m DEPARTMENT W-4MN
OF REVENUE

2018 Minnesota Employee Withholding Allowance/Exemption Certificate
Employess

You must complete and glve this form to your employer  you do any of the following:

» Clalm fewer Minnesota withholding aflowances than your fedaral allowanses

» Clalm more than 10 Minnesots withkolding allowances

* Went edditional Minnssota tax withhald from your pay each pay pertod

= Claim to be exemptfrom fedaml withholding or dalm to be mempt from Minnssote withholding

Do not eamplate this form if yob are clalming the same number of Minnesota elfowanzes as feders) and the number taimad Is 10 or less.

WWW“ Inia) last h Employeys Svelnl Seeudty numbar
rdees Bopa lo e e
_liﬂﬁ__‘ﬂ:ﬂ:e._‘s&:&-“’ (B S mebons

TP ende

M-l A Nn M&mmmsmwn

Employess: Read instructions on back, complete Section 1 OR Section 2, sign and give the completzd form to your employen {Do not complete
both Section 1 and Saetfon 2. Completing both sections will make the form invalld.)

[ section 2~ Determining Minnesota sllowances

Complsta Saction 1 i you clsim fewer Minnesols sllowances thep your federal allowances, ANDJOR if you want edditions! Minnesots withhold-
Ing deducted each pay penlod.

1 Tota! number of faderal allowances slaimed on federal FOMI W . .eevreeiereroecccssssnssassrsssvsssed _.3._.-.....
i Total number of Minnesota allowances fline 2connot be mOre than ME 1) ....cveereerecceerrrssoensss @ mmmmremmm————

) sestion 2 — Erempifon from Minnesota sfthhalding
Sompluts Section 2 i you clnim 1o be exempt from Minnesoto Income tex withhokling fsee Section 2 instructions for quafifications), If applicable,
check ona box below to tndicate the reason why you belleve you are exempt:
31 meet the requirements and cizim exampt from both federa! and Minnesata income tex withholding.
TE} &ven though 1 did ot claim exsmpt from fadsra) withholding, ) claim exempt from Minnesota withholding because § had no Minnessta
income tax Sability last yesr, 1 recelvad & refund of 2l Minnesota income tax withheld, AND § expect 20 have no Minnesots Income tax liabliity
this year,

D My spouse Is b militery service member assigned to @ military location in Minnesots, my domicile (legs! residence) s in enother state, AND )
amin Minnesots solely to be with my spnuse. My state of damidie Is

Elamankneﬂmmnwmmmmam

[312m member of the Mimesots Mattonl Guard or an active duty U, mltary membes and csim exeap fram Mispesota withholding on
my milieary pay.

E | recelve 8 military pension or other military retirement pay as calculated under Thie 10, 2401 through 1434, 1447 through 3455, and 12738
and claim exempt from Minnesots withholding on this retirement pew

I certify that oll information provided in Section 1 QR Section 2 Is carrect. | understond there Js @ S500 penufty for fillng o falss withholding allow-
ance/exemption certificate.

’

Empinyegs figrutiv Dute Deytims

- - -

Employses: Glive the complated form to your employer,

Employers

Uwum'? requirgd to send a copy of this form to the Dapartment of Revenue fsee instructions), you must enter the employer Information halow
and mall thisform to: Minnesota Revenus, Mall Station 6501, St. Paul, MN 55146-6501. {incomplete forms are considered invafid.) A 550 penalty
rory be estessed for each reguired Fonm WM not Hlad with the departmant.

Keep a copy for your records.

.Tknmﬂw Fedural employer 1D mumber (FEN] NInnesats Wt iD nymber

mp—

Addrons Tty Stin HPcodo

Beaghy) Questions?  Website: wwwi revanue.stste.mn.us,  Email: withholdingtax@state.mn.us. Phons: 6531-282-9959 or 1-800-657-3594,

-
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EMPLOYER SOLUTIONS STAFFING GROUP
BACHGROUND CHECK AUTHORIZATION

mpioysetime: __O+-ep2. i{ig’ag}p

{First) {Middle)

Former Name(s) and Dates Used:

Current Adtress Since: /5048“”"4;-649' S, P! Mn _SS106

{Mo/¥r) {Street) (City) {State/Zip)
?revlnusAﬂdressme:_ﬁa ”(f::‘t) F/Qa[l['ﬂ.] S‘ fm?ég/z}p! Mnp 55106 &
Previous Address From:;,

T " o (Ste/Zp)
Socia)security mmber, - A TH-02Z-267Tl  pop_ /1-0S-191S
Phone Number:___b12. -~ 17 - Qﬁq-é

Driver's License Number/state:_ G- 109036037216

The information containad in this application is correct to the bast of my imowledgs.

