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employer solutions staffing group..

New Hire Application

Personal Data-—- PLEASE PRINT LEGIBLY IN INK

Last Nameﬂfﬂiﬂﬁm First Name_ 0L Midale nitisl_~. _

Street Address 12-(o| _De)\ kzy Auve. AptSte 12,4
CityStaterzip SATwr 401 ;%—ﬂ-k MN <BTlsociar Security Last Four XXx-xx. <{z|

Phone Number (59| 499 €9 fgg Email Addmﬂ%%@gmﬂnm

Staffing Agency/Recruitment Partner _D " M C@’l

Ail offers of employment are conditional upon satisfacto roof of identity and iegal abili 1o work in the U.S.A.
Are you legally authorized to work in the United States of America? ﬂ,YES [JINo

Applicant Certification and Authorization
I authorize Employer Soiutions Staffing Group (ESSG) to use the information and statements contained In this application to determine my
qualifications for empioyment. | authorize ESSG to make inquiries of my former empioyers, except as indicated In this application,
regarding my previous duties, responsibilities, performance, compensation and eligibliity for rehire,
I understand that a comprehensive background check may be conducted to determine my eligibliity for hire by certain clients of ESSG,
This may inciude but is not limited to, Investigations of criminai and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.
| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misieading Information. | understand that any material omission or misrepresentation will resuit in my disqualification from
consideration for empioyment or, if discovered after | begin employment, will resuit in my termination.,

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

Name (Print or

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

For ESSG Office Use Only

DOH NHW -9 8850 w4

Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(If applicabie)

For ESSG Client Use

DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev. 0472017
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The excaptions don't a 1o supplemental wages Nonwage Income. If you have a large amount of
F Oﬂn W'4 (201 7) greater thpaﬁ;l $1 .(Jl)l),()l)g.':'ly L nonwage income, such as lmarestalr:'i' dividends,
Basic instructions. If you aren't exempt, com%l_leta gonsider making estimated tax payments using Form
-]

Purpose. Complete Form W-4 so that your the Personal Allowances Workshaet balow. 1040-ES, Estimated Tex for individuals. Otherwise,
amg;oyer can veﬂhhnld the comect fedeyrgl Income Workshests on page 2 further adjust your you may owe addml’gzlbmgﬁg %O#U’aﬂvgt Pl?mlon t?ruld
from your pay, Consider complsting a new Form withholding allowances based on ftemized annuity Income, e W4 or Wi, she

W-4 each s and when your personal or financial deductions, certaln credits, adjustments to Incoms, adjust your withholding on Form W-4 or 8
situation changes, or two-eamers/multiple jobs s ons, Nr?dneamers or multlplci'!':nba. if 3]mg' f}'ava ath
Exemption from withholding. If you are exem Compiets all worksheets that . However, you working spouse or more than one job, figure the
complste only lines 1, 2, 8, 4,!&1&,:7, and al?n thpat' may olalpm fawer (orzar:l aﬂom:pcg.y For ragulary m‘:,'p"’gs S"S'Of ﬂlwﬂg?lmgg are entitied éo clalm
form 1o valldate . Your exemption for 201 expires wages, withholding must be baged on allowances W‘ by %urwm\n c:rdolng o] wrlrlll gg'l'fn%';? orm
a?g"ﬁm%‘%’&s” geitia panrkig Y erbamed and may not be a fiat amount i Wwhen all aliowances are clalmed on the Form W4

percentage of wages. for the highest b and all
Note: If another person can claim you as a dependent Head of household, Generally, you can claim head Mm%%a:g%_
on his or her tax retum, you can't clalm exemptio ——othousehold fill ratum

