To. Page2of3 16/12/2016 16:00:56 EST 15403015576 From: Lisa Ratliff

g Py solutions staffing growp 68 ESNG |g39)

TR S empinyer sohrions group poyicyer llons rebowds FIRe

Enhanced MEC Plan_Plan 1

Bonefits Enroliment Form !{New Employee [ Rehire Rehire Date
Employae information

{Name (First and Last)

Benefit Plan Administrators, Inc.

Social Security Number

Suzamz  E. Reywolds dR/=0R-FoTS
Address Chty State Zip Code ‘
1637 Richlmd Hitts Qe Strlem Va. 153
Gondor LJ Male | MaitalStatus [1 Single | Date of Bith Date of Hire
§rFomalo | [I Mamied  prDivoroed 10-35-196| 1d-13-/6
Phone Numbar Email Addross:
540-389-04 10 Cuth A5, i A verizoN. Ket

Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
O] ] mh

$24.00/Week $38.00/Week $36.00/Week 63.00/Week

Social Security # BirthDats | 5°% Relationship
T W Tt e T - M
Sodia Securty # it Date | Sox Relationship
£} Male {JSpouse 7] Child
(First Name M Last Name [ Female 1 Domestic Partner
Social Security # Birth Date | Sex Relationship
First Name I ot Name g m m] S?Oﬁm Dgesgfﬁmﬁ
I:M OF PERSON COVERED {FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgement and Authorization - 1 hereby apply for the group Ms}am‘immwmmmmmmm
anymimmes\ntxfaimtorapoﬂémbnnaﬁonmsybemdamm&mmdm&rmmdmy&wms),lfany,fvomﬂwaigiual
eﬂedmm.&m.lammwmwwmaummwmﬁmmf« ages | have elocted

IF ENROLLING - YOU MUST SIGN HERE
MM&SWW g &M’V@QJG Date Ia\"'(g*-/b

EMPLOYEES DECLINING 0 lamDE LL'N[NG coverage

Iwmmmtuﬁormydependmts,ifany,waiwmmmdmmmpuﬁcmmmep&matalaterdﬂhe.vwemmcms&dmwaImmo‘ibeand
mwmwrmmmmmﬁmmmmmdwaw I decline enroliment for myself or my depandents
(includmgmymm)museafmm!may,infuhnbemmmumwﬁwmyﬁopmmInWsmm,WMimquwwmlknantmﬁnﬁ
daysaﬁerﬁ\edwcmmqem!nm,ﬁammﬁutmlaﬁomhipm”ammﬁm.m doption, ph nit for adoption of parting sult
dam.;mummmwammwtmmmwidaysurmmm

IF DECLINING- YOU MUST SIGN HERE

Emploves Signature Date

Employer Solutions Staffing Group Health Banefits Team
7301 Ohms Lane Suite 405
£ding, MN 55433
Phone: 952-7687-9519 Fax;: §52-767-8515

Email: Heaith@employersolutionsgroup.com
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Fixed Indemnity Medical Benefits_Plan 2
VS! 219301-ESG-1 OFFICE USE ONLY LOCATION RehiveDate ___ / _ __/_____

ENROLLMENT FORM ESC CU{UNAC-MN) P1 v18.2

A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK {Must Be Filled Out)
Name Social Security #

\SIJZ&NNE' E. \Q@VN@LJS A&7»0&~3\Qq g Ho?&gf%n?aﬁ,c)yfo Sex @/
E37 Richlad Hills Oz o

City State Zip Date of Birth
Saylem 7:3 AY1573 107351196 |
B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? S VAR (RPN
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date
Name of Covered Person (s):
1. 2. 3
C. LIMITED BENEFITS PLAN SELECTION Payroli 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 ' o0 INDEMN DENTAL VISION TERMLIFE | SHORTTERM
Employee Only [V M s617 SB| s242 | sos0 | sa20 {§
Employee + 1 D $41.10 $12.34 $4.92 $0.90
Employee + Family D $54.88 $20.36 $6.56 $1.80
NO to ALL Benefits D Eges D No D Yes %o D Yes [E/No DYes %o u Yes B No

This coverage is not available to residents of NH, HI, or PR.2STD is not available to persons who work in CA, Hi, NJ, NY, or RL

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

Name Relationship

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # Date of Birth  Sex Relationship

/4 [Ispouse[ | Child[_] Domestic Partner
Name Social Security # Date of Birth . Sex Relationship

/o [ Ispouse[ ] Child[_]Domestic Partner
Name Social Security # Date of Birth  Sex Relationship

I/ [ I Spouse ] Child "] Domestic Partner
Name Social Security # Date of Birth  Sex Relationship

o/ [Ispouse[_| Child ] Domestic Partner

E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

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

pate | v 12/901e B> SIGNATURE /gw@owwm €. Buymolelo

This is an Essential StaffCARE Envolfiment Form.



