/Z/Z/ /7 PEET)

Name:  YAVIER SILUA  Acosird [DOH:
= N
Phone
Number;_ 323 - Zlo~-So4 2 JCLIENT: ]3 g DAY/NIGHT
NI
NEW HIRE APPLICATION OFFICE USE ONLY:
1. 19 1. E-Verify
2. Affirmation of Legal Work Status 2. Scan info. send / Kristin
3. W-4 3. Scan Ins. Form / Valerie
4. Application 4. Scan attach/CMG Time
5. 8850 Pre Screen 5. Drug Screen Auth.
6. Youth Self-Attestation Form 6. Background Auth.
7. Work Opportunity Tax Credit 7. Mail originals/ESG
8. Background Release Form
9. Injury Management Program release form
10. Emergency Contact
11. Unemployment Acknowledgement
12. Direct Deposit Form
13. Stop Payment Check Fee Release
14. Health Insurance



Employer
Solutions 7301 Ohms Lane / Suite 405

Staffing ] L Edina, MN 55439
Group LLC New Hire Application T:952.835.1288 / F:952.835.4881

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name _ SILVA  A¢oStA First Name AV FZ KR Middle Initial [
Street Address | SS S RRoAPWHAY ST APT __#H 2o

City/StateiZip_R0U/LER (0O 30302
Home Phone _ 33~ 7/n - S0 Y% Cell / Message Phone 3253~ 2o-S64?

Company/Employer

All offers of employment are conditional upon satisfacto roof of identity and legal ability to work In the U.S.A.
Are you legally authorized to work in the United States of America? F(YES (ONO
Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,

regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

femaaa o hamniin hanl ined ~hack mav ha eonducted to determine my eligibility for hire by certain clients of ESSG.




CORPORATE MANAGEMENT Gnoi '

Addendum to Application

APPLICANTS MAY BE TESTED FOR ILLEGAL DRUGS

PLEASE COMPLETE PAGES 14

DATE_|2/2, ||

Name__ S [LUA ACDSTﬂI.jA\HE»Q

Last First Middle Maiden

Social SecurityNo. 523 - 75 - 335272

Telephone (203 21d ~Se47 .

If under 18, please list age

Position applied for (1)

and salary desired (2) _3 \D.CO

(Be specific)

Referred by CRA) 65 ST

Days/hours available to work
No Pref Thur _3-4

Mon “¥-4 Fri 2~
Tue _F -4 Sat_12-9
Wed 7-4 ___Sun_12- %

Can you work nights? _ M ES

How many hours can you work weekly? _ 22 - “/r

3 o°
Employment desired 1 FULL-TIME ONLY __ PART-TIME ONLY Z FULL- OR PART-TIME

When available forwork? __ 12/ 2 / \}




DO YOU HAVE A DRIVER'S LICENSE? _L Yes___ No
What is your means of transportation to work? _( A0
Driver's license number State of issue

Operator ___ Commercial (CDL) _ Chauffeur ___
Expiration date

Have you had any accidents during the past three years? ___ Yes _L No
If so, how many?
Have you had any moving violations during the past three years? ___ Yes L No

if so, how many?

OFFICE USE ONLY
Typing ___Yes ___No Personal Computer ___Yes ___No 10-key___Yes___No
WPM __PC___Mac
Word Processing____Yes___No Other
WPM Skills

Please list two references other than relatives or previous employers.

Name _GULSTAND QU TELD Name jr’DA) A (AMARGO
Posiion  SOCCER  (nALH Positon JEACHE®L
Company _OME _RANIOLN Company _MpuTESSpll  SCHeol OF LALExan]

Address Address




WORK EXPERIENCE

Please list your work experience for the past five years beginning with your most recent job held.
If you were self-employed, give firm name. Attach additional sheets If necessary.