- O R Nomeakisnina
en. If you are a nonresident allen, see
F UnGamas maebD  You re unmarried and pay ey oo 80%6 of the Notics 1382, Suppiemental Form Wet Iacam cacne o

and includes more $350 of uneamed income {for costs of up a home for yourself and your
example, Interest and dividends), 1 de andengi Igrg or quaﬂfylng!{gdlvlduals. dee Nonresident Allens, befare completing this form,
Exvsptions. An emph may be able to claim Pub. 501, Exemptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
fron ,g{“ ifth I I Flling Information, for l'nformation. effeot, use Pub, 505 to see how the amount you are
& amption from withholding even if the employes ls cradits. acted tax credits having withheld com 1o your projected total tax
adependent, if the employee: Tax unt In fi m" £an ta::gv'v:]ble %e,. of into for 2017, See Pub, § 5, espagiall %your eamings
* Is age 65 or older, witnholding ajeng your aloweb forohi or dependent  exooed §150 s (Single) or §180,000 (Married),
*is blind, or care expenses and the child tax credit may be claimed Future developments. Information about any future
* Will claim adjustments to Income; tax credits: - gl;g ﬂil)e ggsrsfgnlal Allowances Worksheet belt:lov‘/'.1 l::Imfallo rrralsma &ffmr&nn lW-4 (auuhmag
ustm 'y s . rmati 0 -] 8 pasted
ftemized deductions, on his or her tax ratum, cracm: Into wﬂh}l;u'l‘:[]un a..g\’,'vg,?c?;f“"'""g il :tg vgwwjmeg'::avlw. - 5
Personal Allowances Worksheet (Keep for your records.)
A Enter“1”foryourselﬁfnooneelsecanclaimyouasadependent. ° © 909 00000 00b 606 o0a

= F

* You're single and have only one job; or
B Enter*1”if: { * You're married, have only one jab, and your Spouse doesn't work; or }
* Your wages from a second Job or your spouse's wages (or the total of both) are $1 ,500 or less,
C  Enter *1” for your Spouse. But, you may choose to enter *-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avold having too little tax withheld,) . © 0 o 0 o o o 6 g
Enter number of dependents (other than your spouse or yourself) you will claim on your tax retum . o o o
Enter “1" if you will file as head of household on your tax retum (see conditions under Head of household above)
Enter 1" if you have at least $2,000 of chiid or dependent care expenses for which you plan to claim a credit

mmo
TMOO

G  Child Tax Credit {including additional chiid tax credit), See Pub. 972, Child Tax Credit, for more information,

* If your total income wiil be Jess than $70,000 ($100,000 if married), enter “2” for each ellglble child; then less “1” i you
have two to four eligible children or less “2* i you have five or more eligible chiidren,

° If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *“1” for each elighblechild. @G

€

* If you plan to itemize or clalm adjustments to Income and want to reduce your withholding, see the Deductions
Foraccuracy, | and Adjustments Worksheet on page 2,
completes all * If you are single and have more than one job or are married and You and your spouse both work and the combined
worksheets earnings from all jobs exceed $50,000 ($20,000 i married), see the Two-Eamers/Multiple Jobs Workshest on page 2
that apply. to avoid having too little tax withheld, . \

® If neither of the above situations applies, Stop here and enter the number from line H on line 5 of Form W-4 below,

Separate here and give Form W-4 to your employer. Keep the top part for your records.

E w_4 Employee’s Withholding Aliowance Certiflcate OMB No. 1545-0074
‘orm
P> Whether Yyou are entitled to ciaim a certain number of allowances or axemption from withholdlng Is
m ﬁﬁ;’i‘gﬁﬁ‘” subject to review by the IRS. Your employer may he required to send a copy of this form to the IRS. 2 @ 1 7
Your first name and middie Initial Last name 2  Your social security number
PaLL AR WeATHERSTO o A711- 0l
- Home address (number and street or raral rourte) 3 [ snge [ Mariea L] Maried, but withhold at higher Single rate,
\ (e \ S'e_l o, Note: If married, but legally separated, or spouse is a nonresident allen, check the "Single® box,
5 City or to rs{ate, and. 2P code 4 ifyour last name differs from that shown on your soclal seourity card,
“’-’LNT L @ﬁ‘ﬂ—l{_ _m,\ M gg_ﬁ"‘ check here. You must call 1-800-772-1213 for a replacement card. B[]

Total number of aliowances you are claiming (from iine H above or from the applicable worksheet on page 2) 1 5| :5
Additlonal amount, if any, you want withheid from each paycheck Q ol 0N gl s e e AL

| claim exemption from withholding for 2017, and | certify that | meet both of the foliowing conditions for exemption, |
® Last year | had a right to a refund of all federal income tax withheld because | had no tax llabliity, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax llabllity.
If you mest both conditions, write “Exempt” here . . >l7]

