete and sign Seatian 2 within 3 business days ol the employee’s first dag of employment. You
must physically examine ene dooy, fram List A OR a combinafion of one document from List 8 and ene deoument &um ListC ag Ils%d on the “Lists

of Agesptaple Oocuments 7) 5 e 3 RRT PNIENAT i 4 ¥ 2
Last Name amily Namg) First Name (Given Name) ML |C knslllpmnmlgratlnn Status
Employes ino from Ssetion 1 |} on _5?"\&1}'\.! Gee |l tﬁi 2o
ListA OR ListB AND ListC
. Identity agd Employment Authorization Identity Employment Authorization
Documsnt Title Documest Tifle Documen .
= ey lifense DA Secuvriby Cerd
issuing Autho Issulny 0 1 Isguing Authol I
éﬂﬁa og ML izl secocidy Adug
Dogument Number Dagument Number ' ] & Document Num e
i . # &11159@0& QYO Uiy 8- 35 ~1205
Expiration Date (i any){mm/éddAyyy) W[S Date)ffgny)(rirg.m/ddghyyw Explration Pc{ffany)(mand/yyyy)
— 24 = F0-]
Dogumant Title
issulng Authorty Additional Information e
Document Number
"Expiration Date (7 any)(mm/adyyyy)
Document Title
Issuing Authority
Document Number
Expiration Data (if any)(mm/ddyyyy)

Cartification: | attest, under penalty of perjury, that (1) | have examined the document{s) presented hy the above-named employes,

{2) the above-listad document(s) appear to be genuine and to ralate to the employee named, and {3) to the best of my knowliadge the
employse Is authorized to work In the United Statas,

ma,_elmp!geaa!smm\of employment (mmvddlyyyy): ()Y l Q}[ 2.0 §~ (See Instructions for sxemptions)
E @‘F’ Brilioyeybr Aullonzed Represeniaiive Today's Date (mmaidiyyy) | Ti ployer or Authprized Representative
| | , ;ﬁ& O/ [201E i€

Last Name of Emp| orized Reprasentative Eﬁw Y’c'm ror Authorized Representeiive | Employer's Business or Organization Name
4

a

W\ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address {Straet Number and hame) City or Town State ZIP Code

7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIF MN §5344
Section 3. Reverification and Rehires,(Ta be comglsted anil signed by emplGyer or authorized represeniative) = ©
A NeWReme (Fagalosble) ~ ~ T e Y T {ifapalicaliie)
Last Name (Family Name) Flirst Name (@iven Name) Middie Infial | Date (mm/Adiyyy)

PUE grant of @mpjoymant authof
o) ,@;}qﬁnm% 38 providgd st R 2 b R >
Document Title Document Number Expiration Date (if any) (mm/ddiyyyy)

1 attest, under psnalty of perjusy, that to the bast of my knowledge, this employes is authorized to work in the United States, and if
the employee prasented document(s), the document{(s) | have examined appear to be genulne and to relate to the Individual,

Signature of Employer or Authorized Representative | Today's Date {mm/dddyyyy) Name of Employer or Authorized Representative

Form 1-9 071717 N Page2 of 3
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www.esgstaffingsolutions.com

o e FrEE
= g

eraloyer solutions staifing group..

New Hire Application

Personal Data~- PLEASE PRINT LEGIBLY IN INK

Last Name Dillon

Street Address

430 Case Avenue

m Name Shanicee

PO Box 46270

s Minneapolls, MN 553449956

Tel: 952.835.1288

cny’smemp Saint Paul/ Mlnnesota/55130

Phone Number 6513326775

Staffing Agency/Recrultment Partner

Middle initial -

Aptiste 2

Social Security Last Four XXX-XX-
Emall Address Sdillon10@outlook.com @ -

Are you legally authorized to work in the United States of America? @I YES (JINO
Applicant Certification and Authorization

| authorize Employer Solufions Staffing Group (ESSG) to use the Information and statements contgined in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employars, except as indicated In this application,
regarding my previous duties, responsibiliies, performance, compensation and eligibility for rehire.