1 hereby authorize Employer Solutions Staffing Group, LLC and Rts designated agents and representatives to conduct a
comprehensive revisw of my background causing 8 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 1s not fimited to the following areas: verification of saclal security number; credit reports,
current and previous residences; employment history, etducation background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
reeurds,mnhramrds,andanvoﬂzerpubllcremrds.

1 further authorize any individual, company, firm, curporaﬁon, or public agency to divulge any and all information, verbal
orwritten, pertalning to me, to Employer Solutions Staffing Group, LLE or its agents. | further authorize the complete
release of any records or data pertalning to me which the individual, company, firm, corporation, or public agency mey
have, to include information or data received from other sources, Employer Solutions Staffing Group, LLC and its
sdesignated agents and representatives shall maintain all information received from this authorization in a confidential

manner in order to protect the 8 : personal information, Including, but not limited o, addresses, social security
numbers, and dates of bir
Signature: Date: ‘;’;Q

Pleise check the bm: balcw lfvou wlsh to recelve a copy of a consumer report that Is requested.
312 wish to recelve a copy of any Background Check Report on me thot Is requested.

T YT
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EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP
TN CASE OF AN EMBRGENCY -~ NOTIFICATION INFORMATION

BmployeeNamo:_é_"
s |SOR  MALce Streeh

T (12 10 1- 0543

Comcttt [BowePme 65 T7Y-1117
Name:  Maria Hopalo Celt-Fhonss
Relationship: Mother WexdePhuae:

Contact #2 RemeThooot—
Neme: Ue..lly l.lv/aJD CellPhone: 651~ 815 - 7233
Relationship: S Hesr Worls Phone:

Addttional Infermation 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 smergency.

.

= gy remans
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STAIENENT OF CONPILEN | JAL

This agreement made this 2.0 day of __Husch , 201 9, between

Employer Solutions Staffing Group LLC, herelnafter 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 discloss 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 hereot, the
employee agrees to pay to the empioyer 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.




employer solutions staffing group -

INJURY MANAGEMENT PROGRAM

Injured Workar's Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and

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 resuit of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you chogse one primary
health care provider. Subpart 2 places limitations on your right to changs
pdmarymhﬁ care providers. Discuss with your employar any change in health
cane p :

Attend all scheduled appointments. Whils on physical limitations, visits should
be a minimum of once every two weseks. Fallure to have cument medical support
for disabllity may resuit in termination of benefits. Schedule your next
ammnt immediatsly after your doctor visit, before you lsave the clinic if

P le.

Obtain 2 Report of Workability from your physician at every appoiniment, a
minimum of once every two wesks. M.R. 5221.0420 requires that your physician
cooperate with returh o work planning and that you be released to return to work
at the eariiest appropriate time.

immediataly following your appointment, provide a copy of the report to the
designated employer representative. You should defiver 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 reguler department. The work may or may not be on your
usual shift.

B e s I Tt ) S
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Malintain regular, weekly, communication with your employer if you are unable to
_return to work. Contact your employer @ minimum of after every visit with your
primary hesith care provider. Keep the claims representative advised of your

If it is necessary to miss-scheduled work dus to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the ime away from work. The physiclan must complets &
Report of Workabllity.

1 have read my res aU::mﬁoahﬂebyﬂmguwellnu.
Signed: :

Printed Name: __ S heve uogglc

o S
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important/importante

LOST-OR STOLEN PAYCHECKS

If a paycheck Is lost (missing, misplaced, destroysd, jost in the mall, ete.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check hae not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $26-$35.

If your paycheck was stolen, you must first file a police report before we can re-
Issue the check. Once you have done &0, 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, ESSC will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Sl un cheque de pago se plerde (qus falta, fuera de lugar, destruldo, perdido en
el cormeo,.etc), usted debe nofificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar gue el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el chegque a usted, descontando
uncargode entre $ 25 - $ 35,

S} su cheque de pago fie robado, primero debe denunciar el robo a Ia poliola
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copla de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y i ia pérdida del cheque
no fue su culpa, ESSG emitiré un nuevo chegue y no hay cuota se deducira.