Name _JSAVIER SiLvd Acolih Supervisor name MARY-AMNE  PUELES
Position _STNQELT _Ass.sipso) Employment dates Pay or sala
Company UMDIWERSITY DF ¢ntoRADY ploy o /na | Pay 1y el AL
Address _41\) N, RCoANWAY ST From 68/0 4 Start 1.<o0
To Final e
=2 os 1\ 9.3
Telephone (5o 3 )42 lages Your lastjob title _S7\) DoAY ASSIETAMNT

Reason for leaving (be specific) _SCHonl, “WEAR wpS eV EAR

List the jobs you held, duties performed, skills used or leamed, advancements or promotions while you worked at this
Company. 1 n\qwWEREP THE PHoLE, ORBAMIZED. MALC, RAN  ZRRAXES
mooe  SPREAPLHEETS, AND  WolLl Do RENTS,

Name CAYlEQ ShivA  Awsah Supervisor name _J£SSiC  SPrepno
Position TUOEJT  PESISTAL] Employment dates Pay or sala
Company _C.\>  ATHLETIC  DFEF: e pioy y y
Address Y N, Agosd WAy LT From 0B/0R Start 10.0=
To \2/0® Final |o. 0

- T
Telephone (362 ) 287 - 5227 Your lastjob title - TopEl T ASISIANT




PLEASE READ CAREFULLY
APPLICATION FORM WAIVER

In exchange for the consideration of my job application by Employer Solutions Staffing Group LLC,.
(hereinafter called “the Company”),

I agree that:

Neither the acceptance of this application nor the subsequent entry into any type of employment relationship,
either in the position applied for or any other position, and regardless of the contents of employee handbooks,
personnel manuals, benefit plans, policy statements and the like as they may exist from time to time, or other
Company practices, shall serve to create an actual or implied contract of employment, or to confer any right to
remain an employee of the Company, or otherwise to change in any respect the employment-at-will relationship
between it and the undersigned, and that relationship cannot be altered except by a written instrument signed by
the Owner/Managing Member of the Company. Both the undersigned and the Company may end the
employment relationship at any time, without specified notice or reason. If employed, I understand that the
Company may unilaterally change or revise their benefits, policies and procedures and such changes may include
reduction in benefits.

I authorize investigation of all statements contained in this application. I understand that the misrepresentation or

~a . 1 o1~ . e B 2%t l nd mcs 82eamn cniithant ane mraviane antica | harehv aive the



OMB No. 1615-0047; Expires 08/31/12
Department of Homeland Security For.'n.l I.'.9’ Employm.ent
U.S. Citizenship and Immigration Services Eligibility Verification

Read instructions carefully before completing this form. The instructions must be available during completion of this form.

ANTI-DISCRIMINATION NOTICE: Itis illegal to discriminate against work-authorized individuals. Employers CANNOT
specify which document(s) they will accept from an employee. The refusal to hire an individual because the documents have a
future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification (To be completed and signed by employee at the time employment begins.)

Print Name: Last First Middle Initial [ Maiden Name
SILVA  NeosiA JOAVIER P
Address (Street Name and Number) / /4 Apt. # Date of Birth (month/day/year)
_ 120 A/
ISSS BOpADW AY ST, [l &/ 29) 1G4
City State Zip Code Social Security #
BowLOER (O BoRanz S23- #FT -33<2

. I attest, under penalty of perjury, that I am (check one of the following):
I am aware that federal law provides for 4 penalty of peqjury ( &

imprisonment and/or fines for false statements or
use of false documents in connection with the
completion of this form, (] A tawful permanent resident (Alien #)
D An alien authorized to work (Alien # or Admission #)
until (expiration date, if applicable - month/day/year)

mployee's Signature Date (month/day/year,
il _ (monibleyee) o) ) 20 peyg
reparer and/or Translator Certification (7o be completed and signed if Section 1 is prepared by a person other than the employee.) I attest, under

penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the information is true and correct.

