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https://e-veﬁfy.uscis.gov/web/PrintCaseDetails.aspx?CaseVeern=

Case Verification Number:
Report Prepared: 11/08/2017

COmmx Information

SENSITIVE BUT UNCLASSIFIED
2017312132425BT

Company ID: 47429

Emglggee Information

Company Name: Employer Solutions Staffing Group

Last Name: Mays
Date of Birth: 03/07/1971
Hire Date: 11/08/2017

Document Information
“

First Name: Tommle
Social Security Number; ** ** 8761
Citizenship Status: A citizen of the United States

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

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

Case Status Information
M

List C Document: Soclal Security Card

Document State: Minnesota
Document Expiration Date: 03/07/2021

Current Case Result: Employment Authorized
Case Submitted On: 11/08/2017

Employer Case ID:
Case Submitted By: GLUI1009

SENSITIVE BUT UNCLASSIFIED

of 1

11/2/7017 17%.04 max



PO Box 46270
Minneapolis, MN 55344-9956
Tel: 952.835,1288

¥ www.esgstaffingsolutions.com

e

UD.e

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK
—_— T RN T IN TN

Last Name Mays First Name __TOmmie Middle Initia) M
Street Address 2047 9TH Avenue East AptiSte

. Clty/State/2ip _ North Saint Paul, MN 55109 Soclal Security Last Four J00(-XX-
Phone Number _ 6513999654 Email Address @

Staffing Agency/Recruitment Partner CMG

| understand that a comprehensive background check mey be conducted to determine my eligibifity for hire by certain dlients of ESSG,
This may include but is not limited to, investigations of criminal and/or conviction Tecords, driving racords and/or a drug screen test as
required by cllents, government regulations or by ESSG policies,

I release EBSG and other persons or entities from any claims thet might be based on ESSG's decision to conduct a background check.

| certify that all stetements mada In my application are true and aceurate and that | have not omitted any material information or provided
false or misleading information, } understand that any material omission or misrepresentation will result in my disqualification from
considerafion for employment or, if discovered after | begin employment, will result in my termination.

If hired, | agree to abide by the policies and progedures of ESSG,

Tommie Mays %%% Nov 8,2017

Name (Print or {yps) Applicant’s Signature Date
A copy or facsimile ("fax") will be considarad the same as an original signature. Emal wil) ONLY be used for employment correspondence
For ESSG Office Use Only
Emergency Contact Info | Background Release Form Background Resuits Unemployment Letter ESC Application
(It applicable)
For ESSG Client Use
DOH ROP Work Site Log, WC Code

ESSG - CMG-CO Rev. 0472017



Employinent Eligibility Verification : USCIS -

o >
NEA Form 1-9
s\ Department of Homeland Security
AN, e, ) . . A OMB No. 1615-0047
; U.S. Citizenship and Immigration Services Expires 08/31/2019
P START HERE: Reaqd Instructions carefully before completing this form, The Instructions must be avallable, either in paper or electronically,
during completion of this form. Employers are liable for errora in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It |s legal 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 cantinue to-empley-
an individual because the dacumentation presented | Q@Ammm-my-m-mms llegal discrimination,

S E—— fsectium.“emp'ldyee Information and Attestation (Employees must complete ang $ign Section 1 of Form 1-9 no fater
than the first day of employment, but not before accepting a job offer. )

Lagt B \{7agﬂyNama) First Name (Given Name) Middle Inifia! | Other Last Names Used (ifany)
VIE

1) Tomm’e . —

Address (! Number, 6) Apt. Number City or Town ZIP Code
L2087 G E Noery ST | V] %09
Date of Birth (mm/ddyyyy) U.S. Soclaj Security Number . Employse's E-maijl Address Employae's Telephone Number
O3-O0N -9 BI2H]-E7g) - 24] MAvicmae m’bS‘l"‘:S?Q”?w‘/

¥ ] 7
1 am aware that federa) law provides for Imprisonment and/or fines for faise statements or ua%‘gf faise documents in
connection with the completion of this form, :

1 attest, under Penalty of perjury, that | am (check one of the following boxes):
1. A citizen of the United States '

(] 2. A nonctizen nafiona) of e Unjieg States (Ses instructions)

D 3. Alawlul permanent resident (Allen Registration Number/Uscis Number):

L] 4. An atien authorized to work until (expiration dats, if applicabie, mm/ddlyyyy):

Some allens may write "N/A” in the explration date field, (Ses Instructions)
Allsns authorized to work must provide only one of the Tollowing document numbers to complete Form -g; pped T
An Allen Registration Number?USCIS Number OF Form 1-84 Admission Number OR Forsign Passport Number,
1. Alien Registration Number/USCjs Number;
OR

2. Form |-94 Admission Number;
OR

3. Foreign Passport Number:
L Country of Issuance;

SignamreofEmploy% W%T ay's Date (mmilyyyy) //-58- /7 J

[Preparer andjor Translator Certification (check one):

D I did not use a preparer or transiator. [j A preparer(s) and/or transiator(s) assisted the employee in completing Section 1.