1 understand thet @ comprehensive background check may be conducted to detarmine my eligibiiity for hire by certain cilents of ESSG.
This may Include but is not imited to, Investigations of ciiminal and/or conviction records, driving records and/or a drug screen test as
requiret by clients, government regulations or by ESSG policles.
| releass ESSG and other persons or entities from any claims that might be based on ESSC's decision o condust a background oheck,
1 certify that all statements made in my application ere 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
conglderation for employment or, i discovered after | begin emplayment, will result in my termination,

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

Shanicee Dillon o Mar 31, 2018

Name (Print or type) Applicant’s Signature “Date

A copy or facsimile ("fax”) will be considered the same as an original signatura, Emall will ONLY be used for employment correspondence
For ESSG Gffice Use Only

DOH NHW 1] 8850 w4

Emergency Contact Info | Backpround Release Form Background Results Unemployment Letter ESC Application

{if applicable)
For ESSG Client Use

DOH ROP Work Site Loc, WC Coda

ESSG - CMG-NSTW4

Rev. 04/2017




Form W-4 (2048)

Future developments. For the latest
Information about any future develapments
related to Form W-4, such as legisiation
enactad after it was published, go to
www.irs.gov/FormWs,

Purposs. Complete Form W-4 so that your
smployer can withhold the corract federal
incoma tax from your pay. Consider
completing & new Form W-4 each year and
when your personal or financlal situation
changes.

Examption from withholding. You may
claim exsmption from withholding for 2018
if both of the following apply.

 For 2017 you had a right to a refund of all
federal incoms tax withheld because you
had no tax liability, and

= For 2018 you expeot a refund of all
{ederal income tax withhsid because you
expest to have no tax flebliity,

if you're axempt, complets only lines 1, 2,
3, 4, and 7 and sign the form to validats it.
Your exemption for 2018 expires February
15, 2019, Ses Pub, 505, Tax Withholding
and Estimated Tax, 1o leam more about
whather you qualify for exemption from
withholding.

General Instructions

if you aren’t exempt, follow the rast of
thesa Instructions to determine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld, For regular
‘wages, withholding must be based on
allowanoes you ¢laimed and may notbhe a
fiat amount or percentage of wages.

You oan also use the calculator at
www.ire.gov/W4App to determine your
tax withholding more ascurately. Consldar

Form W"4

Department of the Treaswy
Intemal Revenue Sarvice

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

Note that if you have too mugh tax
withheld, you will receive a refund when you
file your tax retum, If you have too little tax
withhald, you will owa tax when you file your
tax retum, 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 Is also working, read all of the
Instructions including the instructions for
the Two-Eamers/Multiple Johs Warkshest
before beginning,

Nonwage income, If you have a large
amount of nonwage Income, such as
Interest or dividends, consider making
estimated 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 Workshest
an page 3 or the calculator at www.lis.gov/
WA4App to make sure you have snough tax
withheld from your paycheck. If you have
pension or annuity income, see Pub. 606 or
usa the calculator at www.irs.gov/W4App
o find out if you should adjust your
withholding on Form W-4 or W-4P,
Nonvresident allan. if you'ra a nonresident
allen, ses Nofice 1392, Supplemental Form

‘W4 Instructions for Nonresident Allens,

bafare complating this form.

Saparate here and give Form W-4 to your employer. Keep thae worksheet{s) for your records.

Employee’s Withholding Allowance Certificate

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

Specific Instructions

Personal Allowances Workshsaet
Complets this worksheet on page 3 first to
dstarmine the number of withholding
allowances to claim.

Line C. Head of household please note:
Gerierally, you can claim head of
household filing status on your tax retumn
only if you're unmarnried and pay more than
50% of the costs of keeping up a home for
yourself and a qualifying Individual, See
Pub, 607 for more informetion about filing
status,

Line E, Child tax cradit. When you file
your tax return, you might be eligible to
claim a credit for each of your qualifying
children. To qualify, the chlid must be
under age 17 as of December 31 and must
be your dependent who lives with you for
mora than half the year. To leam more
about this oredit, ses Pub. 872, Child Tax
Craxiit, To reduce ths tax withheld from
your pay by taking this credit into account,
follow the instructions on line E of the
worksheet. On the worksheet you will be
asked about your total income, For this
purposa, total incarme includes all of your
wages and other income, Including income
eamed by a spouss, during the year.