A citizen of the United States
D A noncitizen national of the United States (see instructions)

Preparer's/Translator's Signature Print Name

Address (Street Name and Number, City, State, Zip Code) l Date (month/day/year)
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X T e doo . e L e §L
E s Y
E . ) STATE OF COLORADO §E
3 &t
e | CERTIFICATE OF LIVE BIRTH 1056 ——— = {
Cmm— STATE FILE Numah %3
A 1. CHILD-NAME (First, Mrddie, Lasn 2. OATE AND HOUR OF BIRTH (Month, Day\Year, Hour) g'
re | Tawier Alexie SILVA .n.cos'm( Suls 25, 155G az;;') ]
E. ‘ X TGV, ~OR LOCATION OF BIRTH : 5 GOUNTY OF BIRTH _ i
: Male Deaver &\;,umh Depver — 3
?‘: ,‘ 8. PLACE OF BIRTH: X tHospitai |1 Freestanding Birthing Contar 7. FACILITY NAME (i noi , give streal and number) %E
a] cnnlclnoclo.v‘a Oflice 0 Rexdence Denver General Hospital %é
. O Other (Specity) : 5

_ /\a ::::m 1hat fhus 'rih.ilga was Bom; aliva at the place ) a‘t;rnsf ,flg.-': .E';)"n 70, ATTENDANT'S NAME AND TITLE 0 other than Carfifier) (Type/Prini]
3 Name

OoM0. 0ODO OCNM

Signature ’2 v /- "527 "? (o 13 Other

=
1", :E:;‘.IFIER‘SﬁJQIa iAIr{g "Tﬁl&j lrv:y;-ig:ént 9" 12 é}’;%?'l?m’ glﬁnl:."ill'l"% :ggRESS (Sireet and Number or Rurs! Route Number, .
LMD, ODO O HosplalAdmin O CNM. 777 Bannock Denver, Colorado 80204-~4507

0 Other {Specity}

' 7 ; ’@ Te. oaﬂﬁmfﬂiﬁ!":fg' (M:mnsmfgg“b

Last (Magen)) 4 16. OATE OF BIRTH (Month, Day, Yean 17. BIRTHPLACE (State or Farengn Country)

18, MH-N-AME (First, M
Edna Vianey: Acosta-Camargo Feb. 21, 1967 Mexico
= LI

Be. CITY. TOWN 0R LOCATION 118a. Z1P:

MOTHER

Ths PEBINEMALC CYAYE Than ronNTy



SENSITIVE BUT UNCLASSIFIED

Page 1 of 2

Department of Homeland Security

Report Prepared: 12/02/2011

E-Verify Page: 1of 1
Case Verification Number: 2011336175654TE

Case Information:

Employee Information:

Last Name: SILVA ACOSTA First Name: JAVIER

Middle Initial: A Maiden Name:

Social Security Number: ke x 3522 Date of Birth: 01/29/1990

Citizenship Status: A citizen of the United States

Document Information:

List B Document: School ID card List C Document: g)gy)b irth certificate (original or certified

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 12/02/2011 Employer Case ID:

Three-Day Rule Reason: Three-Day Rule - Other:

Submitted By: MFON4558 Submitted On: 12/02/2011

Initial Case Result:

Case Result: Employment Authorized

Employee Referred to SSA:

Referred By: Referred On:

~ e L PR I

e OO A [fhnee OC A TMambativa Nanoanfirmatinn)e



Affirmation of Legal Work Status
Pursuant to § 8-2-122, Colorado Revised Statutes

Employee Name: <) y9 Acesyp OPRVIER Ve ol)249/ 1a%6
Last First Middle Date of Birth

Social Security Number: 373 - 7s -232522 Dateof Hire: &8s@s (2/2/\

In accordance with § 8-2-122, C.R.S., within twenty days after hiring the new employee listed
above,

I affirm all four of the following:

1. Ihave examined the legal work status of the above named employee.

2. 1have retained file copies of the documents required by 8 U.S.C. sec. 1324a.
3. Ihave not altered or falsified the employee’s identification documents.

4. 1have not knowingly hired an unauthorized alien.