(Fields befow muyst be completed and signed when Preparers and/or translators assist an employee in completing Section 1. )

| attest, under penality of Perjury, that | 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 Trangiator Today's Date (mm/dajyyy)
Last Name (Family Nameg) First Name (Given Name)
Address (Strest Number ang Name) City or Town State ZIP Code

@ Employer Completes Nex; Page @

Form 19 07/17/17 N

Page | of 3




of Accepiable Documents. V)

Employment Eligibility Verification

o] | Department of Homeland Secnrity -
' : U.S. Citizenship and Immigration Services : Expires 08/31/2019
Section 2. Employer or Authorized Representative Review and Verification |

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of empio yment. You
must physically examine one document from List A OR a combination of one document from Li

USCIS -
Form 1-9
OMB No. 1615-0047

“Lists

Employee Info from Section 1

“ListA
Identity and Employment Authorization

First Narme {Givpn Nameg)

AND ListC

Employment Authorization

’Focument Title

Issuing Authority

Document Number

* [Expiration Dats (7 amy(mmiadyyy;)

Expiration Date

NeE

€Y
(f ary) euridyyyy)

-(h71 - @A\

€ Minogseng

3% ! Dg_ ont Title 1 i
L
Issuing Authority :
A

Document Nun.mer )
~Sle- €10

Expiration Date (i anyj(mnvidiyyy]

Document Title

Issuing Authority

Document Number

Expiration Date (i any)(mm/dd’ym

Docu_ment Title

Issuing Authority

Document Number

Expiration Dats (if any)(mm/ddfyyyy)

Additional Information

QR Cods - Sections 2 & 8
DonWmelnThisSpaoo

| attest, under penalty of perjury,
Isted document(s) appear to be
employee Is a

that (1) | have examined the document(s) presented
genuine and to relate to the
uthorized to work in the United States,

The employee's first day of employment (mm/ddfyyyy): | i- g— 13

employes named,

W the abova-némad employee,
and (3) to the best of my knowledge the

(See Instructions for exemptions)

refof Employer or Authorizad Representative

Today's Date (mm/ddlyyyy)

@ of Empl yer orized Representative
RS A T

\ame of l,imployer or Authorized Representative

F\mi Nams of Employer or Authorized Representative

Employer's Business or Organization Name

tm \:::h AMET e onS 6\"&
Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
[msse Epins Qood Be, Suide. 900 [Eden Do e V)N | 555204y

o

Section 3. Reverification and Rehilres (7o be completed and

signed by employer or authorized representative.)

A. New Name (if applicable)

B. Date of Rehire (if applicable)

Last Name (Family Name) First Name (Givan Nams)

Middle Initial | Dats {mnvddfyyyy)

of employment authoﬁiation has
n in the space provided below.

C. It the emplayee’s pravious grant
continuing employmant authorizatio

axpired,

Provida the information for the docurmant or receipt that estabiishes

Document Titie

Dacument Number

Expiration Date (I any) (mmvddfyyyy)

1 attest, under penaity of perjury, that
the employee presented document(s), the documentys)

to the best of my knowledge, this employee Is authorized to work in the Unlted States, and if
I have examined appear to be genuine and to refate to the individual,

Signature of Employer or Authorized Representative

Today's Date {mm/ddiyyyy)

Name of Employer or Authorized Representative

Form 1-9 07/17/17 N
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g €] Direct Deposit (Pleaso complets Sestions 3 and 5 below

employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

by Direct Deposit and/or Payroll Debit Card,
V -:lr..: aid by pape Check.

Employees have the option of receiving wages
If you do not 1 ovide a written electio;
SEC HON BNSIC INEGRNEA T O

Date
9—1 7

SL GG N e I E G

NmechpnsftacmuntsmaytuImupm7daysmbaatﬁvmd
/|| Payrol Debit Card (Please complete Sections4 and 5 below) | _|Paper Check (Please complste Section 5 below)
SECHION 3 DIRECT D ISE

\ O Update Bank Account

:) BMNWM.S . &C}A_L/(,
W 0 10600 27
Aot 20H1%706| 03265

Chttking I Savings [Jother

e Tohelpus avoid making an error, pleaseattanhacopyofavoidedchedc (a deposit slip will not work)
. lfyouchmgebtmks,donMchseyomoldbmkamuutmﬂlymdhectdeposﬂhastatﬂlenewbmk,whichmaytakeZpayperiods.

SECHION L DANROL DLEBLE CARD

I understand and acknowledge that if I do not Pprovide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

nee [ -8~1N

i an account, In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you, If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Cm'dtnpayyourwages.Foryourpmtecﬁon, theﬁnancialinsﬁtuﬂnnmay ask you to provide them additional identification information so they can
verify your identity,

transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that Yyou received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)

First Name M., Last Name Date of Birth
Strect Address ponox NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

ctly deposit my periodic ‘wages/compensation payments, net of regdffired tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entrieg and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

/7 @ Qmai /. COM

tion will only be usedfpdend your p 8 electronically

m%‘?ﬂ Date: //“5)’/7

V4
7

*E-mail:




Form W4 (2017)

't
mwlﬁwwmmmmmu

instructions. If you aran't exempt,
the Personal "‘ﬂ mwua&'%""?}?