Line F, Credit for other dapendents,
When you fila your tex ratum, you might be
gligible to olaim & oredit for each of your
dependents that don' qualify for the child
tax oredit, suolras any dependent children
age 17 and older. To learn more about this
credit, see Pub, 505. To reduce the tax
withheld from your pay by taking thla cradit
into account, follow the instructions on line
F af the workshest. On the workshast, you
will be asked about your total income. For
this purpose, total income includes &all of

OMB No, 1545-0074

2018

1 Yourfirst namo and middie intial
Shanicee l

TTast
]

"™ Dillon

Hame address (number and street or rural routs)

2 Your soclal security number
468259205

3(@single ( JMarried ()] Marred, but withhald at higher Singls rate.

430 Case Avenue Note: if married fiing separately, check "Married, but withhold &t higher Sirgle rate.”
City or town, state, and ZIP code 4 I your jast name differs from that shown on your social security card,
Saint Paul/ Minnesota/55130 check here, You must call 800-772-1213 for @ replecement card. >

& Total number of allowances you're claiming {from the applicable workshest on the following pages) .

6  Additional amount, if any, you want withheld from each paycheck . . .

7 1claimexsmption from withholding for 2018, and 1 certify that | meat both ofthe lnltowlng oondmons for exemption.
+ Last year | had a right to a refund of all faderai Income tax withheld because | had np tax llability, and
» This year | expest a refund of all federal income tax withheld because | expect to have no tax tlabll

i you mest both conditions, write “Exempt®here . . ., . . . . -

isfz
A o S (Y I

7]

Under permaities of perjury, | declare that | hmexamlnadws cartificata and, mthabea of my knuwladgaand belief, it I true, cormsct, and complete,

Employee's signature

(I'hleform Is not valid unless you sign ) . Skasea a8

Dt Mar 31, 2018

'S and address ‘boxos 8 100 | complets 8 Firstdate idantification
O B o e Hcy et 1071 sening to 75 and pliilrad i
For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 102200 Form Wed (2018)



m DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate

Employees

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

¢ Clalm fewer Minnesota withholding allowances than your federal allowances

s (lalm more than 10 Minnaesots withhokding allowances

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

¢ Claim to be exempt from federal withholding ar claim to be exempt from Minnesota withholding

Do not complete this form if you are clalming the same number of Minnesota allowances as federal and the number claimed i5 10 or less.

Employee’s first name and inhial last namea Employee’s Social Security number
Shanicee Dillon : 468259205
Permanent sddress Marital status fcheck one box)
430 Case Avenue (O] frtmtimuerti’i vt el
City Stne ZiP code Married
Salnt Paul/ Minnesota/55130 Matried, but withhold at higher Single rate

Employses: Read Instructions on back, complete Section 1 OR Section 2, sign and give the completed form to your employer. (Do not complate
both Sectfon 1 and Section 2. Completing both sections will make the form nvalld.)

{3 section 1 — Determining Minnesata aflowances

Complete Section 1 if you claim fewer Minnesota allowances than your federal allowances, AND/OR If you want additional Minnesota withhold-
Ing deducted each pay pariod. 2

1 Total number of fedaral allowances claimed on federsl FormW-4 .......... 000000003 0006000000:3000000 3
2 Total number of Minnesota allowances {line 2 connotbemorethan line 3} ...cvvievirieciarcancacenene 2
0
3 Additional Minnesota withhoiding you want deducted each pay perfod. . .o.ovevvnvens doooobogoonoooant) B

& Section 2 ~ Exemption from Minnesota withhaolding

Complete Section 2 if you clalm to be exempt from Minnesota Income tax withholding fsee Section 2 instructions for qualifications). If applicahle,
check one box below to indicate the reason why you belisve you are exempt:

!meatﬁaerequlremelmand claim exempt from both federal and Minnesota Income tax withholding.

Even though | did not claim axempt from faderal withholding, | claim exempt from Minnesota withholding bacause | had no Minnesota
Iincome tax labfiity tast year, | recelved a refund of all Minnesots income tax withheld, AND | expect to have no Minnesota intome tax labliity
this year,

[ﬂ My spouse Is a military service member assignad to a miiitary location In Minnesota, my domiclle (legal residence) is In another state, AND |
am in Minnasota solely to be with my spouse. My stete of domicile is

DlamanAmerlcan Inglan living and working on a reservation,

1am a member of the Minnesota National Guard or an active duty LS. military mamber and claim exempt from Minnesata withholding on
my mitary pay.