Under penalties of Perjury, | declare that | have e ed this certifi d, to the best of my knowledge and bellef, it is true, correct, and complete.

catoan
Employee’s signature 7 gy 5=
(This form Is not valld unless you sign it) » “'g Lé’j Z _:\ . Datep £77] - 20 - 20 (77

8 Employer's name and address (Employev'". Complete lines 8 and 10 only if sending torthe IRS.) 9 Office cods {optional) | 10 Employer Identification number EIN)

~N O,

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security Form 1-9

U.S. Citizenship and Immigration Services %‘,,‘7},2"532112%%7

»START HERE: Read Instructions carefully before completing this form. The instructions must be avallable, either in paper or electroniecally,

during completion of this form. Employers are llable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: Itis lilegal to discriminate against work-authorized individuais, Employers CANNOT specify which

document(s) an employee may present to establish empioyment authorization and Identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expira ] L als tal disi ati

ate 2\ D constitute llegs 80 guon.
ection 1, Employee Information an o Employses must aarmplete end sign Seafion 1,47 Form 19 n fater |
than the frst day of employment, butt nat hefare setiapting a job offer ) ;
Last Name (Family Name) First Name (Given Names) Middle Initial Other Last Names Used (if any)
CHTHERSPOON) L Y A/
Address (Street Number and Name) Apt. Number | City or Town Z|P Code

Ave. A | Secag Pur, MWM c&o|

Date of Birth (mm/ddfyyyy) U.S. Social Security Number Employee's E-mall Address Empioyee's Telepho?ne Number

&7~ 2\-19.¢S" | A -[03 - ]| RWeordhne

I am aware that federal law provides for imprisonment and/or fines for faise Sts 6 or use of false documents in
connection with the completion of this form.

I attest, under Ppenalty of perjury, that | am {check one of the foliowing boxes):
ﬂ’: A citizen of the United States

] 2. Anoncitizen national of the United States (See Instructions)

|:| 3. A lawful permanent resident (Allen Reglstration Number/USCIS Number):

|:| 4. An allen authorized to work  unil (explration date, if applicable, mm/dd/yyyy):
Some allens may write "N/A" In the explration date field. (See Instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form 1-9; Do ﬁzcvﬁr‘,’,:]:#,fg;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admisslon Number OR Forelgn Passport Number,

1. Allen Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number;
OR
3. Forelgn Passport Number:

Country of Issuance;

L_ —=
Signature of Employee ,dyﬁ-ﬂ
7

-

U= [t 2o/

parer and/or Tranélater Certifica on (eh&k one)i
@:ﬂ nal uge g preparer of transiator. l:] A praparer(s) atd/ir transistor(s) agsisted the empliyes In pampleting Seotipn 4,
(Fieidg below must be damaleted dnd signed when Preparers end/oy transletors agsist an empliyee n vaimipleting Seation 1))

l attest, under penalty of perjury, that | have assisted in the complietion of Section 1 of this form and that to the best of my
knowiedge the information Is true and correct.

Signature of Preparer or Translator Today's Date (mm/ddsyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security oml: g:?;;gm7
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 8/gn Saction 2 within 3 business da ye of the employae's first da y of employment. You
must physically examine one document from List A OR g combination of one document from List 8 and one document from List C as listed on the "Lists

of Acceptable Documents. 9
Empl Info from Section 1 Last Nam%ﬁamﬂylvame) Bﬁ :Jan\:e {lean Nameg) M{l. Citizenship/immigration Status

Ve a ) ]
ListA OR ListB AND "ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Docum Dogument Titl
W\IS‘T%,D g%\\r&f% CC("\
Issuing Authority Issuing Autho; iss Authority
‘ii-z,:cyg o m& %_ﬂ QCW\/\]
Document Number Document Number Document Number
A 602 VLS -
Expiration Date (if any)(mm/ddiyyyy) Expiration Date (7 any)(mm/d /] Explration Date (if any)(i m/ddiyyyy)
1O-1\\ - Ao\ ~ / A
Document Title
Issuing Authority Additional Information Do Notwamm i v, o
Document Number
Expiration Date (if any)(mm/ddfyyyy)
Document Title
Issulng Authority
Document Number
Expiration Date (i any){mm/ddiyyyy)

