E-Verify: Print Case Details - Preview

Lof1

EVerify

https://e-veﬁfy.uscis.gov/web/PrintCaseDemils.aspx?CaseVerNum=

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018030141036LE
Report Prepared: 01/30/2018

CQmm Information

Company ID: 47429

Emglom Information

Company Name: Employer Solutions Staffing Group

Last Name: Soe
Date of Birth: 03/25/1982
Hire Date: 01/30/2018

Document Information

First Name: Kae
Soclal Security Number: *** ** g748
Citizenship Status: A lawful permanent resident

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

Alien Number: 212470872

Document Name: Driver's license

Driver's License or ID Card Number;

Case Status Information

List C Document: Sogial Security Card

Document State; Minnesota
Document Expiration Date; 03/25/2020

Final Case Result: Employment Authorized
Case Submitted On: 01/30/2018
Closed On: 01/30/2018

Employer Case ID:
Case Submitted By: KRIT7027
Closed By: KRIT7027

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

SENSITIVE BUT UNCLASSIFIED
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Employment Eligibility Verification USCIS

Form 1-9
Depa.rtmel!t of Homel.and .SecnritY OMB No. 1615-0047
U.S. Citizenship and Immigration Services

Expires 08/31/2019

P START HERE: Read instructions carefully before completing this form. The instru

ctions must be avallable, elther in Paper or electronically,
during completion of this form. Employers are liable for emrors In the completion of this form,

ANTI-DISCRIMINATION NOTICE: It is llegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and Identity. The refusal to hire or continue to employ
an individual because the documentation

presented has a future expiration date may also constitute illegal discrimination.
ection 1. Employee Informatlon and Attestation (Employees must complete and sign Section 1 of Form 1-9 no (ater |
than the first day of employment, but not before accepting a job offer ) % e : et
Last Name (Family Name) First Name (Given Nams) Middie Initial Other Last Names Used (it any)
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
9
1235 weshmins), 10V | 5% dpuak MV 5100
Date of Birth (mm/ddyyyy)  |u.S. Social Security Number | Employee's E-mall Address Employee's Telephone Number
3/25 /1991 6Bl [ F-
-1am aware that federal law provides for imprisonm

ent and/or fines for false statements or use of false documents in
connection with the compietion of this form.
| attest, under penalty of perjury,
[] 1. A citizen of the United States
[] 2. A noncitizen nationat of the United States (See instructions)

m 3. A lawful permanent resident {Allen Registration Number/USC
[T 4. An allen authorized to work _unti (expiration date, if applicabl

that | am (check one of the following boxes):

SNumbe:  @jo\qq €31

e, mm/ddlyyyy):
Some allens may write "N/A” in the expiration date field. (Ses instructions)

Alisns authorized to work must provide only one of the following document numbers to complete Form i-9: Do Not it i re e -
An Allen Registration Numbsr/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,

1. Allen Registration Number/USCIS Number:
g OR

2, Form |-94 Admission Number:

OR

3. Foreign Passport Number:
Country of Issuance:

Signature of Employ% Today’s Date (mmiiafyyy) | 7 2o/

Praparer andlor Transiaior Certification [check one): e R
I:_[ 1 did not use a preparer or transiator. D A preparer(g) and/or Ifanslator(s) assisted the employee in completing Section 1. e
(Fields below must be completed and si translators assist an employee in completing Section 1. i g

igned when preparers and/or :
| attest, under penalty of perjury, thati have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information Is true and correct.

Signature of Preparer or Translator

Today's Date (mm/dd/yyyy)

Last Name (Family Name) First Name (Given Name)

Address (Sirest Number and Name)

Chy or Town State ZIP Code

. * Employer Completes Next Bage: 7] '

Form19 07/17/17 N Page 1 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security ou‘fgf‘l's};gw
U.S. Citizenship and Immigration Services

Expires 08/31/2019

\thariid Rbpressntalyl Weviow &nd Venfioslion
ESAR P e b .'dmm&ukq ot -... ..‘:___." i o :_....l = .- o R i e, . .j'l' oo
Employee Info from Section 1 Eamg,ee( yiéerss) M&m o
ListA OR List AND
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title Document Title i
DOonexs Liconge Seeial e,
1ssuing Authority | issujng Authorné Issuing Authority !
' §&gj—; o !!S\‘m LA TP SSA _
Document Number Document Number Documient Number
L3La ASHAAAAN %
Explration Date (7 any)(mm/dd/yyyy) | Explration Date (i any)(mm/ddfyyyy) Expiration Date (if any)(mm/dd/yyyy)
| U2~ R- 03 i
Document Title :

“ORCoda-Sectons283 ]
issuing Authority ¢| |Additional Information Pl LE)
Document Number : :

[ Expiration Date (7 any)(mm/ddiyyy) $
Document Title

Issuing Authority

Document Number :
Expiration Date (7 any)(mm/ddiyyy)

Certiflcation: | attest, under penalty of perjury, that (1) | have examined the document(s) presentad by the above-named empioyes,

(2) the above-listad document(s) appear to be genulne and to relate to the employes named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States,