AGREED/SE ACUERDA—

o emnpgamaees
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employer solutions staffing group.-
ESSG WORKPLACE SAFETY POLICY

Tt is ESS8G's policy that all employees shouldheabletoenjoyahazardﬁeaandsafe
work environment. It is ESSG’s duty to:

(1) Ensure that its clients provide you with a workplace free from serions
recognized hagards and comply with standards, rules and regulations issned a
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) Esteblish or updete operating procedures and communicate them so that
gmployees follow safety and health requirements. : !

(5) Provide safety training in a language and vocabulary workers can i
understend. '

ES8G is committed to vigoronsly enforcing its OSHA Compliance Policy.

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

» Responsibility to wark in compliance with OSHA laws and regulations

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

o Responsibility to report workplace hazards and dangers

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

You havs the following basic rights:

- » Right to refuse unsafe work
o Right to know or be informed about actual and potential dangers in the .
workplace : g
» Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
warkplace,

ammppee— =



employer solutions Fﬁng group.

o Right to request information about safety and health bazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

» Right to gain access to relevant personal exposure and medical records.

You can have your name withbeld 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 ar 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 18 other fodera] statutes for which OSHA has jurisdiction, or for
zefnmngmwmkwhenfaeeﬁwﬁhimmmentdangarddaathorsenmnduryand
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 safs workplace has been violated, you can make a
mpmttoammgemofthehostworkateempbyeranﬂlorﬂ%ﬁ(byhlsphomng

).885.1288/1,868.496.7578) and asking for the ESSG Safety Director. You can
alsoeamctOSHAdmctbmthwcomem ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employes who may have
‘been subjecied to unaafe or hazardous worksite conditions.




employer 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, 2 member of management or to telsphone
Employer Solutions Group (ESSG) at 852.885.1288/1.868.496.7578 with any
questions 1 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.

1 aleo 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, divector or ESSG’s Safety Director at
952.885.1288/1.888.496.7578 in arder to obtain assistance in the resolution of such
matters,

Employse Name (Please Print)

Slewe “0\1&\0

Employee’s ture:
_é‘:ﬁvp Patn: D 2015




- B850 Pre8creening Notice and Certification Request for
Lttt LG the Worik Opportunity Cradit ONB %o, 15461500
P s | Information ebout Farm 8550 s Hs separets nstnuplions s e wiverdragoviTemmBssD.

Job applicant: Fiil in the lines below and cheok any bones that apply. Complete only this side.

Yournams __Seve #M Socisl sesurtly umber> _ 74 - 02 -267]
smatatsswhersyouive 150 M¥-fee St reet
Olty ortown, state, ans ZPoode > . gy | WM~ 551006

County _Q.M S-eﬁ{ Telephons numbsr _‘Z&.LL)M‘IS

i you are under age 49, entar your date of birth {(month, day, year)

1 [mmmummmawammmmmmmsmwammmmm
far the work appartunity oredit.

2 chmkmﬂmummmmmmwm

« | am a member of a family that has recelved aeslstancs from Temporery Assistance for Needy Families {TANF) for any 8
montha during the past 18 months,

» | am a vateran and a member of a family that ressived Supplamantal Nulrition Assistance Pragram (SNAP) benefits {food
stamps) for at {east a 3-month psriod during the past 15 months.

* ] was vaferved hers by a rehabiiitation egensy approved by the state, an employment nshwork undsr the Ticket to Work
program, or the Department of Veterans Affairs.

* |am & 'sast age 18 but not age 40 or oldsr and | am 2 membsr of a famby that:
a. Reosived SNAP bansfils {food stamps) for the past 8 months; or
b. Recsived SNAP bensfits {food sterps) for at lsast 3 of the past § months, but is no longer eligible to reseive them.

e Diring tho past year, | was convisted of a felony or relesssd fram prison for a felony.

* | received supplemsntal security incoms (S81) benefits for any month ending during the past 80 days.

» |1 am e veteran and { was unemployed for a period or pariads totaling at least 4 weeks but Isss than 8 months dwing the
pastyesr,

] Check hera if you are a veteran and you weare unemployed for a period or pariods totaling st lsast 8 months during the past
year.

4 [ oneck hsre if you are a veteran entitled to compensation for & sevice-onnnested disehiity and you wers discharged or
relsasad from aotive dity in the 1.8, Armed Forpes during the past year,

B mchackmuywmaavamnmuwmmﬂm:mmﬂnmddwmmdwnmmmplﬂmwa
) period or periods totaling ot laast 8 months during the past year.