Nonwage income. i you have a large amount of
nonwags income, amr:s mas't?; divld%nda,nm
1040-ES, Estimsted Tax for Individuals,
additions] tax, If you have an or
%WMWW&WE%MHW
adjust your withholding on Form W-4 or WP,

Two { you have
g S L e
o allowances you ara ed to
201 wages, ! be based “”"gu
- Tax Withholding yﬂudﬂﬂma'nd“gwmbgammomor W-&&awvdﬂ'n ldhgamanywmm
ax. o — - - — - - - - W T TN
Notes if another personcanclimyolias adependenf ~~ Head of houscho Wm’?mm‘%&mm‘“&mm“
fom witordion ww&mm mm - N allen, it you are a nonresident alien, see
Notice 1382, Supplamental Instructions for
axample, Interest and : M’w&"m”%&” Nmum%bafmmmmsﬁngmmm.
'y Pﬁm‘s Dedm“; Check: rwithhol;
mmﬂmﬁﬂm%ﬁ?&?&@h Filing tnformation, for information, Mwmmsmmmmemwm%m
& dependent, if the employee:

Tax cratlits. You can take projected tax cradiis into Sormparea to your tax
« laage 86 or older, o 150,000 g ?ﬁgmma

winposin OWaii0es. forchldordspendent  exoead $130,000 (Single)

|3 blind, or care axpenses and the child g oredit w Ilrrl'!onnatlcn about any future

the ot below, o) entslmcﬁm nm (sych
* Wil olalm ants to in tax or
p Wmms%mmm See Pub, 508 for a"nnun your other E'uua&?:mdaﬂmmmmu%wﬁepm

Personal Allowances Worksheet for your records,

A Enter“1"foryoumlfifnoonaelsemnolatmyouasadepmdm. © 0 ©C 0 00306 006560056 00 0
* You're single and have only one job; or

Enter #1” it { * You'ra married, have only one job, and your spouse doesn’t work; or } s o o L9

-Yowwageaitomamondloboryourspouaa’swages(ormetotalofboﬂa)are$1,5000rless. '

Eruar‘ﬂ”foryourspouse.But,youmaychomtaanter“%’lfyouaremaniedandhaveemeraworldngspouaeormore

thanonejob.(Entaﬂng"-o-”mayhelpyouavoldhavlngtoolﬂtletaxmha!d. © 0 0 00 60008 o606 05O

B

c

D Eruernumberofdependems(oﬂwrmanyourspomoryourselwouwulchimonyourtaxretum. o o 0 0
E

F

FHATE
fi

éi. i |
H § %ﬁ gé
} H T L
?EE gség ggigég
gé,, %3; gggg
g%%é 5% i

i

LB
: g% §§§ %
i §§— g

]

Enter “1° if you will file es head of household on your tax return (see conditions under Head of household above) . .
Entar"1"lfyouhavaatleast$2,0000fchlldnrdepandemeamexpenmforwhlnhyouplantoclalmamdtt o ©
(Note: Do not Include child support payments. See Pub, 603, Child and Dependent Care Expenses, for detalls)

G Child Tax Credit (inoluding adciitional child tax credit), See Pub. 872, Child Tax Credit, for mors information,
® If your total income will be less then $70,000 ($100,000 if mairied), enter “2" for each eligible chiid; then less “1” if you
have two to four eligible children or leas “2" i you have five or more eligible children.
* if your total Income will be between $70,000 and $84,000 {$100,000 and $119,000 i married), enter “1” for each eligible child,. G

H  Addfines A through @ and enter total here. (Nmﬂﬁsnmybadmmuﬁommenumbwafexempﬁomymolalmmmmmg >H

-

sif to itemize or claim a ustments to income and want to reduce your withhol see the Deductions
Foraclt;;larac%. au%?fw@eﬂm 1‘:‘;992. % e
compiete a ¢ If you ars single and have mora than one oborammanledandyouandynurspombmhwodcmdmemmbmd
worksheets earnl fro:ll'gl jobs excesd $50,000 ($20,000 if mari seo the Two-Eamers/Muliiple Jobs Worksheet on page 2
thatapply. | toavol hevi to e coe o aoo00 | = =

« if nalther of the above situations applies, stop here and enter the number from line H on line § of Form W-4 helow.
Separate hore and give Form W-4 1o your employer. Keep the top part for your records.
Employee’s Withholding Allowance Certificate

DWhnﬁmryonameuWadhdahnawhhnnmbwoiaﬂowmormmpﬁmfmmwﬂhbdﬂnnh
gubject ta review by the IRS, Your amployer may be required to send a eopy of this form to the IRS,