Form W-4 (2011)

Purpose. Compiete 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 year and when your
personal or financlal situation changes.

Exemption from withholding. if you are exempt,
compiete only iines 1, 2, 3, 4, and 7 and sign
the form to validate it. Your exemption for 2011
expires February 16, 2012. See Pub. 505, Tax
Withholding and Estimated Tax.

Note. If another person can clalm you as a
dependent on his or her tax return, you cannot
claim exemption from withhoiding if your Income
exceeds $950 and inciudes more than $300 of
unearned income (for example, interest and
dividends).

Basic instructions. If you are not exempt,
complete the Personal Allowances Workshest
beiow. The workshests on page 2 further adjust
your withhoiding aliowances based on itemized
deductions, certain credits, adjustments to
income, or two-earners/muitiple jobs situations.

Compiete ali worksheets that apply. However,
you may claim fewer (or zero) allowances. For
reguiar wages, withholding must be based on
allowances you claimed and may not be a flat
amount or percentage of wages.

Head of household. Generally, you may claim
head of household filing status on your tax retumn
only if you are unmarried and pay more than
50% of the costs of keeping up a home for
yourself and your dependent(s) or other
qualifying individuals. See Pub. 501, Exemptions,
Standard Deduction, and Filing Information, for
information.

Tax credits. You can take projected tax credits
into account In figuring your aliowable number of
withholding allowances. Credits for chiid or
dependent care expenses and the chiid tax
credit may be cialmed using the Personal
Allowances Worksheet below. See Pub. 919,
How Do | Adjust My Tax Withholding, for
information on converting your other credits Into
withhoiding aliowances.

Nonwage Income. If you have a large amount of
nonwage income, such as interest or dividends,
conslder making estimated tax payments using

Form 1040-ES, Estimated Tax for individuals.
Otherwise, you may owe additional tax. If you
have pension or annuity income, see Pub. 919to
find out if you shouid adjust your withhoiding on
Form W-4 or W-4P.

Two eamers or multiple jobs. if you have a
working spouse or more than one job, figure the
total number of allowances you are entitled to
clalm on ail jobs using worksheets from oniy one
Form W-4. Your withhoiding usually will be most
accurate when all allowances are ciaimed on the
Form W-4 for the highest paying job and zero
allowances are clalmed on the others. See Pub.
919 for details.

Nonresident alien. !f you are a nonresident alien,
see Notice 1392, Supplementai Form W-4
instructions for Nonresident Aliens, before
completing this form.

Check your withholding. After your Form W-4
takes effect, use Pub. 919 to see how the
amount you are having withheid compares to
your projected totai tax for 2011. See Pub. 9189,
especially if your earnings exceed $130,000
(Singie) or $180,000 (Married).

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent .
* You are single and have only one job; or

B  Enter “1"If: {  You are married, have only one job, and your spouse does not work; or } ... B
* Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less.

F

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 avoid having too llttle tax withheid.) .

mmao

Enter number of dependents (other than your spouse or yourself) you wili claim on your taxretum . . . . . .
Enter “1” if you wili file as head of household on your tax retum (see conditions under Head of household above)
Enter “1" if you have at least $1,900 of child or dependent care expenses for which you plan to claim a credit

Mmoo

1]

Mlnta P nat inchida ~hild elinnart navmante Qaa Pith &N Child and Nanandent Cara Fxnensas. for details.)



Form 8850 Pre-Screening Notice and Certification Request for

(Rev. August 2009) the Work Opportunity Credit OMB No. 1545-1500
Department of the Treasury . .
Internal Revenue Service » See separate instructions.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Your name _SJAVIER SILVA  AoSTA Social security number » 523 - 735 3522
Street address where you live (9SS BRoANW Y &3 AV # 3

City or town, state, and ZIP code _2OOCLE@ (O KON
County Lol ER Telephone number (203) Zip - Soluz

If you are under age 40, enter your date of birth (month, day, year) _ol/za /90

1 D Check here If you are completing this form before August 28, 2009, and you lived in the area impacted by Hurricane Katrina
on August 28, 2005. If so, please enter the address, including county or parish and state where you lived at that time.