The employee's first day of employment (mm/dd/yyyy): ]- 3. \& (See instructions for exemptions)
Signature of Employer or Authorized Representative Today's Date (mm/ddfyyyy) | Title of Employer or Authorized Representative
\' 3¢ 3019 Hyecruirey
Last Name of Employer or Authorized Representetive | First Name of Empioyer or Authorized Representative Employer's Business or Organization Name
\ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Strest Number and Name) | City or Town State | 2ip Code
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE MN 55344

e | gl
R qt‘

ks b

O T b 4T 8 g g
Mdﬂ-k&%.j. Y :..'u;;.r.a:ga?_ i

Explration Date (if any) (mﬁVdd/yyM

| 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/ddfyyyy) Name of Employer or Authorized Representative

Form I-9 071717 N Page 2 of 3
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www.esgstaffingsolutions.com

emplayer solutions staffing group..

e

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name So€

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 852.835.1288

cnylsmp St. Paul, MN

Phone Number _6512146084

First Name __Kae Bleh Middle Initial "3___
Street Address 135 Westminster St. Aptiste 101
EEEM T Soclal Security Last Four XXX-XX-
Emall Address @
Staffing Agency/Recruitment Partner  CMG
mpioyment are conditional upon satisfactory proof of identity and lex

Are you legally authorized to work in the United States of America? @1YEs (N

| atthorize Employer Solutions Stafiing Group

Applicant Cortification and Authorization

(ESSG) to use the information and state

menis contained in this application to detsrnine my

qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indisated in this applieation,

regarding my previous duties,

1 understand that a comprehensive ba
This may include but Is not limited o, investigations
required by clients, govemment regulations or by

responsibilities, performancs, compensafion and eligibifity for rehira,

ckground check may ba conducted 1o
of criminal and/
ESSG policies.

determine my eligibility for hira by certain clients of ESSG.
or conviction records, driving reconds and/or a drug screen test as

| release EBSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background chegk.

| certify that all statements made in my
false or misleading inform
consideration for employment or,

etion. | undarstand that

application are true and acourate and that |
any material omission or misrep
if discovered after I begin employment, will

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

have not omifted any matsrial information or provided
resentation will result in my disqualification from
msult in my termination,

.72
Kae Bleh Soe ey e Jan 30,2018
Name (Print or yps) Applicants Signature "Dats

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

For ESSG Office Use Only
DOH NHW 19 8880 w4
Emergency Contact info | Background Relsass Form Background Results Unemployment Letter ESC Application
(i applicabla)
‘ _For ESSG Client Use ;
DOH ROP Work Site Loe. WC Cods
E88G - CMG-CO Rev. 0412017
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employer solutions staffing group,
Wage Payment Method Authorization (Minnesota)

Employees have the option ofrecei\‘ring wages by Direct Deposit and/or Payroll Debit Card,
I er Check,

fyou do not de a written e} will be paid
Employes Name m g SSN# (last4 digits) q -} He Effective Dage
Direct Deposit may 4p 1o 7 days to be activated
ard (P complete Sections 4 and § below) Paper Check (Please complets Section 5 below)
O update Bank Account I understand and acknowledge that j§ do not proyide a
Bank Name: volded check with this direct deposit form, I am
responsible for any delays in payroll or extrg costs
Routing# incurred if the acconnt number thet | Provide is Incorrect,
Accounty Tnitial E 5 Date '/30/,8
T — \
Account Type: [] Checking [ Savings Cloter

® _ Tohelpus awig making an swror, please aitach a ©opy of a voided check. (= deposis alip will nge work) -
o lfyonchmgebanks,donot clmyomoldbmkmmmﬁlyomdhmdcpusuhuwamenmbmk, which may take 2 pay periods,

Federal law fres all alinsﬂnniommobtain,vaﬁfy,andmwrdhfnmaﬂmthatldmﬁﬂumhpmonwhoopmanaccoum.lnorderto
request a Payroll Debit Card for you, we must provide all of the following information thag will enable the financia) ion to identify you, If
You do not submit 5 Direct D H Debit Card Authorization, ESSG Wwill provids the hecessary information and issus you a Payroll Debig
Ctm‘iy to pay“}l'our wages, For your Profection, the financia] Institution may ask you to provide them additio ath
verify your entity,

does not have access fo any information regarding your Payroll Debit Card account or
On first i your new Payroll Debit Card, and a packet containing all of thig terms. and conditions, You will
then sign aclmowledging that you received the Payroll Debis Card and packet, Your Payroj] Debit will be reloaded op each payday you receive
wages, '
' CARDHOLDER

INFORMATION (as you want your Payroll DebjaCard to be issued) 3
o8g '
First Name )\l 4{ ‘ 5 : A Date of Birth / /-W'L