Certification: | attest, under penalty of perjury, that (1) I have examined the document({s) presentad by the above-named empioyes,
(2) the above-iistad document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employes Is authorized to work in the United S b

employee's first da}q; employment (mm/dd/yyyy): A 120 ~20 L7{See instructions for exemptions)
§itature of Employer or "u. drized{Represe ! Today's Date {mm/ddlyyyy) | Title of Employer or Authorized Representative

c 7-20-20 17) |Recruiter
3 jorized Representative | First Name of Employer or Authorized Representative | Employer's Business or Organization Name
Glasby Shélby Employer Solution Staffing Gro

Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
7480 Flying Cloud Drive Suite 200 Eden Prairie MN 55344

Section 3. Reverification and Rehires (To be completed and signed by employer or authonzed representative. )
A. New Name (if applicable) B. Date of Rehire (i applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dclyyyy)

C. If the employee's previous grant of employment authorizallon has expired, provide the Informalion Tor the document or recelipt thal establishas
continuing employment authorization In the 8pace provided below.

Document Title Document Number Expiration Date (if any) (mm/ddsyyyy)

| attest, under Ppenalty of perjury, that to the best of my knowledge, this employee Is authorized fo 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 individual.

Signature of Employer or Authorized Representative Today's Date (mm/ddsyyyy) Name of Empioyer or Authorized Representative

FormI-9 07/17/17 N Page2of 3



CCSEALE OF MENNESOLY

£ CERTIFICATION OF VITAL RECORDY..
-. ",..‘m-:.:,t.-,-;{;f“ ;;"—."ﬂ. g ""': o — bs : s :‘ff{";-"_ﬁ' v

CERTIFICATE OF BIRTH

STATE FILE NUMBER  1985-MN-039737

FULL NAME PAUL JOSEPH WEATHERSPOON
: DATE OF BIRTH JULY 31, 1985
nE SEX MALE
1@ PLACE OF BIRTH MINNEAPOLIS HENNEPIN  MINNESOTA
: PARENT CYNTHIA ANN
NAME AT BIRTH SMITH

ANY AMENDMENT MADE PRIOR TO 08/08/2000 FOR THIS RECORD IS NOT NOTED ON THIS CERTIFICATE.

i
THIS IS A TRUE AND CORRECT RECORD OF BIRTH REGISTERED IN THE MINNESOTA OFFICE OF THE STATE REGISTRAR.

MR&C Certificate ID :
7626421 :

FILED: AUGUST 15, 1985

St S
STEVE ELKINS
STATE REGISTRAR

ISSUED: APRIL 27, 2012 HENNEPIN COUNTY SERVICE CENTER-GC

/NN THIS CERTIFICATION IS VALID ONLY WHEN REPRODUCED ON WATERMARKED SECURITY PAPER
R 5 g _ . WITH A RAISED BORDER AND RAISED STATE SEAL OF MINNESOTA.,
b2 4 Arg TP S o O | KR SR S SR sriagion A A e o e ot % R

SO AR | e, shiala. s o w‘b&;‘- bbb i AT g e g Rohbints s 3y
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Mintesora DEPARTMENT OF PusLic Sarety
Minnesora DRiver’s License/ipenmiFicanon Caro ArrucaTion

TENNESSEN WaRNING

__smox_ ANT: READ THIS NOTICE BEFORE |
.3{ COMPLETE THE APPLICATION
= ] '

it . NOTICE

Why are you heing asked ¢ _umma this Information-and how will it be used?

The Department of Public S ty (OPS) will use the Information to identify you as a person, {0 identify
yaur driving record, to dotermine your eligibiity for 2 driver's perm, licenss or identification card,
prevent fraud, to accass your fecord forany fuitire scrvics transections and/or inquirias, and o
comply with state and federal laws. : i

State and federal laws require collection of this information.

gs:&gmmseammmﬁ .oaTﬁ.oﬁ. and 221.0214, and federal motor carrler safety reguitions
{49 C.FR. mw.uww..i and 383.153) require collection of this information, i _

Consequences &f supplying or refusing to supply requested Information.