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

1 certify that all information provided In Section 1 OR Section 2 Is correct. | understand there Is a $500 penaity for filing a folse withhalding aflow-
ance/exemption certificate.
Eosorssmere Gy ag DY e P s

Srsders Bl 1020 Mar 31, 2018 6513326775

Employees: Give the completed form to your amployer.

Employers

I you are required to send a copy of this form to the Department of Revenue {see Instructions), you must enter the employer information below
and mmil this form to: Minnesota Revenue, Mail Station 6501, St. Paul, MN 55146-6501, (incomplete forms are considerad Invalid.) A $50 penalty
may be assessed for each requirad Form W-AMN not filed with the department.

Keep a copy for your records.
Name of employer Feder! employer ID number {FEIN) Minnesota tax 1D numbar
Address Cy State P code

{hev. 3217 Questions?  Website: wwwi.revenue.state.mn.us, Emall; withholdingtex@state.mn.us, Phone: 651-282-9999 or 1-800-657-3554,



ereplover schtior s s fl ng grouo,
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Depozit and/or Payroll Debit Card.
If You do not provide a written election, wages will be paid by Payroll Debit Card,

TSEEEICNE RSN O AT ON

Employes Name o1, nicee Dillon SSNi! (4 digin) 9905 EffectiveDate \1aray 2018
™ DR RS R TR QMM RN
{ CJ] Direct Deposit (Please complete Sections 3 and 5 below)

(@] Payroll Debit Card (Pleass complete Sectians 4 and 5 belon) ] Paper Check (Option available to GA NH and NY residents only)
SECRON S DIREET DEPOSTE

Note: Diyect Deposit accounts may take up to 7 days to be activated,
1 Update Bauk Account

. ~ I understand and acknowledge that if 1 do not provide a
Bank Name: volded check with this direct deposit form, 1 am

RoTtneh responsible for any delays in payroll or extra costs
Incurred ff the acconnt number that I provide is Incorrect,

Account#

Account Type: || Chocking[["] Sevings [T Other Initial Dt

= To help us avoid making an error, please attach a copy of a voided check. (a deposit siip will not work)
* T you change banks, do not close your old bank account until your direct deposit has started at the new bank, which may teke 2 pay paricds,

SECHION 8 EANV IO L DELEE Gals

I'edmlliwmquimallﬁnsnnialhsﬁmﬁmmobﬂmvmiﬁr.mdmdhﬁmaﬂmﬁuiduﬂﬁuunhpmmwhoopmmammhmm
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/Payrall 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
varify your identity.
Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card accomnt or
transactions. On your first payday, you will receive your now Payrall 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 yon receive
wages,
CARDHOLDER INFORMATION (as vou want your Payroll Debit Card to be issusd)

| FimtName shanicee MLy LestName  pjlion Date of Birth 15 129/1991
Streot Address (o BAXNOTACCEFTABLE 430 Case Avenue #2 Social Security¥ 468259205
"Gy Saint Paul SmemN {2 55130 Cell Phone (mokils)  geq3396775

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

Payrol! Debit Card Routing # Payroll Debit Card Ascount # . 02 g

1'have recoived miy Payroll Debit Card, welcome brochure, program foes, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agreeing 10 the program terms, conditions. and disclosures that aye included or made available to me fom time to time from the financial instittion. I
authorize the financial instimtion 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:_shovices Dilon (arai, 2015) Date: Mar31,2018

SECHIONTAT MUTHORIZATION
T authorize BSSG 1o directly deposit my periadic wagesfcorapensation paymeanis, not of required tax withholdings, other required withholdings
or anthorized dedunotions, info my account(s) as designated above and to initiate. if necessary, debit entriss and sdjustmenisfor any credit eatries
made in error to my account(s), * E-mail is required for pay stub information.
*E-mail: sdillon10@outlook.com @

thumﬁmnonwﬁuﬂybemedwmdmmmbseluunmmﬁy
Date; Mar 31,2018

Employee's Signature; aumicesDion (¥era, 201)