8 [T]) Gheckhere If you sre a member of a famlly that:
» Recalved TANF paymsnts for at isast the past 18 months; or
» Rassived TANF payments for any 18 months beginning after Augunt 5, 1987, and the earflest 18-month paried beginning
after August 5, 1897, entled diing the past 2 years; or
= Stopped being aligible for TANF payments during the past 2 years bacauss federal or stats isw iimited the meximum time
those payments could be made.

7 Ghenkmmnyonmmapenodafmmoymﬂuﬂmmmeastﬂ conssgutive weeks and for all or part of that period
you ressived unemployment compansation.

“Signatire—All Applieants Must Sign

Under pendifiss et goguy, | eciam that ) pave £ abovo informsien to i eimployer on or batore Tho ey | was offerod o job, tnd & s, 10 fho bestaf my knowiedge, tus,

oamest, snd
Job applioant's signaturo > ﬁ } pate F-20~ 1Y
nmm-&w»%mug:mw et No. 228631 Form B850 Rev. 52016)




Form A (rev. 03/2017)

TAX CREDIT QUESTIONNAIRE =

EMPLOYER SECTION:
Clients

Company:

Position: Starting Wage: §

Suffix:

“Street Address:

M -Eea St

City/State: ‘
<S4 Ppo) Mn

T3eg

Date of Rirth:

Age:

Have you worked for

Eeri

17 yes, Ioeation:

U7~ 02-261  1-ps 1515

93

Please complete all gquestions, and sign and date the form.

Yes

No

1. Have yon or has anyone with you recsived Temporary Asslstanee to Weedy Pamilies (FANF)
at any time singe August 8, i yes, plzase provide infzmatien below.)
Nams of the person moeiving henefite _____ Relationshiptoyo: _____
City: County: _____ States ____

12, Havemorhumnellvlmwlthm received Food Stamps (SNAP) st apy $me durisg the past 15 months?

(1fyea, plense provids
dedmmmnﬁmmm Relationshipoyows

City: .. Connly: _____ States ____

3. Haveyou ressived Supplemental Security Income (SSI) at any time within the past 3 months?
ﬂmm%hmhmmWWMMmmsmmmm
ffyou checked yes please provide a copy of your SSI documentation.

== T

4, Have you received any type of voeational rebabilitation servises within the past two years?
1 yes, pleass indicste which typs of agency you worked with end provide their lecation infhametion below:

0}l vocstions! Rehebilitetion Agency ﬂnmmmm {03 Bmployment Network (Ticket to Work Program)
MemsofAgency: ____ Phoned:
*§fyou checled yes pleass provids a copy of your active Individent Work Plan and Jickst to Work documentation.

{ 8 Aseyona Veteran of the US. a DD-214 and lettsr
mﬂmmanmm%&mw s mm ey e
Datesof Sevice-From: _____To:
Branch of Service: _____

Are you entitied to or arg yen

Q

6. mvambmmmpmmmwﬁmndmhgmehunm
If yes, dates of unemployment - From: § €99 To: 3 19
Did yon recslve unempipyment compensation st any polut during your unemployment?
1fyes, in which state did yon receive unemployment compsmsation? _

9. Have you been convicted of a falony oy released from prisan for a felany conviction in the past 12 months?
Cunviction Date: -2 0 HRelesse Date: 1 - D%~ 19
Wasmha]:nredmnmESmmwmmm cmv&.qm hn

7o I,

o e
Aty T

';Quahaihmwm um ; :‘ ):I 4 Sor S i

TEC (Native Ameritan): Mynwmmmammdanmmw

{fyou checkedyes provide a copy of your CDIB card,

CA Restilents: [L] Are you the child of fostes parents? [} Do you seosive CalWorks? [T Warkfioros Jnvestment Ast?
[L} Are you a migrant or seasons} firm warkes? [[J Have you ever boen cunviotod of 2 misdemeanor?

SCResllents: [[] Do you receive Family Indopendenos Benafits?

e 0 ap
ol @ ap

PLEASE READ, SIGN, AND DATE:

Mﬂm]ﬂuﬂm I declare the information above 1 be jrie and aceumats to the bext ¢f my knovwiedge, and 1 herehy auiharize any agency, orgemization, or
representative {Associated

detarmine tes cvedit eligibily 1o ny swplayay, employsy

wﬁm»mmn; map,

New Employee Signature:

¥

Bl s
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US. Department Labor OMB Control No. 12050371
Employment and Training Administration ] Expiration Date: Jamary 31, 2020