If you supply the requssted informalion, DPS ‘witi be abla to nmﬁawa.s:.oso_..a issue you a driver's
permil. license, ordanbificationlcard, The infarmation may be used by ather states to make decisions

about whether {o tssue you a diiver license, permit, or identification card, The requested information
may also be usad by instrance providers4u doterming aligibility for automobilo insurance covéarage.

if you don't provide the information requested, DPRS cannet issus you a driver’s permit, license, or
Identification card, and your existing driving privileges, if any, may he aifectad. _

How is the requested information shares with other agencles?

DPS releases this information lacal, strte, and faderal government agencies only as m.?%nmn or
reaquired by state and a%a_ law. This means that the 5@5&3 may be shared with the following:

Social Security Administrat  MN Department of Commerce
Selective Service Systara ' MNAltorney General’s. Office

Federal Department of La : MN Cffice of the Secretary of State
MN Department of Human vices SN Departent of Natural Resources
MN Department of Revenue " - MN Department of Veterans Affairs

In addition, your personal information maybe disclosed as authorized by United States Code, tille 18,

section 2721, : Efferst
A note ahout your Social Seculity numbor,

You must provide your Socia! fily number according (5 M_S, § 171.08 and the Social Security
Act, 42 U.S.C. § €68(z) (13). Yout Sostal Security number i5 aiso required to determine your sligibility
for a commercial driver's license tinder fedéral motor carricr safety requlations, 49 C.FR. § 383153,

- Itis used to administer chijc Support enforcement programs and locats individuals to establish

patemity. Itis also used io 83%%«9%&@:5 and residential address with the Soglal Security

3

Adminigiration, the Minnascia ariment of Revenue, the Internat Revenus Service, Minnoesota
Department of Naturat Rezourcas: and the Minnezota Dapartment of Human Services.

PERMISSIBLE cw_m_m OF _so.nom <mx_n_.m.c>.w> AS PROVIDED IN
UNITED mdﬁmm CODE, ._._ﬂ.m 18, mm.o._._oz 2721
- 'Foruge by any government mmm:& ?Q&Sm,m__._w.__oqcm or law enforcement
agency, in cariying out its functions, or any private person or entity acfing on
bahalf of a federal, state, or local agenay in carrying out its functions,

* . Foruge in connection with matters of mator vehicle or driver safety and theft;

E Ty T use in the normal course of business by a legitimate business or its. agents,

‘employees, or contractors, but arily:
(A) to verify the aceuraey of persenal information submitted by thesindividual to
7 the business or its agerncids, employees, or contractors; and :
'L (B) i sdch informatior as so submitfed is not correct or s no longer correct,
to obtaln correct information, but only for the purposes of Preventing fraud by,
. -pursuing legal ramedies against, orrecavering an a debt or security interest
against, the individual,

federal, state, or loca! ‘court, ; A

'~ . Foruse nresearch activities, and for use in producing statistical reports, 50 lang
as fhe persanal information Is net published, re-disclosed, or used to contact
individuals, -

*  For use by any Insurer or Insurancs support organization, or by a self-Insured
entity, or its agents, employees, or contraclors, in connection with claims
Investigation activities, antifraud activities, rating, or underwriting.

*  Foruse in previding notice to the owners-of towed or haao:unmn vehicles.

*  Foruss by any licensed private investigative agency or licensed security service
for any purposs permitted under fhis subsectiop, - s :

*  Foruse by an employer or it agent or insurer to obtain or verify information
relating to a holder of a commercial driver's license that Is required under the

- Commercial Motor Vehicle Safety Act, 49 U.S.C. §§31301-17.

*  Forusein connection with the operation of private toll n.mnmuo;mmg facilities,

*  Forany other usa in rasponse fo requests for individuat motor vehicle records if
the-state has oblained the express consent of the person to whom such perscnal
i.oﬂammq: pertains, e i

¢ For bulk distrbution for'surveys, marketing; or solicitations if the state has.
obtained the express consent of the person to whom such personal Information
pertaing. . =

*  Foruss by any requester, if the requester deménsirates ithas obtained the written
consent of the Individual to whom the information pertains.