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Shanicee Dillon
(First) (Middle) (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 99/17 430 Case Avenue #2 Saint Paul, MN 55130

(Mo/¥r) (Street) {City) {State/Zip)
Previous Address From: 12555 Pennock Avenue #214 Apple Valley MN 55124

{Mo/¥r) {Street) (City) {State/Zip)
Previous Address From: 232 Marshall Avenue #8 Saint Paul MN 55102

(Mo/Y¥r) {Street) (City) {State/Zip)
Social Security Number:___468258205 DOB; 12/29/1991

Phone Number: 6513326775

Driver’s License Number/State: Y115227212407

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

| hereby authorize 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. | 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 information, verbal
or written, pertaining to me, to Empioyer Solutions Staffing Group, LLC 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; _ Sdles Dl Date:__Mar 31,2018
otice to N Ol H

Please check the box below If yau wish to recelve a copy of a consumer report that is requested.
[@)i wish to receive a copy of any Background Check Report on me that is requested,



EMERGENCY CONTACT INFORMATION

Tr—— —— i —

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

Shanicee Dillon

Employee Name:
Address: 430 Case Avenue #2 Saint Paul, MN 55130
Home Phone: 6513326775
' szmmgg? GONTACTS
- Please list two people (in priority order) who ‘could:be contacted In case of an emergency
Contact #1 Home Phone: 6513010224
Name: JennieSpears Cell Phone:
Relationship: Mother Work Phone:
Contact #2 Home Phone: 6514040996
Name: Reese Thomas Cell Phone:
Relationship:  Partner | Work Phone:

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

Allergic to PCN

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



emplover soivtions staifing sroup

STATEMENT OF CONFIDENTIALITY

This agreement made this 3| _day of_\4eC [ 201X’ between
Employer, Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and o iﬂ ani (€€ 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.

shanicee Dillon (Mar 51, 2018)

Emplovee Slgnature

lover Lolé{is Staffing Gyoup 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 Minnesota 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. Failure to have current medical support
for disabllity may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appoiniment, a
minimum of once every two weeks. M.R. §221.0420 requires that your physiclan
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 department. 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 claims representative advised of your
status. .

Notify your emplover immediately of any new injuries or conditions that impact
your physical condition.

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

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

Sig ned: Shanicea Dillon {Msr 51, 2016)

Printed Name:  Shanicee Dillon
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Important/importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

8i un cheque de pago se plerde {que falta, fuera de lugar, destruido, perdido en
el correo,.etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - § 35.

Si su cheque de pago fue robado, primero debe denunciar e robo a la policia
anies de que podamas volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida dei 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); _Shanicee Dillon

§i_gnamreIFinna: Shanices Dillon (Mar 31, 2018)




amployer solstions staffing group..
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.

(8) 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:

e Responsibility to work in compliance with OSHA laws and regulations

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

¢ 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:

- o 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.



employer solutions staffing group.

o Right to request information about safety and health hazards in the
workplace, 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 13 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.



emglover solutions staffing group.

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 952.885.1288/1.866.496.7678 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.

I 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 order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
Shanicee Dillon

Employee’s Signature:

Shanices Dillon (Mar81, 2018) Date: Mar31,2018




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | have been aliowed to read and inspect a wrilten copy of ESSG policy on
drugs and alcohol.

2. | have read the entire contents of this policy and 1 am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (¢) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the palicy 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. | heraby 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 sampie 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 io the test,

Shanioes Ditlon (Mer 81, 20185

Individual’'s Name

Mar31, 2018
l:_iate

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- 8850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OME No, 1545-1600

Department of the Treasury

Intemal Revenue Service P Infarmation about Form 8850 and its separate instructions is at www.irs.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Yourname Shanicee Dillon Sociel security number > 468259205

Strest address where you live 430 Case Avenue

City or town, state, and ZIPcods  Saint Pauy/ Minnesota/55130
County Ramsey Telaphone number _ 0913326775

It you are under age 40, enter your date of birth (month, day, yea)  12/29/1991

1 Check here #f you received a conditional certification from the state workforce agency (SWA) or a particlpating local agency
for the work opportunity credit.