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

Instructions: This Seif-Attestation Form {SAF) s to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Warlforce Agency with IRS Form 8850 or if filed
sepavately, with ETA Form 9051 {or £TA Form 9062) for each certification request filed for the new famget
group.
Under penalties of pesjury, 1 declare thet this information is true and correst to the best of my
— {

. A A
New Hire’s Simm:_&&_@_%_ Date _3 ~2.0-19
New Hire Name: __ S T e ve ng_p_g\o

Social Security Number: 47 - O2~2 6771
Employer Name;

Please check the statements below if they apply to you.
£1 1declare that 1 was in a period of unemployment that is at least 27

"consecutive weelks and for all or part of that period | received unemployment
compensation.
O  1declare that | have been in a period of unemployment since

(Enter start date)

Act
mmmmdﬁmanwmmmmu1wu,mmmmhw:mm tga
Tormwill bediselozed by your emplayer to fhe State Wirkfores Agency, Provision of ih's Informafion Is voluntary; mﬁamsmmm
tetermine yourempioyer's eliphilly for fa fedars! tax cutil

Publis Burdon Statement:

Possare are not renuired {0 respund to fhis odliecfion of nfomeation unisss It displays a curenily velid OM B contrel mimbsr. Respondenis’ obigationfo
mﬂ&mhwmmﬁmmm11mm%mmugwu£mm% nmmm‘}m
Irformation. Ssnd ; mﬂmmwmmmam ofLebor, Division of Nefionel Pragrams Tools Technios! Assistance,

ETA Form 8175 (Rev. Novembar 2018)

i Ao re T ey -
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DRUG AND ALCOHOL
TESTING CONSENT FORM

1. ltmvebsana!lowedtmsadandinspaetawﬂﬁancnpyofEsss policy on
drugs and aleohol.

2. Ihavemadmeentlrecontemsofﬂﬁspoﬂwendlamawmandfully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequances of such conduct; (c) my rights under the policy and the conseguences if |
- exercisa certaln rights; and (d) that certain svents as described in the policy may result
In adverss personnel action, including my termination from employment with ESSG. |
understand thet this policy in any form, and eny employee handbook including this
policy, are not a unllateral employment contract or offer thereaf.

3 !herebyvolunlaﬁlymsenttoESSG,oritsheamsswbepmvldas.or
-memmmcwormﬂmbwﬂeﬁaMymmmm
urine, breeth, ar any combination thereof) from me for testing for alcohol and/or drugs. |
mmmmmhmmwwsssemaymmmom
analysis on the sample provided by me. { further voluntarily conssnt to the
mﬂt‘oﬁedeManMandbmmwmmmaﬂmm ,
e e

[ uale Name

3-20-15
Date

.

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC_Plan 1 ESNG

FARS.

Baneita Earolloent Fon dow Ex T
reve Hopubo Y74 0226 711
Chy (13 p
{ Gander ;Mah Naritsl 8tatus |_] Single | Dete of Birth Date of Hiro
[ Famale { ] atanisd L] givormen
Phons Numbars Acdrose:
Please Select Desired Coverage:

E!:g!:yae Only - [T Employae+Spouse - Emplg:a-i-cmld(mn) . Family -

S 4 R RN o T e R S T e

o Sacuty o = Relationahip
: . [ e spanss L] s [
. I TN n P B o e
S i e ey

Bools! Soanily$ Sith Dale

s D s
1 Partoer

N, RS R O e kR e R
e O o
[T R Sponse Chiia
r*;-\"-'— -‘_‘ijTu"u_'_‘.‘: : ;:I._|..u. g t
EFF DATE
m‘m
EFP, DATE

any, walve &ny coverags and dasin o participats hmmmnmdmhmhnnslm;hhmm
mmmmmmmmmmmmmmmm«m i1 gnsiing enrolimem for myseif or my dopsndents
amlmmmmmmedmmlw.hmm b stiioto enroll myssitor my In this plan, provided § requost envoliment within 8%
days aftar 81 ather coverage enda, luumnamwmmnmuamwmum,mmmmmmwmmm

I understond tht§ sndfor my depongonts, Far

nfummmyhsuabemnnMw 1 requoat envoliment within 89 doys ofthe evant,
IF DECLINING- YOU MUST, HERE
| Empioyoo igmature e - 201G
£ Employer Bolutions Staffing Group Health Benefits Team
PO Box 48270
Minneapolis, MN £5344
Phons; 852-767-6510 Fax; B52-767-8515

Fmalt: Health@employemolutionsgroup.com

e

7 typiaee
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