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

3 D Check here if any of the following statements apply to you.

e | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any
9 months during the past 18 months.

@ | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits
{food stamps) for at least a 3-month period during the past 15 months.

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



U.S. Department Labor
Emplo rrrl,ent and Training Administration OMB Control No. 1205-0371
ploy g Expiration Date: November 30, 2011

YOUTH SELF-ATTESTATION FORM
Work Opportunity Tax Credit Program

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

New Hire Name;: _ DAV /Ee sV A Broxil

Social Security Number: $23 -7~ 3722 Date of Birth:_/2/2//)

Employer Solutions Staffing Group

Employer Name:

Employer Federal ID (EIN) Number:

Please check all the statements that apply to you. Sign and date this form where
indicated below.

,EI/ " Inthe past 6 months, | have not attended a secondary, technical or
postsecondary school for more than an average of 10 hours per week, not

mmtimbinm mariade diielan cohisch Fha rerhAanal ie0 Flacad fAr erhadinilad varatinne



Form A (revised 07/09) WORK OPPORTUNITY TAX CREDIT

PLEASE CHECK "YES" OR "NO" AND ANSWER ALL QUESTIONS

Name__ SAVIEC  su A HAcosi

Address_/Ss< RBLoAPWAY ST AP & /3>

City__fAaul0E2 State_¢o_ Zip_ 823>z Social Security# <23 - 75 - 2527
Date of Birth_#1/2 9 /92 Age_ 2]

Please CHECK ONE ANSWER for each of the following questions, and complete guestion #5:
1. Have you or any family member living with you received Temporary Assistance to Needy Families (TANF)

or Aid to Families with Dependent Children (AFDC) during the past 24 months? Yes [:] No JZ

2. Have you or any family member living with you received Supplemental Nutritional Assistance Program

(SNAP) (Food Stamps) at any time during the past fifteen (15) months? Yes D No
3. Have you received Supplemental Security Income (SSI) benefits in the

past sixty (60) days? Yes D No Z
4. Are you part of the Ticket to Work program? Yes [:] No E

5. Name of person who received benefits
Relationship City & State where benefits received

6. Are you a veteran? Yes |:] No JZI and Disabled due to service? Yes D No ,Z]
Service Dates: From: To: Branch:

7. Have you been unemployed at any time during the last 12 months? Yes z No E]




Background Investigation Information Release Form

Please read this form carefully and be aware that by allowing Employer Solutions Staffing Group
LLC to investigate your background with state and federal agencies, you will be waiving and
releasing all claims for damages you might sustain arising out of the criminal and driving record
background check and review.

| understand that a successful criminal and driving record background investigation is a
condition of my employment by Employer Solutions Staffing Group LLC to work at
facilities of:

and, further, that Employer Solutions Staffing Group may, at its discretion, conduct
periodic criminal and driving record background investigations on me during the course
of my employment with Employer Solutions Staffing Group.

| agree to waive and relinquish all claims | may have against Employer Solutions Staffing
Group LLC and its officers, agents, servants and employees as a result of my
participation in any criminal and driving record background investigation.

I do hereby fully release and discharge Employer Solutions Staffing Group LLC, its
respective officers, agents, servants, and employees from any and all claims from
damages that | may have or that may accrue to me on account of the results of any
aspect of any criminal and driving record background investigation.



INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

As your employer, we are concerned about your full recovery. Reasonabie 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 Colorado workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:
. | have been hurt on the job, what do | do?