: ol [\ /[ \ [%=

i 7 i Cell Pk bile) 5 _,- .
/ ' ' ./ p l e e (mobils W éq
P PAYROLL DEBfT CARD (Ne completed Ahen you pick up ur Payrofl Debit Card) / e
\eayrol)fcbit Card Roding#” | payro DebitCand AZcount #
my Payroll

o

i

/ P

S —

ly deposit my Periodic wages/cq

mpensation Payments, net of required tax withholdings, other required withholdings
or authorized dedustions, into my account(s) ag designated abaye and to initiate, if necessary, dehit entries and adjustmentsfor any credit entries
made in error to my account(s), * E-mail i required for Ppay stub information,

*E-mail:




The exae; don't to supplemertal wages Nanwage inpome, if Wsa Bamount of
FOl‘m W-4 (2017) greater then .000.03&” bk — nwwagaimms.suglngs lmmhgdwsdmds.
Basio ons. if you aren‘t exemp, mm‘l"ﬁ consider making estimated tex s Using
Purpose, Complate Form W-4 50 that your iha Peracwal Alowatises Workshest bolom: Jon, o ol 2,
employer can withhold the comeat era!ltmggm msmonpagezﬁmuadjmyom mmmmﬂm T you ehould
1ax from your pay, Consider comp answ holding allowances based on itemizsd adjust your withholding on Form Wes or W-AP.
W-4 &amlwhenyourp or finencial deductions, cartain credits, ents to Income, S
gituation o8, or two-eamers/multiple jobs ana. L\go umas?:er ;mmph "g‘g:a. m{ra ngub. l;‘ava r:ﬂ!e
from withholding. if you ara exempt, Complets all worksheets that , However, rdng mare
comFlet oy Tose 1 5 a.'f'wﬁg“andagnﬁp; wdmmmwmgmbmm For reguiir mﬂigg"“mwwﬁg?gw
fommvglndabné.vourgxem n for 201 W wages, withhalding must be based on allawanoes by {!mmmuhgmwwm%mwm
gnemgqr‘lmsas ub. 505, Tax Withholding ynudwo?nd may.nutbeaﬂatamnuntqr when all allowances are claimed on the Fann WA

Note: if another persen can claim you a8 a dependent Hmmhmw«u.eengrnaw.yn&mcumhud

for the highest job and zero allowances
e o e g ob anc z=ro sllowarues ere

an his or her tax retum, you can't élaim exemption of housshold your tax return if allen, if you are a nonrasident allen, ses
S i i S ot S flmscre I LTI e o e S et
eeetoren Ll BRI R | e e e
exemption from withhoiding sven i the emplayee is g Information, for mmP&%mmm‘gowmemum%a&
adependent, if the employes; ‘l‘axcm}lle.YoucantakapwleEmwcr&dnsm e zﬁwepufmm%
* Is age 65 orolder, w nﬁgumyt:gbg{gdnam“d org:pam axceed $130,000 @lﬂgfzoﬂrﬁm.ﬂﬂowm
s biind, or oare exp! e tax may ba claimed Futura developments, Inform %ﬁmwnnura
the Parsonal Allowancas Workshaet below, dsvelopments m
s e s e s o S ot o SRS L
' s Personal Allowances Warksheet (Keep for your records.) : '
A  Enter"1"foryourself fnooneelsecan claimyouasadependent, . . , . . « . - . . . . . . .. .
* You're single and have only one job; ar
B Enter™1”i; { * You're married, have only one job, and your spause dossn't wotk; or } -+ . B __
* Your wages from a sacond job or your spouse’s wages (or the total of both) are $1,500 or less.
G Enter 1" for your spousa. But, you may choosa to enter “-0-" it you are married and have either a working spouse or mare
than one jobs. {Entering “-0-" may help you avoidhavingtoo fittletexwithheid) . . . . . . . . . . ., , . ¢
D Enternumber of dependents (other than your spouse or yourself) youwlll clsimonyourtexretun. . . . . . . . D
E  Enter “1" if you will flle s head of household on ytiur tax returm (ses conditions under Head of housshold above) . . E
F  Enter 1" if you have at {east $2,000 of ohild or dependent care expenses for whichyouplantoclaimaecredt , . . F

(Note: Do not include ohild aupport psyments. See Pub. 6§08, Child and Dependent Care Expenses, for details.)
G Child Tax Credit {including additional ohikd tax credi). 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 ohild; then lass *1” if you
have two to four eligible children or leas "2 if you have five or more eligible children,

« If your otal income will be between $70,000 and $84,000 {$100,000 and $119,000 if marriet), enter “1* for each glighlechid. @
H  Addfines A through G and enter totel here, (Note: This may be different from the number of exemptions you cialm on your {ex retum.) » H
»if yzajplanto itemize or clalm adjustments to Income and wantt o reduce your withholding, see the Deductions
For acouraoy, and Adjustmenta W

lorkshast on page 2,

complete all s i you ars single and have more than ane Job or are married and

Too-

wuorksheets samings from &ll jobs exceed $50,000 000 if married), saa th
that apply. mavgﬁmmmjgmmm?hshéﬁd. 5l k-

and your spouse hath work and the combined
~Eamers/Multiple Jobs Workshest on page 2

* Jf neither of tha sbave sRualions applies, stop here and entsr the numbsr from line H on fine 5 of Form W-4 helow.