* Foranvother usg spacifically authorized under the law of the state that holds the
record. if such use s related to the operation of a motor vehicle or public safety,

s el

! Y %w\a..&nnn Ps32100 36
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EMERGENCY CONTACT INFORMATION

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

Employee Name: (::E?QU L k—g 63‘6 D'H' U\)’E HW’%M
Address: _l._zcn ‘ _§_>€'LD,\8 A‘U C. Sﬁ&T 'DA‘_L_)!/ MK' MN §§O~4
Home Phone: (ﬂs ' a 4\ S q - [qu

EMBRGENCY CGNAGTS
Please fist two people (in priority ordst) wha oould be gontagtad In case of an emergency
Contact #1 Home Phone: &S/ 4 s—q e 7¢ ?
Name: 8%” Hﬂl—ﬂ /ém’l Il’ ‘a% Cell Phone: (, < 1552[,\..., g"'l L
Relationship: I/MO‘?‘h ¢, V Work Phone: (pg le3%24y-& IR
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 £roup...
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
I 5

ou do not provide a written election, wages

S LGOI NS @R O RN 0N
o LSSN# (Inst 4 digits) . y Effective Date
T SHEK $ SANZ T

¢ T I LTUE DALY LU0 > 7 (]
B RANROLL B GRON

|| Direct Deposit (Please complete Sections 3 and 5 belgw) Note: Direct Deposit accounts may take up to 7 days to be activated

A/ Payroll Debit Card (Please complete Sections 4 and 5 below) || Paper Check (Please complete Section 5 below)
SCCEIONTS DIREC T DELOSEE

I understand and acknowledge that if I do not provide a

@ Bank Name: 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.

‘ Routing#
BN Account#

Initial Date

Account Type: [] Checking [] Savings []Other

®  To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
=  Ifyou change banks, do not closeyouroldbmkaecomnuntﬂyonrdirectdeposithasmdatﬂmnewbmk,whichmaytnkeZpayperinds.

SEEHONT T PANROLT DERL CARDHGLEOB N CASITCARD)

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

il = T e Y S WeAT hERS Poo jﬂsj’?g“f;; 335
! . ; Zip Cell Phone (mobile) 2ﬁ] = OB-S_%I
&S0 | LS| Ak 9859

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

freot ' Payroll Debit Card Account # q gs 3 LlOOLﬂ Ogﬁﬁ‘ -7 a_'qj_

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

*E-mail: @d U)@A'H/(P

Employee's Signature: IL

@ (uall - Lonn

? will only be used to send your paystubs electronically

t Z.../.’ I Date; 07'2020/7

14




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com ("BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
Or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business

~ and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources, You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” Is attached to this authorization. If you are a New York applicant, a copy of New York’s law onthe
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal Information: Please print the information requested below to identify yourself for BGC.

Printed name: HAL <
First Middle (O Last
none)

Other names used;
Current county of residence:

Current and former addresses:

current
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

Date of birth Social security number

Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: [J.

/Jﬁ//}’é;}/\ 07-20 2017

ﬁgnature Fa Date




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY
This agreement made this \ﬂ’ day of )\ -y

Employer Solutions Staffing Group LLC, hefter
and s hereafter referréd to a

WITNESSETH:

,201Dbetween
jed to as “employer”,
emMployee”.

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

i

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.

LR T
loyee Signature //

N

E@Wﬁs—ﬁafﬁng G@p LLC, Representatiye



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
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 notificar a sy reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendrs el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la 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 el cheque no ha sido cobrado y 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): @Mﬁ%_\ﬂmmm

{ | !
Signature/Firma: _:_QJ" Vg Z L/; /_.,‘_%\




o OS890 Pre-Screening Notice and Certification Request for

{Rev. March 2016) the Work 0pportunity Credit OMB No. 1545-1500
Department of the Treasury A i
Internal Revenue Servics P Information about Form 8850 and its separate instructions is at www.irs.gov/form8850,