If you experience a life or limb threatening injury on the job, seek immediate
medical attention at the nearest emergency room and then notify your supervisor
in writing. A life or limb threatening injury means an injury that you believe
threatens a portion of your body or your life in such a way that immediate medical
care is needed to prevent your death or serious damage. In all other instances,
notify your employer or supervisor that you have been injured before obtaining
any medical care. All injuries, no matter how small, should be reported to your
employer.



appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. Colorado rules requires that your physician
cooperate with return to work planning and that you be released to return 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 employer immediately of any new injuries or conditions that impact



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

Name: OAVIEC  Siivi _ Fesih

Address; /S3s% LlpAp Y ST PET LD

Home Phone: 302~ Filo ~Ssvw#

Person(s) to contact in case of an emergency on the job (in order of preference):

1. Name: 56UST4Us  SiLVa

Phone (work):_ =2 -«yvg—0j4g

Phone (home)._2>3- 29695/

2. Name: KFV& AN  Aresig

Phone (work),_ S»22-224-8(02




Employer
Solutions
Staffing
Group LLC

Notification of Colorado Law Requirement —
Unemployment Acknowledgement

According to Colorado Statutes section 8-73-105.3. A temporary employee who
is given a notice that the employee is required to contact or notify the employer
upon completion of an assignment and to be available to work, as agreed upon
at the time of hire, during a specified period of time, on specified dates, or upon
call by the employer on an as-needed basis and who does not contact or notify
the employer upon completion of an assignment in compliance with the notice
and is not available to work at the agreed-upon times is deemed to have
voluntarily terminated employment for the purpose of determining benefits
pursuant to section 8-73-108 (5) (e). Also, a temporary employee who agrees to
wnrk nn an as-needed basis and refuses all work within three separate pay



r-'y

To: All Employees
Qulen: Todos Empleados

From: Corporate Management Group & Employer Solutions Group
De: Corporate Management Group y Employer Solutions Group

Re: Stop Payment Check Fee
Re: Tarifa de cheque parado

Effective immediately, to replace a lost or stolen check, $50.00 will be deducted from the replacement check for
a stop payment fee and for a reprocessing fee. Efectivo inmediatamente, para reemplazar un cheque de sueldo
perdido o robado, $50.00 de tarifa sera deducido de el cheque reemplazado para parar el cheque original y
para procesarlo denuevo.

If you lose your check, we will first have to verify that it has not been processed through the bank. If it has not,
a new check will be issued, minus the $50.00 fee. Si usted pierde su cheque, tendremos que verificar que no ha
sido procesado en el banco. Si no, un cheque nuevo sera processado, menos las tarifa de $50.00.

Tf vnnir rheark ic ctnlan wra wrill fisct waad n nneer A8t cemlinn cncmcad el o e AL b L. ____.__3 AR



*219301-EMP

OFFICE USE ONLY

ReHire Date DD/DD/ Dﬂ

EMPLOYEL INFORMATION

(Must Be Filled Out)

Social Security Number " %ﬂria

ENROLLMENT FORMI - 10k PLAN

USE BEACK or BLUL INK O]

~ Do you or any dependents have Medicare?

[ Yes E No If Yes:
Medicare Health Insurance Claim Number (HICN)

Medicare Effective Date l.__“._l/E.“_M:“_"_JL

Names of Covered Person(s)

1.

Name SAVIER  SILVO  fAeos
Street Address _ (S5 S BRofipwpy ST AT Heds
City [ 2 2 DNED

Home Phone D.“P_JD_I'I'_IH'ISH.SJMLZJ

State I;_:I Zip l&lLellE]lD_M §
4.

\

! D $20.91 Employee Only

BENEEIT SELECTION
MEDICAL

Weeh!v Rites

D $42.44 Employee +1
D $56.67 Employee + Family

D NO to MEDICAL, TERM LIFE, and STD benefits .

| * You MUST enroll in the Medical Insurance Plan before adding STD or Term Life.
« Your coverage level for Term Life will be identical to your medical plan selection.

REQUIRED DEPENDENT INFORMATION

Name

Social Security Number ﬂﬂﬂ’nﬂ'nr_"—“-j
Date of Birth L/ CIVOCICICT sex ]

Relationship: [JSpouse (] Domestic Partner (] Child

Name

Social Security Number I——"—ID'I—“—-]'I—"—“—“;I
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