Last name Mays

OMB No, 1645-0074

W=
e 2017
1 our first name and middle inftial number

Tommie M 329568761
Home address (number and street or rural routs) ?@,@, (J Mamea O Marrled, but withhold at higher Single rate,
2047 3TH Avenue East Nots: umm,mmww,wmbammmmmmm%wm
City ar town, state, and ZIP gode 4 uyonrlwtmmadiﬂmmmatehmmmmdalsewmm,
North Saint Paul, MN 55109 oheck hera. You must cell 1-800-772-1218 for a replacement card, b

§ Total numbwafallcwancesyouarectalmlng(fmm line H above or from the applicable warksheat on page 2) ] 2
8  Additional amount, if any, you want withheld from each paycheck . . . . . . N 1L
7 lclaim exemption from withholding for 2017, and | sertify that | meet bath of the following conditions for exemption,
-Lastyeanhadaﬁglﬁtoaretundofallfedarallncometaxwmhaldbaoauselhadnotwtﬂabmty,aud
-Thisyaarlexpeotam&mdofaufederallnmetaxwﬂhheldbamelexpaanohavenotaxllabl !
lfynumeetbuthcond‘sﬁons,wﬂte'&ampt"here. 0.0, 0B 050 0 gio o o o o DIE
Under penaltles of perjury, I deciare that | have axamlnaq cerlificate and, to the best of my knowledge and belief, R Is true, corrast, and complete.

Employee’s signature

Zom Mizﬂ
(This form Is not valid unless you sign It) »  TommieMays{Novs, 2077

8  Employer's name and address (Employer; Complete lines 8 and 10 only if sending to the IRS.)

pDate» NoOV8,2017
B Qffion oale {optional} | 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 102200 Form W-4 (2017)



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: __10Mmie Mays
(First) (Middle) (Last)

Former Name(s) and Dates Used:

Current Address Since: 2047 9TH Avenue East North Saint Paul, MN 55109
(Mo/¥r) (Street) (City) (State/Zip)
Previous Address From:
{Mo/¥r) (Street) (City) (State/Zip)
Previous Address From;
(Mo/¥r) (Street) (City) {State/zZip)
Soclal Security Number; 329568761 pos;_03071971
Phone Number: 6513999654
Driver’s License Number/State:

The information contained in this application Is corract to the best of my knowledge.

| hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
racords, birth records, and any other public records.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all Information received from this authorization in a confidential
manner in order to protect the applicants personal information, including, but not limited to, addresses, social security
numbers, and dates of birth,

Slanature;  olE My Date: NOV8,2017
to MN, a 0 ents:

Please check the box below If you wish to recelve a copy of a consumer report that is requested,
I wish to receive a copy of any Background Check Report on me that Is requested.,



catlonformdlt.lnsurance,oremphwnemwrﬁotaheanotheradwsea&onawmynu-mustwgmapgmmﬂﬂm“dmm
number of the agency that provided the information, oot you — must tell you

Yau have the rlgmtolmwwhaﬁllnvuurﬂh. You may request and obtain gli the Information shout you in the files of a consumer reporting agency {your “file
disclosure®). You will be required to provide proper identificat/on, which may Inciuds your Social Security number, in many cases, the disclosure will ke free, You
ara entitled to a free file disclosura if:

& 3 person has talmadvemeawonmmnyoubmuxemnfonnaﬁonmmruednmm

® youare the victim of identity theR and place 3 fraud alert In your fils;

@ your fils contains Inacourate Information 853 result of fraud;

® youare on public assistance;

® you are unemployed bmeupeutoepplvforemploymmwiﬂunsodays.

In addition, all consumers are entitled to ona free disciosure every 12 months upon request from each nationwide credit bureau and from nationwide specialty con-

sumer reporting egencles, See www.co

isumerfinance gov/learnmare for additions! information.

'lauhavatbatlahttnaskfwamnmm. Credltwuresarewmaﬂcalmnmissdyowcm-womﬂnessbasedonm{umaﬁmfmmmubmvmmav
request a credit score from mmmmmumdsﬂmmmmmd%mmmdhr&iﬂm real property loans, bt you will have to pay for
it. In some murtgage transactions, youwill recelve credit score Information for frae from the mortgaga lendar.