2 Check hera if any of the following statements apply to you.

» | am a member of a family that has raceived assistance from Temporary Assistance for Needy Famiiles (TANF) for any 8
months during the past 18 months,

¢ | am a veteran and a member of a family that received Supplemental Nutrition Aesistance Program (SNAF) benefits (food
stamps) for at least a 3-month period during the past 15 months,

» | was refarrad here by a rehabllitation agency approved by the state, an smployment network under the Ticket to Work
program, or the Depariment of Veterans Affaira,

* | am at Ieast age 18 but not age 40 or older and | am a member of a famlly that:
a. Recsived SNAP banefits (food stamps) for the past 8 months; or
b. Received SNAP bensfits (food stamps) for at Isast 8 of the past 8 months, but is no longer eligible to receive them,

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

o | racaived supplemental sscurity income (88I) benefits for any month ending during the past 60 days.

* | am a veteran and | was unemployed for a pariod or periods toteling &t least 4 waseks but less than 8 manths during the
past year.

(/]

Chack here if you are a veteran and you were unemployed for a period or paricds totaling at jsast 6 months during the past
year,

»

Check here if you are a veteran entitied to compensation for a service-connected digability and you wers discharged or
released from active duly in the U.8. Armed Forces during the past year.

D Check hera 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:
» Regelved TANF payments for at least the past 18 months; or
» Beceived TANF payments for any 18 months beginning after August 5, 1887, and the earliest 18-month period beginning
after August 5, 1987, endad during the past 2 years; or

= Stopped heing eligible for TANF payments during the past 2 years bacause federal or state law fimited the maximum time
those payments could be made.

7 Check here if you are in a period of unemployment that is at least 27 conssoutive wesks and for all or part of that period
you racelved unemployment compenaation,

Signature~All Applicants Must Sign

uw::;‘pedmy,ldedmmmlgmtmmmmuﬂmtoﬂwamﬂowonwmethedwlwasoifmda]ob,mms.toihebastofmymowlsdga.mxa.
G0 and complete,

v v

Job applicant’s signature B> Shenices Dillor (ar81,2118) pate Mar31,2018

For Privaoy Act and Paperwork Redustion Aot Notica, see page 2. Cat. No. 228511 Form B850 (Rev. 3-2016)



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

EMPLOYER SECTION:
Client:

Company:
Location: Position: Starting Wage: $

EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
Shanicee Dillon 430 Case Avenue Saint Paul 55130

SSi: Date of Birth: Age: Have yon worked for | If yes, location:

468259205 12/29/1991 26 | "ol | na

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

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) g @
at any time since August §, 19972 (If yes, please provide infarmation below.)
Name of the person recefving benefits: ______ Relationshiptoyow: ____ ‘
City: County: State: 1

2. Havayouorhaunyonellvlngwlthyourweived Food Stamps (SNAP) at any time during the past 15 months? O @
(If yes, please provide information below.)

Nama of the person recaiving benadfits: Relationship to yon:
City: County: _____ Smate: _____

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O @
Pleass note, this is not the same as Social Security bensfits (8S) or Social Security Disability (SSDI) benefits.
*/f'you checked yes pleass provide a copy of your SS1 documentation.

4. Have yon received any type of vocational rehabllitation services within the past two years? O
1f yes, please indicate which type of agenoy you worked with and provids their location information below:

[ Vocational Retbilitation Agency ] Dept. of Vetorans Affkirs [[1] Employment Network (Ticket to Work Program)
Namp of Agency: Phopne #:
City: County: State:
*if you checked yes please provide a copy of your active Individual Work Plan and Ticket 10 Work documentation.
5. Are you a Veteran of the U.S, Military? *If yes, please provide a capy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, please continue to question #6.)

Dates of Service-From: ____ To:
Branch of Service:

Are you entitlcd to or are you receiving compensation for a service-connected disahility?
6. Have you been unemployed at any time during the last 12 months?
If yes, dates of unemployment - From: To:

Did you receive imemployment compensation at any paint during your unemployment?
If yes, in which state did you receive unemployment compensation? __

Q
©

Qo 0 aE
el @ @

7. Have you heen convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Releasa Date:

Wagthisa ﬂFedaralnrDSmemvlmon? 1fState - Connty: ____ State: ____

; Addidonal Tax Credits

IEC (Native Amcrlm): Are you or your spouse a member of 8 Native Ametican Tribe”?