Separate here and give Form W-4 to your employer, Keep the top part for your recorts.
4k W""4 Employee’s Withholding Allowance Certificate

Department of the Treasury »- Whefher yo are aniitied to claim a certain number of allowances or exemption from withholding ia
Intemal Reysnue Sarvice subjectta review by the IRS, Your employer moy be requirad ta send a copy of this form to the IRS,

OME No. 1545-0074

2017

T Yourfirst namea and riddie inifel Tostname o % Vour social sscunily Rumbar
Kae Bleh na 650179748
Home address (nymber and gtrest or nural route) 3 O SIngle_@ Married (J Manied, byt withhold at higher Single rate.
135 Westminster St N Nots: If manied, but legelly separaiod, or apouse fs a nanresident allen, cheok the "Singie” box.
Chty or town, state, and 2IP sada 4 Wyour las} name diffors from that shown on your sacial security card,
St. Paul, MN 55130 check hero. You must call 1-800-772-1218 for a replacament card. lv

5 Total number of allowances you ars claiming (from line H above or from the applicable worksheet an page 2) ]

8 Additional amount, if any, you want withheld from eagh paycheck . . . . . . ,

7 | claim exemption from withholding for 2017, and | certify that | mest hoth of the {following
» Last year | had & fight to & refund of all federal income tax withheld because 1 had no tax liability, and

* This year | expect a refund of all federal Income tax withiheld because | expect to have no tax liability.

i

If you meet both conditions, writa “Exempi® hers., . . .

v

conditions for exemption,

- - A a

3

S

L

d

SR o i

Under penalfies of perjury, T declare that | have ewaminad thia cerffioats and, t tha est of my Rnowiedgs and befiel, 7 frus, comact, 2nd GompieTe:

Empioyee’s signatura : !
(This farm Is not velid unless yousign it) »  KéeBluhsoe {fans0, 2015}

pate» Jan 30,2018

8  Employer's tame and address (Employer: Complete linas 8 and 40 only If sending to the [RS:)

9 Cffioa code {optional)

10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notico, see page 2,

Cat, No, 10220Q

Form W4 (9017



EMPLOYER SOLUTIONS STAFFING GRQUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: Kae Bleh Soe '
{First) {Middle) (Last)
Former Name(s} and Dates Used:
Current Address Since: 135 Westminster St. St. Paul, MN 55130
(Mo/Yr) (Street) {City) {State/Zip)
Previous Address From: =g ‘
{Mo/¥r) (Street) (City) (State/Zip)
Previous Address From; v ,
{Mo/¥r) (Street) (City) {State/Zip)
Social Security Number: 650179748 pos;_ _03/25/1992
Phone Number: 6512146984
Driver’s License Number/State:

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

I 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 stope of the consumer report/ investigative consumer
report may include, but is nat limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
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.

I further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verba)
or written, pertaining to me, to Employer Salutions 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 raceived 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 arder to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth,

Signature: _(AeBh e _ | Date;_Jan 30,2018
Noti MN, and O idents:

Please check the box below if you wish to receive a copy of a consumer report that is requested.
I'wish to receive a copy of any Background Check Report an me that is requested.




e ————————————

Para Informaridn en espafiol, visite wwwi.consumerfinance.gov/learnmore o escribe a la Consumer Financial Protection Bureoy, 1700 G Street N.W.,, Washington,

DC20552.

ASUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT
The federal Fair Credit Reparting Act (FCRA) promates the accuracy, fairness, and privacyof information in the files of consumer reparting agencies. There are many
types of cansumer reporting agencies, including credit hureaus and specialty agencies {such as agencies that sell Information about check writing histories, medical
records, and rental history records), Here is a summary af your major rights under the FCRA, For more information, Including information about additional rights, go

to www.consumerfinance gov/learnmora or write to: Consumer Finantial Protection Bureay, 1700 G Strest R.W., Washington, DC 20552,

* Youmust ba told if information In your file has been used agalnst you. Anyone who uses a credit report or another type of esnsumer report to deny your appii-
cation for credit, insurance, or employment ~ or to take anather adverse action 8gainst you — must tell you, and must give yau the name, address, and phone
number of the agency that pravided the Infarmation. :

* You have the right to know what Is in your file, You may request and obtaln all the information about you in the files of a consumer reporting agency {your “file
disclosure”}. You will be required to provids proper identification, which may inglude your Sockal Security number. In many cases, the disciosure will be free, You
are entitied to a free file disclosure ik
*# @ person has taken adverse action ageinst you because of information Inyour credit report;

# youare the victim of identity theft and place a fraud alert in your file;
» your file contains inaccurate Information a5 a result of fraud;
® youare on public assistance;
* youare unemployed but expect to apply for empicyment within 60 days.
In adidition, all consumers are eatitied to one free disclosure every 12 months upon request from each nationwide credit bureau and from nationwide speclalty con-

sumer reporting agendies. Ser www.consumerfinance sov/learpmore for additional Information,