You have tha right to dlmm!nwmpletaorhnmmnfomlou. ifyou ldemlfylufonnauonlnyourﬂ'ethatlsinmmpletemmccurare, and veport it to the
cansumer reporting agency, the agency must investigate unless your dispute Is frivolous, See www o 2.80v/learnmore for an explanation of dispute
procedures,

Cansumer reporting agencles must correct or delste inaccurata, incomplets, or unvarifiable Information. (naccurate, incomplata or unverifiable information
must be removed ar corrected, usvally within 30 days. However, @ Lonsumer reporting agency may cantinue to reportinfarmation it has verified as accurate,

Cammnumnmugmnaasmqmmmmmd mmmhmam.mmmcam.amnsumenepurﬂngmnqmaynmmmnmﬂvelnfomaﬁm
that is more than saven years old, or bankruptcles that are more than 10yearsold,

mmwwﬁleisanAconwmerrepomngamqmaypmvldeinfonnaﬂonabmm onlyto peop!ewm!awndnead-muauytnmnﬂderan applica-
ﬁonwnhaaadm,nsw.mpbmlmdlom,mmmmmmmmsthmmawwnwmm

YoumsivewwmmwmmnhmmmempmAmmmmmmnsmnqmynotmmhfmmaﬁmahnutyautoynuremployer,or
2 patential empluyer, without your witten consent givento the employer, Written consent generallyis not required in the trucking industry. For more infoy-
mation, go to www.consumerfinance go learamore

Youmay seek damages from viakaters. If a cansumer reporting agency, or, insome cases, a user of consumer reports or a furnisher of information to a consumer
reporting agency viclates the FCRA, you may be ablato sue in state or federni court.

identity thef victims and active duty military parsonnel have additional rights. For more information,

Mmmmemmmwmhmﬂdrmmmﬂngmmmcmm.Slormm
mnNmmammMorMmmermmwzgwm ey General, Far information about your federai Y

TYPE OF BUSINESS: CONTACT:
1.3, Banks, savings associations, and cradit unions with total assets of over 8. Bureau of Consumer Financial Protaction
$10 billlon and their affiliates. 1700 G Strast NW
Washington, DC 20552
b. Such affifiates that sre not banks, savings associations, or credit untonsalso § b, Fedaral Trada Commission: Consumer Response Center - FCRA
should list, In addition to the Bureaw: Washington, BC 20580
877) 382-4357

2.70 the extent not Included in ftem 1 ahove;
8. National banks, federal savings assoctations, end federal branches and fed- | a, Office of the Comptroller of the Currency
eral agancins of foreign banks Customer Assistance Group

1301 MeKinney Street, Suite 3450

Houston, TX 77010-5050

b. State member banks, branches and agencies of forelgn banks {other than b, Federal Reserve Consumer Heip Center
federal branches, federal agencles, and Insured state branches of foreign P.O, Box 1200

banks), commarcial lending companles owned or contralled by foreign banks, Minneapolis, MN 55480

and organizations operating under sectian 25 or 25A of the Federal Reserve
Act

€. Nonmember Insured Banks, Insured State Branchas of Fareign Banks, and ¢, FDIC Consumer Respanse Center
Insured state savings assoclations 1300 Walnut Street, Bow #11
Kansas City, MO 64106

d. Federal Credit Unions d. National Credit Unlon Administration




EMERGENCY CONTACT INFORMATION

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

Employee Name: Tommie Mays

Address: 2047 9TH Avenue East North Saint Paul, MN 55109

Homs Phone: 6513999654

Contact #1 ' Home Phone:

Name: Hattie Barns Cell Phone: 651-432-1320

Relationship: Work Phone:
Contact #2 Home Phone:

Name: Cell Phone:

Relationship: 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..

ATEMENT DE
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 hersof, 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,

p \J
Tommie Mays (va.gn

Employee Signature

Employer Solutions Staffing Group LLC, Representative



anio?er solut;;é staffing group
INJURY MANAGEMENT PROGRAM

injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
nhecessary medical care will be paid for any compensable work injury, Medically
authorized time away from work will be reimbursed In accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
heaith care provider. Subpart 2 places limitations on your right to change
primary heatth 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 resuit in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workabiiity from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221 0420 requires that your physician
coaperate 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 perfbrm 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,




e

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.

No our emplover immediately of any new njuries or conditions that Impa

Your physical condition, E—— e [

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.

I have read my responsibilities and agree to abide by these guidelines.
Signed: _ L4012 M.

Printed Name: Tommie Mays
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Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, 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 80, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde {que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe natificar a su reclutador de personal que el cheque no

Si su cheque de pago fue robado, primero debe denunciar el robo a Ia policia
antes de que podamos volver a emitir e} cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si e cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitir4 un nuevo cheque y no hay cuota se deducira,

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); Temmie Mays

§_l_gnaturelFinna: %.%L
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|~ ESSGWORKPLACE SAFETY POLICY

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

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

employees follow safety and health requirements,
(6) Provide safety training in a language and vocabulary workers can
understand,

ESSG is committed to vigorously enforcing its OSHA, Compliance Policy.

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

* Responsihility to work in compliance with OSHA laws and regulations

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

® Responsibility to report workplace hazards and dangers

* Responsibility to work in a manner ag required by the employer and use the
prescribed safety equipment,

You have the following basic rights:

¢ Right to refuse unsafe work

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

* 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 torequest informationabout safety und health hazards in the

workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hagardous substances
® 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
decisionnottoinspectthesiteorissueacitaﬁon. 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 federal statutes for which OSHA has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect. Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal.