Ifyou checked yes please provide a copy of your CDIB card,
| CAResidents: [C] Are you the child of foster parents? [LJ Do you seceive CalWarks? ] Workforce Investment Act?
'f [C] Ave you a migsmnt or seasonel farm worker? [[] Have you ever besn convicted of a misdemeanor?
|  SCResidents: [[] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penaities of perjury, 1declare the inforowtion above 1o be true and aecurate to the best of my knowledge, and I hareby authorize any agency, arganization, or
tndividuads to supply such verification or information that may be needed o determine tax credir aligibillty ta my employer, employer representative (Associared
Cortsultants, Ine. dim Reworax), or the Department of Labor.

Sanizes Didon
New Employee Signatures S b vait s Date: Mar31,2018

O.
@




U.S. Department Labor OMB Control No. 1205-0371
Employment end Training Administration Expiration Date; Janmary 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 anly.
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 perjury, I declare thet this information is true and correct to the best of my
knowledge.

Sranizee Ditlok Date Mar31,2018

New Hire's Signature: Ssysetiuepms,

New Hire Name:  Shanicee Dillon

Socfal Security Number: 4ss259205
Employer Name:

Please check the statements below if they apply to you.
B  1declare 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.

A | declare that | have been in a period of unemployment since
03/2018 p
(Enter start date)

Privacy Act Notice:

‘The Intemal Revenus Code of 1986, Section 51, as amanded and #s enacling legisiafion, P, 104—188 MmmmwmmmmSam&a
*designated” agencies responsible for administering the WOTC cerlificaion procedures of fiis program. The information you hava provided complefing this
form wil ba disclosed by your employer {o the State Workiome Agency. Provision of this information Is voluntary; however the informetion s required to
detennine your employer's eligihifiy for the federal tox credit.

- . ©0 S 2P S ¢ G P ¥ R ¢ G S S GEE ¢ G $ 6 G © YN @ O GNP S8 I ST SR 9 D ¥ O TS S 3 WU § 9 Y S S ST §© Sy 5yt TS Sy # 0 QunP DS UOm T P T § 0 PV S e 4 § D ¥ 3 T @ T P S S O G w——_y

Public Burden Statement:

Parsans ane not required o respond fo fhis collection of information unless it displays a cumently valid OM B conlrol number, Respondents' obligation to
complete this fom is required to obtein or vetain banefits {P.L. 114-5). Public reporfing burden Is esfimeted to average 10 minutes per response, including the
fime for reviswing insirucfions, searching exisiing data sources, gathaering and maintsining the data needed, and complefing and reviewing the collection of
information. Send camments reganding $is burden estimate to the U.S. Depariment of Labar, Division of Naflona) Programs Tools Technical Assistance,
Room C-4510, Wasfiingion, D.C. 20210 (Paperwork Reduction Project 1205-0871), Pleasa to not submil complsted forms (o s aidress,

117-

ETA Form 9175 (Rev. November 2018)
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HesLTHEY, N
Enhanced MEC_Plan 1 ggmg

I @i umMm

Rebive Rehire Date SR il e

Shanicee Dillon

| 468259205
Address _ City State Zip Code
430 Case Avenue #2 saint Paul MN 55130
Gonder Ll Malo | Wenital Status W] Singie | Date of Birth Dato of Hire
7] Fomate |1 varted [1 pivowed| 12/29/1991 s
Phnm Number: Emall Addrass:
. 6513326775 sdillon10@outlook.com

Please Select Desired Coverage:
Emplnyee Only - Employea-l-Spousa - 7| Employee+Child(ren) - [ Family -
] I l$

$24.00\Week $38.00/Week $36.00/\Week 83.00/Week

Male 8 D Child
rrE = o EFemab Domestic Partner
Sucial Securiiy# Birth Date | Bax Reladoﬁhip
Dm Spouse Child
i I CestNamme | i [] Femsi [~] Domestic Partner
e - b =ttt -
Sax
Cl
EFF, DATE
EFF. DATE
EFF, DATE

Smcaleres Asianmadetyement ant Autberzation - | hareby apply for the group bensfits} as indicated. | acknowiedge that ail antries are true and complate and that
any misstataments or faliure to raport informeation may be usad as the basis for cancellation of coverage for mg and my dependantis), if any, from tha original
effectiva date, Further, | authorize my employer to make tha necassary payroll deduction of premiums for covarages | have elested.