 You have the right to ask for a cradit score. Cradit scores are numerical summaries of your credit-worthiness based on [nformation from cradit bureaps. You may
request a cradit score fram consumer reporting agancles that create scores or distribyte scores psed in residentizl real praperty loans, but you will have to pay far
it. In some mortgage transactions, you will raceive cradit score informatlon for free from the martgage lander,

® You have the right to dispute Incomplate or inaccurate Information. If you identify tnformation in yaur file that is Incomplete or inaccurate, and reportitto the
consumer reporting agancy, the agency must invastigate unjess your dispyt is frivplous, See www.consumerfinance.gov/learnmore for an explanatipn of dispute
procedures,

* Cansumer reporting agencies must correct or delete inaccurats, ncomplete, as unverifiable information, Inatcurate, incomplete or unverifiable information
must be remavad or tomected, usually within 30 days. However, a consumer reporting agency may continue to report information it has verified as accurate,

¢ Consumet reporting agencies may not report autdated nagative Information. In most cases, a consumer reporting agency may not report negative information
that1s more than seven years oltl, or bankruptcies that aré more than 20 years old,

¢ Access to your file Is limited, A cohsumer reporting agency may provide tnformation ahout you only to people with a valid need - ustilly 20 consider an applic-
tion with a treditor, insurer, employer, landlord, or other business. The FCRA specifies those with a valld need for acress,

= Youmust give your toriseant for sépoits to be provided tn employers. A tonsumer reporting agéncy may not give out Information aboutybu to your efmpioyer, or
# potential employer, without your written consent given to the employar. Written consent generally is nat required in the frucking industry. For more infor-
matitn, goto www.consumerfinance. gov/ieammare

¢ Youmay limis “prescreened” offers of credit und insurance you get based on information In your credit report, Unsolicited “prescreened” offers for credit and
insurance must include a tolt-free phone number you can call f you chaose to remove your name and address from the lists these offars are based on. You may
opt-out with the nationwide credit bureaus at 1-888-567-8688.

s You may seek damages from vinlators, If a consumer reporting agency, ar, In some cases, a user of consumer reports or a furnisher of Information to a consumer
raporting agency viglates the FCRA, you may be able to sue in state or federal court.

» dentity theft victims and active duty military persanne! have additional rights. for more information, visit www.consumerfinance gov/learnmore.
States may enforce the FCRA, und many states have their own consumer reporting laws, In some cases, you may have more rights under state law. For more lofor-

mation, contuct yaur stute or local consumer protection ogency or your state Attorney General, For information about your federal rights, contact:
CONTACT:

TYPE QF BUSINESS; ) :
1.2, Banks, savings associations, and credit unlons with total assets of aver a. Bureau of Consumer Financial Prataction

$10 billion and thelr affillates, 1700 G Street NW

Washington, DC 20552
b. Such affiflates that are not banks, savings associations, ar credit unionsalso | b, Federal Trade Commission: Consumer Response Center ~FCRA
should list, in addition to the Bureau: Washingtan, DC 20580

{877) 282-4357

2,7To the extent nat included in item 1 aboye:
a. Natlonal banks, federal savings associations, and federal branchesand fed- | 2. Office of the Comptroller of the Currency
eral agancies of foraign banks Cystomer Assistance Group

1301 McKinney Street, Suita 3450
Houston, TX 77030-5050

b. State member banks, branches and agencies of foreign banks {otherthan | b, Federal Reserve Consumer Help Center
federal branches, faderal agencies, and Insured state branches of forelgn P.0.Box 1200

hanks), commerctal lending companles owned ar controlled by foreign banks, | Minneapolis, MN 55480

and organizations oparating under section 25 ar 25A of the Federal Reserve
A:t .

c. Nopnmember Insured Banks, insured State Branches of Forelgn Banks, and ¢, FDIC Consumer Response Center
insured state savings associatians 1300 Walnut Street, Box#11,
Kansas City, MO 64106

d. Federal Credit Unigns il - d. National Credit Union Administration




EMERGENCY CONTACT INFORMATION

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

Employee Name: Kae Bleh Soe

Address: 135 Westminster St. St. Paul, MN 55130

6512146984

Home Phone;

CO;I #1 | Home Phone:
Name: Maeh Cell Phone:
Relationship: Work Phone:
Contact #2 Home Phone;
Name: Cell Phone:
IRelaﬁunship: | 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.




employer solutions staffing group.

STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and : 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.

vV

KaoBleh See(Jan 0, 2008

Employee Signature

Employer Solutions Staffing Group LLC, Representative



-

employer solutions s*tng gro”up,,;
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be pald 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 heaith 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 disability may result in termination of benefits. Schedule your next
appolntment immediately after your doctor visit, before you leave the clinlc if
possible.

Obtain a Report of Workabllity from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return o work planning and that you be released to return o 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 guestions answered.

Follow all physical restrictions at hame and at work.
Report to work and perfbrm physically sultable 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.

0 ayer immediately of new injuries or conditions a
your physical condition, -

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

| have read my responsibilities and agree to abide by thesa guidelines.

a2 Blch S0 tian 307018
Printed Name: Kae Bleh Soe

———
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Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check 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
Teport to your staffing recruiter that the check was stolen. If the check has not
been cashed and i 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

Si un cheque de pago se plerde (que faita, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. 8i 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.