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
294.836,1288/1,866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endesavor 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

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY 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 952.885.1288/1.866.496.7578 with any
questions I may have 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 employmentlambe]ievethatlam
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG's Safety Director at
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Tommie Mays

Employee’s Signature:

2
:f%ﬁé@%& Date: Nov 8, 2017




om OOD0 Pre-Screening Notice and Certification Request for

{(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1600
Dm?enm'mﬁmsﬂm’ DmnnaﬁonabmanmmnasepamMMomlsatmh&m
Job applicant: Fill in the nes below and check any boxes that apply. Complete only this side.

Yourname Tommie Mays AT Sy
Streetaddresswhereyoulive _ 2047 9TH AvenueEast

City or town, state, and ZIP cade North Saint Paul, MN 55109

County Telephone number 6513999654

If you are under age 40, enter your date of birth {month, day, year) 03071971

1 Check here i you received a conditional certification from the state workloroe agency (SWA) or a participating iocal agency
for the work opportunity oredit,

2 Checkheralfanyofﬁlefoﬂuwlngstatamentsapplytoyou.

* | am a member of a family that has received assistance from Temporary Assistancs for Neady Families (TANF) for any 9
months during the past 18 months,

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

* 1 was referred here by a rehabilitation agenoy approved by the state, an employment network under the Tickst to Work
Program, or the Department of Veterans Affairs,

e lamatleastage18butnotage400rolderand!amamambarofafamilythat:
a. Recslved SNAP banefits (faod stamps) for the past 6 months; or
b. Received SNAP bensfits {food stamps) for at least 8 of the past & months, but s no longer eligible to receive them.

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

* | received supplemental security income (SSI) benefits for any month ending during the past 60 days.

* | am a veteran and | was unemployed for & period or periods totaling at least 4 wesks but less than 6 months during the
past year.

3 Iﬂ] Chack here if you are a veteran and you wera unemployed for a period or pariods totaling at least 6 months during the past
year,

4 [ﬂ] Check here if you are a veteran entitlad to compensation for & servios-connected disability and you were discharged or
released from active duty in the U.S, Armed Forces during the past year.

5 m] Check here If you are a veteran entitied to compensation for a service-connected disability and you wers unemployed for a
period or perlods totaling at least 6 months during the past year.

8 Eﬂ_’l Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1987, and the earllest 18-month period beginning
after August 5, 1887, ended during the past 2 years; or

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

7 [D] Checis here if you are in a period of unemployment that is at least 27 conssoutive weeks and for all or part of that period
you received unemployment compensation,

Signature—All Applicants Miust Sign

Under penaities of pesjury, | declara that | gave the above infarmation to tha employer on or befare the day t was offared a Job, and i is, to the best of my knowledge, true,

oorrect, and compleate,
Job applicant's signature »  Tommie Nays mw%%ﬂ Date Nov 8, 2017
M

For Privacy Act and Paperwork Reduction Act Notloe, see 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:

EMPLOYEE SECTION:

First Name; Last Name:  Sufix: Street Address: City/State:

Tommie Mays 2047 9TH Avenue East— North,Saint Paul, MN

55108

S8#: Date of Birth: Ages Have you worked for | If yes, locations

329568761 03071971 e L A

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

Yes

No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since August 5, 19972 (If yes, please provide information below.)
Name of the person receiving banefits; ~—— Rolationshiptoyou; _____
City: ___ Comty: ____ State:

2. Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months?
(If'yes, please provide information below.) g

Namaofthepmnreoaivingbemﬁm: ——— Relationship to you: _ B
City: County: State:

3. Have yon received Supplemental Security Income (SS1) at any time within the past 3 months?

Please nots, this is not the sams as Socia] Smitybmeﬁts(SS)orSoeialSmﬁtyDisabniu(SSDI)beneﬁta.
'(fyaucheckedmplmpmvldeacapyqumdommm

4. Have you received any type of vocational rehabilitation services within the past two years?
If yes, please indicate which type of worked with and provide their location information below:

E Vooational Rehabilitation Agency Dept. of Veterans Affuirs Employment Netwark (Ticket to Wark Program)
Name of Agency: Phone#: _____

City: . County: State;

*if you checked yes please Provide a copy of your active Individual Work Plan and Tvcket to Work documentation,

5. Areyou a Veteran of the U.S, Military? ®ifyes, please provide a ur DD-214 and letier of separation,
{If yes, please provide information below, Ifno, plege continue to question #ﬁfgpy 7

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

Are you entitled to or are you recelyving compensation for a service-connected disability?

Q

o)

6. Have yon been unemployed at any time during the Iast 12 months?

If yes, dates of unemployment - From: e 102
Did you recelve unemployment compensation at any point during your unemployment?
1f'yes, in which state did you receive unemployment compensation? __

al

Q

7. Have you been convicted of 3 felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date:
Wasthisa Fedetal or ﬁ State conviction? If State - County: ___ State:

T

A

a Q
Qa o
Q o

& & ¥

Adlﬁﬂnnul T::x Credits ’E’

IEC (Native American): Ate you or your spouse 2 member of a Native American Tribe?