[IF ENROLLING - YOU MUST SIGN HERE

Employes Signature oae  Mar31,2018
EMPLL EEB DECLINID | am DECLINING coverage

1understand that | andior my dependents, i any, walve any coverage and desire to participate in the plan a8 a iater date. we may ba considerad a lats anraflea and
must meet the regquiremonta dafinad in the Certiicete of Covarage for the company’s medical or dental p if1decline enroliment for myself or my dapandents
{inclutling my sponse) because of gther covarage, | may, in tutyre e able to enroll mysslf or my depe; Inthis plan. provided | request enroliment within 8%
days ofter the other coveragn ends. in addifion, it a now dependent ralatiunship forms as a result of marriege, Rith, adoption, placement fur adaoption of parting sulR}
nfadnpﬁoml may be abis to enroll myseif or my dapandant, providad | reguest anrolliment within 8% days of the avent.

IF BECLINING- YOU MUST SIGN HERE
Empiayea SIgnattte? ghapicee Dillon (Marai,ﬁ Date Mar 31,2018
Employer Boluiions Stafing Group Health Benefits Team
PO Box 48270
Minneapolis, MN 85344

Phone: 852-787-8518 Fax: 852-767-8516
Email: Health@employemelutionsgroup.com




Fixed Indemnity Medical Benefits_Plan 2

VS‘?_ 219301 ESG-‘I . OFFI(:E USE ON_Y = lOCA-HON Rehire Date 7/ !

ENROLLMENT F@RM ESC CU(UNAC-MN) ?1 v18.2

e s — s e T - e = mer S T o 4 e

I PRINT USING SLACK or ELUE INK (Must Be Filled Out)
‘Social Secumy # Home Phone SQD@D
Apt &

Date of Birth
i !

- i Pa ke s rta o T AR — e

No. if Yes, please corsinue,
Medicare Effective Date

EHIMITED BENERTS 5 | " Payroll Deducted Weskiy Rates
You MUST seiect a coverage ieve: before any beneﬁts in Secuon C. Your coverage jevel for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disebility plans are underwritten by BCS

Insurance Comgany. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL "Uoio INCEVRITY | panTar VISION ERmuFe | SHOREEERM
Employee Only $20.25 %{?”é $6.17 ,::gg $2.42 ‘t:fj? $0.60 ;;;3 $4.20 (‘%
Employee + 1 $41.10 $12.34 $4.92 $0.90
Employee + Family $34.88 $20.35 $6.56 $1.80
NO to ALL Benefis @ Q'_iva JiNo Yes DiNo | OlYes No QYes J{No Yes mNo

1This coverage is not available to residents of NH, HI, or PR. STD is not available to persons who work in CA, Hi, NJ, NY, or R,

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

Namsg Relationship

— e e p— 5 o (L5 . 0 Ry At e

Name . i Somal Secunty# Date of Birth_ Sex Relationshi

/7 DI]:E Spouse E Child [] Domestic Partner
Name Social Security # Date of Bm;h Sex lationship
/7 ﬁ spouse[ ] Child [ IDomestic Partner
Name Social Security # Date of szh Sex Relationshi
iy /7 DE:I [D]Spouse% child [Domestic Pariner
Name Social Security # Date of Birth Sax Relationshin
{4/ EEM]@:I .Spouse O criel] Domestic Partner

e R e e YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE covaams

ey e s ———— 4 8

| have read the benefit packet and understand its limitations. | understand that opan grsrollment is only available for
a limitad time and | understand that making no benefit selection is & declination cf coverage.

parg Mar3L203 =~ D SIGNATURE  Seicesitrsms

Ot g @ - 8

g A AR e B 8 e 48 3 £ o R

*This Plan DOES NOT Alleviate the Individual Mandate Penalty* o e s