Sl su cheque de pago fue robado, primero debe denunciar el robo a la policfa
antes de que podamos voiver a emitir el cheque. Una vez hecho esto, usted
dehe proporcionar una copia de i3 denuncia a su reclutador de personal que el
cheque fue robado. S el cheque no ha sido cobrado v si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): K2e Bleh Soe

_S.jgnature_lFirma: %5%%
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ESSG WORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with a workplace free from seripus
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.

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

ESSG is committed to vigorously enforcing its OSHA Compliance Poliey.

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

» Responsibility to work in compliance with OSHA laws and regulations

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

» Responsibility to report workplace hazards and dangers

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

You have the follewing basig rights;

« Right to refuse unsafe work

» Right to know or be informed about actual and potential dangers in the
workplace

s 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..

® 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 punighed or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federa] statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or sexious 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
952.835.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring warkplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.
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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 952.835.1288/1.866.496.7578 with any
questions I may haye about this palicy. 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 ESSQ’s Safety Director at
962.835.1288/1.866.496,7578 in order to obtain assistance in the resolution of such
matters,

Employee Name (Please Print)
Kae Bleh Soe

Employee’s Signature:

Kb Bleh 5on (430,200 Date: Jan 30, 2018




- 3850 Pre-Screening Notice and Certification Request for

Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1600
lntema!"l m'wm] gl P Information about Form 8850 and its separate instructions ta at www.irs.gov/form8850,
Jah applicant: Fill in the lines below and check any boxes that apply. Complete only thia side.

Yourname __Kae Bleh Soe Social security number > 650179748
Street addresswhereyoulive 135 Westminster St.

City or town, state, and ZIPcode St Paul, MN 55130

County _ Telephons number _ 6512146984

i you are under age 40, enter your date of birth (month, day, year) 03/25/1992

| Chack here if you received a conditional ceriification from the state warkforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 Check here If any of the following statements apply to you.

* | am a member of & family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 8
manths during the past 18 months,

* | am a veteran and a member of a family that rectived Supplemasntal Nutrition Assistance Program {(SNAP) benefits {food
stamps) for at least a 3-month period during the past 15 months,

* 1was referrad here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

* | amat least age 18 but not age 40 or older and | am a member of a family that:
&, Received SNAP benefits (food stamps) for the past 8 months; or
b. Reosived SNAP benefits (food stamps) for at lesist 3 of the past 5 months, butls no longer eligible to receive them.

* Buring the past year, | was convioted of a felony o released from prison for a felany.

* Ireceived supplemental security income (SSi) benefits for any month ending during the past 80 days.

* | am a vetaran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year.

s m] Check here if you are a veteran and you were unemptoyed for a period or periods totallng &t least 6 months during the past
year.

4 m] Check here if you are a veteran entitled to compensation for a servics-connected disability and you were discharged or
released from active duty in the U.8. Armed Forces during the past year,

] m] Check here if you are a veteran entitied to compensation for a service-connepted disability and you wers unemplayed for a
period or periods totaling at least 6 months during the past year.

6 E&] Check here if you are a member of a family that:
» Raceived TANF payments for at legst the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1887, and the earliest 18-month period beginning
after August 5, 1807, ended during the past 2 years; or

* Stopped being eligible for TANF payments during the past 2 years because farieral or state jaw limited the maximum time
those payments could be made,

7 [D] Chack here if you are in a period of unemployment that Is &t least 27 conseoutive weeks and for all or part of that period
you recelved unempleyment compensation,

Signature —All Applicants Must Sign

Under penalties of priury, | deare that | gave the abave Information to the employer on or bafora tha dey | was offered = job, and £, Io the bestaf my knawlerige, e,
corract, and complete.

Job applicant's signature B _FssiarsseLan 0,219 | pate 2N 30,2018
For Privacy Act and Paparwork Reduction Act Notice, seé page 2. Cat. No, 22851L. Form 8850 (Rev. 3-2018)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

Client: Company:

Locations Position: Starting Wage: $

EMPLOYEE SECTION;

First Name; Last Name: Suffixs Street Address: City/State: Zip:
Kae Bleh Soe 135 Westminster St, St. Paul, MN 55130

S8 Date of Birth: Age: gsil:e you worked fo: If yes, location:
650179748 company before?
_ 03/25/1992 Yes[] No[]]

Please complete all questions, and sign and date the form. Yes

Ne

at any time since August 5, 19972 (if yes, plesss provide infrmation below.)
Name of the person seceiving benefits: Relationshiptoyom: ___
City: County: State:

o —

1. Haye you or has anyone living with you received Temporary Assistancs to Needy Familles (TANF) o G

(If yes, please provide information below.)
Name of the person receiving bonefits: ____ Relationshiptoyou: _____
City: County: State:

2. Have yon or has snyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? O (@]]

3. Have yon received Supplemental Security Incomo (SST) at any time within the past 3 months? Q
Please note, this is not the sams as Social Seourity benefits (SS) or Social Security Disability (8SDI) benefits,
*lfyou checked yes please provide a capy of yowr SS1 documentation,

4. Havo you received any type of vocational rehabllitation services within the past two years? a
If yes, ploass indicate wiich type of waorked with and provide their Incation information below:

I Vocational Rehabilitation Agenoy I} Dept. of Vetorans Affuira Employment Network (Tiokes to Work Program)
Name of Agency: ______ Phoned:
City: ____ County: State:

*If you checked yes please provids a copy of your active Individial Work Plan and Ticket to Work documentation.