Ifyou checked yes please provide a copy of your CDIB card,

A Residents: [T Are you the child of oser parerss? TJ] Do you rssive CalWorks? | Workioos Investment Aqe?
[ Are you a migrant or seasonal farm workes? [ ] Have you ever been conviated of a misdemennor?

SC Resideats: [[] Do you receive Family Independence Beuefits?

O

G

PLEASE READ, SIGN, AND DATE;

Under penalties of peyfury, 1 daclare the information above to bs true angd Aaccurate to the best of my knowledge, and | hereby authorize any agency, organitation. or
Individuals to supply such verification or tiformotion that may be needed to determine fax credit eliggibiltty to my employer, employer representative {Assoctated

Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: _%# Date; NOV8,2017




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 anly
Employers or cowmjum;w_m -thﬂ-StateWaﬁeforceAgencyWTRS Form 8850 or if filed

[ Separately, with ETA Form 9041 (or ETA Form 9062) for each certification request filed for the new target
group.

Under penalties of perjury, I declare that this information is true and correct to the best of my
knowledge,

p J
New Hire’s Signature: Tmbm%%b{%a Z Date NOV8,2017

New Hire Name: ___Tommie Mays

Sacial Security Number; 329568761

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.

| declare that I have been in a period of unemployment since

(Enter start date)

'l'malnmmalRewaz:ﬁueCodtwf‘let!%‘r Secﬂmsi.asmmdﬂsm;g lesislanog,fl;t 104-188.:]??rythatmasm?lwwcfomeﬁqmdas mtili';s
"designated” agen 68 responsible for administering the cerfificaion procedures Program. The tnformation you ave provided complating
founvdﬂbedlsdosedbyyawemphysmihesmtaWoaneMenuy vahionofﬁisinfonnaﬁmhvdmhmhmheiMwﬁonhmuimdb

o—-uc—-.—-..—u—..—..—-..—-..—..—u—..—..—u_-.-—u—.-

Pammarenotraquhadtompnndtomlswﬂeabn of information unless it displays a cunently valid OMantmlnumber.Respon@nta‘obﬂgaﬂuuto
complets this form s required o oblain or retain benafils (P.L. 111-8). Public reporting burden I8 esfimated fo average 10 minules per responss, Including the
ﬁmefurwvlevdngmuucﬂms,mingm;gdatasouwes.gammmdmwﬂaimqﬂwdahmw, and completing and reviewing the collecion of
lnfumlaﬁon.SendcommemregauﬁmmbbmdenesﬁmabtomeU.S. Department of Labor, Division of Nafional Programs Tools Technical

Room C-4510, Waskington, D.C, 20210 (Paperwork Reduction Project 1205-0371), Please do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)




e

employer solutions staffing gréupuc

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 Jjob assignment offered, or (3)
accepls 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.

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assign t engs. | also acknowledge that | have received

a separate copy of this form nitial) :
JQZ)W/MM@JO ((-8—17)
Employee Signature; Dete:

Tommit V1AYS

Employee (please print your name here)

CMG_SM - Rev. 09.2013



Acknowledgement of Receipt Antiharassment Policy

| 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 pollcy. | 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
assistance in the resolution of such matters.

Employee Name (Please Prinf)

Tommig YousS

Employee’s Signature:

1@ I NS (-8

22



RECEIPT OF EMPLOYEE HANDBODK AND EMPLDYMENT-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. 1
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.

| 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. | 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.

oate [(=8—] 7
e 1Dt (- Mauys

PLEASE PRINT
EMPLOYEE Qﬁm@m&f )
SIGNATURE\.
ESSG , 2 A (/ B
REPRESENTATIVE

23



m 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 concems

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

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

Date: Z {’ 2 l j
Associate's Signature: QJ@M”
Associate's Printed Name: —TETY? m J t /4 \'/S

o A

Orientation provided by:

24



DRUG AND ALCOHOL
TESTING CONSENT FORM
1. | have been allowed to read and inspect a written copy of ESSG policy on
_drugsandalcohol. =~~~ 0000000000000 —
2, | have read the entire contents of this policy and | am aware and fully

understand: (a) the policy 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 resuit
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. | 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.