5. Areyou a Veteran of the U.S. Military? *}fyes, please provids a capy of your DD-214 and letter of separation, Q
{If yss, please provide information below. 1fnp, pleass continue to question #5.)

Dates of Service -PFrom: ____ To:
Branch of Service: _____

6. Have you been unemployed at any time during the last 12 months?

If yes, dates of unemuployment~From: _____ To:
Did you recelve unemployment compensation at any paint during your unemployment?
It yes, in whioh state did yon recelve wnemployment compensation? ___

Are yon entitled o or are you receiving campensation for a service-connected disability? Q g ‘

7. Have you heen canvicted of a felony or released from prison fur a felony conviction in the past 12 months?
Conyiation Date: Releaso Date;
Was tbisa [} Federsl or £ Stato conviction? 1£Stste - County: ___ Stater

B i

Dl O O
Ql p @

A & Additional Tax Credits :
IEC (Native American); Are you or your gpouse a mamiber of n Native American Tribe? C
4f you checked yes please pravige a copy of your CDIB card,
CA Residents: [} Are you the child of oster parensz? [L]] Do you seceive CalWorks? |l Workioreo Tnvestment At?
] Are yan 2 migrant or seasons! farm worker? [[J Have you ever been convisted of a misdemeanor?
SCResidents; [[7] Do yom reseive Family Independence Benefits?

a

PLEASE READ, S8IGN, AND DATE:
Under penalties of perjury, 1 declare the tnformation above to be trus and accurate 1o the best of my knowledge, amd 1 heveby authorize any agency, organization. or

individuals 1 supply such verification or information that may be needed to determine tax credt aligibility to my employer, enplayer represintative fAssociated
Cansultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature; MMQ_ Date; Jan 30,2018

RSB SET (I 30, 2UIs)




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

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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers ar 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) far each certification request filed for the new target
group,

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

New Hire’s Signature: _iesinte om0 Date Jaq 30’ s

New Hire Name: ___Kae Bleh Sae

Social Security Number; 630179748

Employer Name:

Please check the statements below if they apply to you,

| declare 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.

D 1 declare that | have been in a period of unemployment since

{Enter start date)

Privacy Act Notice;

The Intemel Revenue Code of 1888, Section &1, as amended and iis enacling legislation, P.L. 104-188, that the Stats Workforos Agencies are the
“designated” agencies responsible for administering the WOTC certification procedures of this program. Thel n you have provided complgting this
form will be disclosed by your employer to the State Workforee Agenoy. Provision of this Information is voluntary; however the information Is required to
datarmine your employer's eligibility for the federal fex credit.

T e N e e e T P e 1 Ty 4 0 e 0.0 /2710 9 TSV 9.4 Sk 3 7 9 4§ P8 & WP 0 4 P4 4 A0t 3.9 0 4 WA @8 v -0 oy 15 om0 4§ it & 4 o 3.9 e 8.0 o 0 6 M 8 8 2 ¢ 2 0 e 0 mm 08 i @

Public Burden Statement:

Persans are net required to respond to this collection of informeation unless it displays a currently valid OM B control number. Respandents’ abligaion to
complete this form is required to obiain or rtein benefts (P.L. 111-5). Pubiic reporfing burdan i8 esfimated to average 10 minules per response, including the
fime for reviewing Instructions, searching existing data sburces, gathering and meintaining the data needed, and completing and reviewing the collection of
Infomation, Bend comments regarding fhis burden estimateto the U.S, Dapartment of Lbor, Division of National Programs Tools Technical Asslstanc,
Room C-4610, Westington, D.C. 20210 (Paperwork Redudion Project 1205-0374). Please do not submit completed forms to this address,

117-

ETA Form 9176 (Rev. November 2016)
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Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | am respoﬁsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received

a separate copy of this form. (Initial)
% /22 /1%
Employe 8 Date:

Employee (please print your name here)

CMG_SM - Rev. 09.2013



Acknowledgement of Receipt Antiharassment Policy

I certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
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 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG's Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
asslstance in the resolution of such matters.

Employee Name (Please Print)

foe Bleh Scc

Employee's Signatuge:
% Date: / / IE




RECEIPT OF EMPLOYEE HANDBODOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand
and agree that it Is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

| also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

I understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. 1 further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

pate_t /20 /g€
SR Sl

PLEASE PRINT

EMPLOYEE
SIGNAT

EgﬁgESENTATNEMMﬁ




E ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. |agree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

4. 1am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: i /50 Ve

Associate's Signature: ?f;/

Associate's Printed Name: _KM%A/ G -
Orientation provided by: KW

24



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2. I have read the entire contents of this policy and | am aware and fully

understand: (a) the pollcy 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. I 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.