Individual's Name

ey

Date

TmmIE MM@/7S

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



+ sacu suucuuuity vieaical Benefits Plan 2

- VSl 21901E5G1  orrceuse P IOCATON. " RehweDam__

0048 vt bt . s et e st rtpm o ittt 1 r

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18,
A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must Be Filled Out) ]
sy 1 st BeFliledOwy =
Py | :
Name ocial Security # Home Phone | Sex @
Address Apt.#
o e N 4 | ) e e ——
Tty I State | Zip " Date of Birth
B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEEITS? Ij~Yes|jl»\‘Jolers please Contmu:_
Medicare Health Insurance Claim Number (HICN) | Me‘c'ii-care Effective Date s oy

Name of Covered Person (s): ! i
__1"_._._..,,...._._._,.._..m.. e . - S S L O St R E o o,
BRI . LI\ TED BENEFITS PLAN SELECTION X ... Payroll Deducted Waskly 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 Lever PO INDEMNITY | el VISION TERMLIFE | SHORETERM
' Employee Only [ ] s2025 {3 s617 GI)| s242 [ s0.60 o s4.20 §3
Employee +1 [] $41.10 $12.34 $4.92 $0.90
-5 Fmployde +Famity ["] 1 - s84em" " | sa0ae L [ $656 | s1.80 L
NO to ALL Benefits D-Yes D No D Yes D No DYes D No D Yes D No | L—_lYes D No

_1This coverage is not availa le to residents of N__H, I-j_!_,_lc_)nij. 251D is not available to persons who work in CA, HI, NJ, NY, or RI.

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Acc-lzl;rli;-i.sqeath &
Dismemberment is part of the Term Life Benefit,

D REQUIRED DEPENDENT INFORMATION SHOORSTLE L T A
" Name Social Security # ' Date of Birth iSex ' Relationship
E ol o 7 IMI[E] CJspouselJchid[ pomestic Partner
Name Social Security # ' Date of Birth ' Sex Relationship
e R N ] LISpouse ] chitd [ ] Domestic Partner
Name Social Security # - Date of Birth l Sex Relationship
o 0 il kA /! IMITE] O] spouse [ chitd [ omestic Partner
Name Social Security # ' Date of Birth - Sex . Relationship

e Wom e e el il @ [:]Spouse__DChildDDomestic Partner

YOUM:ﬁST}'ENAﬂD%%TEEEEBIFYoﬁDECL'NECOVERAGE B lir -k

I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for

This is an Essential StaffCARE Enroliment Form.
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& employer solutions staffing group.
é" Leveraging Resources in a Changing Marke:

employer salitions group.

ke T PYOCH Vo Rt e By,

ESNG

b Ll Bl DL -

000

Benefit Plan Administrators, Inc,
Enhanced MEC Plan_Plan 1
Benefits Enrollment Form 1 .., [ Rehire Rehire Date
Name (First and Last) Social Security Number
ZIp Code
Gender Ll Male | Marital Status LJ Singl Date of Birth Date of Hire
0 Female | O] Mamied 1 piyorced
{Phone Number: Emall Addrass:
Please Select Desired Coverage:
D' Employee Only - D Employee+Spouse - l': Employee+Child(ren) - Family -
 $24.00/Week ' $38.00IWeek , $36.00/Week . ——$63.00/Week

Social Security # Birth Date | Sex Relationship
O Mate Clspouse [J Child
L LastName I Femals O Domestic Partner
A PR RIEN T RS TR MY 5 MR e
Social Sscurity # Birth Date | Sex Relationship
[1 Male C1Sponse [ Child
M Last Nams [] Femals [J Domestic Partner
SRR e SRR B B T i HERRERS A B p Ay EARRS
Soclal Security # Birth Date | Sex Relationship
O Male [ Spouse  [1 Child
m_ E{l. ame D Female pn Dnmuﬁcpm
NAME OF PERSONGOVERED(FIRST.LABTJS
EFF. DATE
EFF, DATE
EFF. DATE

Employae Acknowiledgement and Authorization - | herehy apply for the grou
rny misstatements or fallure to report Information

effective dats, Further, | authorize my employer to make the neceasary payroll deduction of premiums for coverages | have elscted,

p benefit(s) as Indicatad. | acknowledge that all entries are true and complete and that
may be used as the basla for cancellation of coverage for me and my dependent(s),

ifany, from the original

IF ENROLLING - YOU MUST SIGN HERE

Employes Signature Date

EMPLOYEES DECLINING §

E | am DECLINING coverage

I understand that | and/or my deiendenh, if any, waive any coverage and desl;

pany's medical or dental plans,
(including my spouse) because of other covarage, | may, In future be able to enro

days after the other Goverage snds. In addition, ifa new dependent relationship forms as a result of marriage,
of adoption, | may be able to enroll myseif or my dependent, pravided | request anroliment within 31 days

IF DECLINING- YOU MUST SIGN HERE

Employse Signaturs

of the event.

-

r8 to particlpate In the plan at a later date. l’we may ba considered a late enrolies and
must meet the requirements defined In the Certificate of Cavarage for the com, if1 decline enroliment for myself or my dependents
Il myself or my dapend In this pian, provided | request enroliment within 31

birth, adoption, placement for adoption of parting sult

Date /I~8'I7

Employer Solutions Staﬂlndgéroup Health Benefits Team
PO Box 46270 Minneapolls, MN 55344-0958
Phone: 952-767-9519 Fax; 862-767-8515
Email: Health@employersolutlonsgroup.com