Kee Q«L Sanr

Individual's Name

/ /5@ / <
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Benefits Enroliment Form

EmployegInforination

Name (First and Last)

Enhanced MEC Plan_Plan 1

K Soe

» employer solutians staffing group.
Leveruging Recources in a Changing Markes

b

Fou.
120t 0 s Von a6t vl v,

ESNG

sohion mtionwids roup.
Wy menrecirTe Yok s .o G

Soclal Security Number

29

Benefit Plan Administrators, Inc.

650 /3 994E&
State

T S :

L BB e

EHER

T T

ey

oL .
Address City Zip Code
_/ﬁ'bl;ﬁda%w'r%)' Aot 10 4 gl M 55182
Gender Male Marital Status Single Date of Birth Date of Hire
O Female | [ Married [ Divorced g / z@"/ /qQ/L/ / / 2] |

|Phone Number: Emall Address: 4

Please Select Desired Coverage:

Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

Social Security #

Birth Date

" Vale

[ Spouse

Relationship

[0 chid
O Domestic Partuer

Last.Name r 65‘9 /? q ?Hg

220/ e

e ik

Relationghip

Othercoverage information including Medicare/Meadicaid

OF PERSON COVERED (FIRST, LAST):

Social Security # Birth Date | Sex
First Name M, Last Name E ll:a:m l:lSpElus eDBEemcChﬂﬂPm
—— e e . — e ———
i ) z ,sw_‘al_se.wﬂ;y#. i auu.m sgx el t,mnShip s
| First Name ML [astName E :ﬂ::ala m | SPEWE DoEesﬂ(E:hlj’l:rmer

EFF. DATE

EFF, DATE

EFF. DATE

Employee Acknowlsdgemant and Authorization -1 he:
any misstatements or faflura to report information

reby apply for the group benefit(s) as indicated. | acknowledge that all entries are true and complete and that
may be used as the basis for canceliation 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.

Empioyee Signature

EMPLOYEES DECLI

IF ENROLLING - YOU MUST SIGN HERE

Date (/(éﬁ,,g

Employee Signatu

O 1 am DECLINING coverage
1 understand that | and/or my dependents, If any, walve any coverage and desire to participate In the plan at a later data. iwe may be considered a late enrollee and
must mest the requirements defined in the Certificate of Coverage for the company’s medical or dental p|
(Including my spouse) because of other coverage, | may,
days after the other coverage ends. In addition,

ns. If | decline enroliment for myself or my dependents

//g/ g

In future be able to enroll myself or my depand In this plan, provided i request enrollment within 31
if a new dependent relationship forms as a result of marriage, hirth, adoption,
of adoption, I may he ahle to enroll myseif or my dependent, provided | request anroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

placement for adoption of parting sult

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-8956

Phone: 952-767-8619 Fax; 952-767-95156

Emall: Health@employersolutionsgroup.com



Fixed Indemnity Medical Benefits_Plan 2

7 VSl 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate___ / _/
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
fﬂf USING BLACK or BLUE INK (Must Be Filled Out)

Name | Social Security # Home Phone [ NG
o Sorc g £52/29ME | 45) 204 9% |°*
Add /- Apt. #
iy V22X @%/m ; ﬂé( /2/ . T to!
City State Zip Date of Birth
o Al M 2522 2 wigaq_

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

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

oo et o v [ —

i 2. | 3,

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

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

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company. _
SELECT COVERAGE LEVEL F U0 MOEMNITY | penmar VISION TERMUFE | HORETERM
EmployesOnly [ ][ s2025 &%  sea7 JJ)|  sea2 G| soeo | se20 1Y)
Employee +1 [] $41.10 $12.34 $4.92 $0.90
Employes + Famlly [ | $54.88 $20.36 $6.56 $1.80
NO to _ﬁl..l:_Beneﬁts I;lYes _I_:I No | DYes I:I No J;lllgs I:I No DYes I:I No | DYes D No

_'This coverage is not available to residents of NH, HI, or PR. 2STD is not available to persons who work in CA, I-_!T, NJ, NY, or RI.

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

Name Relationship

Name Social Security # Date of Birth | Sex Relationship
: &.é g% E2P/F9FHR | B IBliga | m []Spouse [ ] Child[_] Domestic Partner

" Name Social Security # Date of Birth | Sex Relationship
) 20 _J_f_/ / @ _I:_-I_S_;_)g_lige__D Child[_] Domestic Partner

Name Social Security # Date of Birth = Sex Relationship
/1 IE _ ] Spouse ] g'u_l_ld_ I;I Domestic Partner

Name Social Security # ' Date of Birth | Sex Relationship

/1 IMI[E] [spouse[]child[] Domestic Partner

RSN YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understand its limitations. | understand that open enroliment is only available for
a limited time and | understand_’_t_hq’g making no benefit selection is a declination of coverage. i

e

oate 00130 ! g—. - _ D>SIGNATURE  —AHS

This is an Essential StaffCARE Enrollment Form.