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

Your name Pm \ ‘\QSQ)/)\A 4 Soclal security number ’ .
t Aﬂ—wu
Street address where you iive ['2_ [_, [ S‘E,Ua‘./l A\M

City or town, state, and ZIP code Q m_,'i_\/\-\’ M\ Pﬁw\Z\ ]A/\‘\\ §€0‘7 ‘
County WQ—S\/\R‘Y‘j )\"DV"\ Telephone number éas—-}r 45 9. é ? ﬁ

If you are under age 40, enter your date of birth (month, day, year) 07 i ?)\ ' [ol Kg\

1 [ Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit,

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

* jam a member of a family that has received assistance from Temporary Asslistance for Needy Familles (TANF) for any 9
months during the past 18 months.

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

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

* | am at least age 18 but not age 40 or older and ! am a member of a family that:

. Recelved SNAP benefits (food stamps) for the past 6 months; or

b. Recsived SNAP benefits {food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

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

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

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

8 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 8 months during the past
year.

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

5 [ Check here if Yyou are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that:
* Recelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

» Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments couid be made.

7 [ Check here If you are in a period of unemployment that Is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation,

Signature—All Applicants Must Sign

Under penalties of perjury, ! declare that | gave the above information to the employer on or before the day | was offered a job, and it is, to the best of my knowledge, true,
correct, and complete.

7 7
Job applicant's signature > /L{ ; &/;/ :'jR Pate O/ -2 o>- 20[7

For Privacy Act and Paperwork F'!ﬁduction Act Notice, see page2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

Client: Company:

Location: Position:

EMPLOYEE SECTION:

First Name: Last Name: Suffix: Street Address: City/State:

B\ w@ﬂw by Ay

—| SS#: =] g ge: Have you worked fo;

this company before
I:r y

A0k s | ST\ 19z | 2\ | SaiTwn

1) Ak

! Y AN
= S el

If yes, location:

- s o
Y > SU {1

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

No

1.

Have yon or has anyone living with you received Temporary Assistance to Needy Families (TANF) O
at any time since Angnst §5,1997? (if yes, please provide information below.)

Name of the person receiving benefits; Relationship to you:

City: County: State:

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

Name of the person receiving benefits; Relationship to you:
City: County: State:

3. Have you received Supplemental Secarity Income (SS1) at any time within the past 3 months? |
Please nots, this is not the same as Social Security benefita (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your 851 documentation,

Name of Agency: Phone #:
City: County: State:
*lf you checked yes please Pprovide a copy of your active Individual Work Plan and Ticket to Work documentation,

S. Are you a Veteran of the U.S, Military? *[fyes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below, If no, please continue to question #6.)

Dates of Service - From: To:
Branch of Service:
Are you entitled to or are You receiving compensation for a service-connected disability?

O

O

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

If yes, dates of unemployment - From; To:
Did yon receive unemployment compensation at any point during your unemployment?
If yes, in which state did you receive unemployment compensation? __

O] O O|o

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date:

Wasthisa [] Federal or [] State conviction? If State - County: State:

Oy o oo

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? O
Ifyou checked yes please provide a copy of your CDIR card,
CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [] Workforce Investment Act?
[J Areyoua migrant or seasanal farm worker? |:| Have you ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above to be true and accurate 1o the best of my knowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility 10 my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the De; ent of Labor, N -
New Employee Signature: s f”‘-*é - v/-\// 7——- é//ﬁ"\_ Datee O7 20- 20 /7
V4 /




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 or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed

swmmmwzmamtemncauon 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.

New Hire’s Signature: n/ iﬁ W' Z{‘?’—\ Date ()] - 2&) 26)7
New Hire Name: Dﬂ | \:S. U Jes _u‘&s:)r\\

Social Security Number: A7 |° O -S4 PA

Employer Name: C) M / VAl

Please check the statements below if they apply to you.

O | 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.

[A | declare that | have been in a period of unemployment since
02 /| 206177 .

(Entef start date)

Privacy Act Notice;

The Infemnal Revenue Code of 186, Section 51, as amended and its enacting legisiation, P.L. 104-188, Specify that the State Workforce Agencies are the
"deslgnated" agencles responsible for administering the WOTC certification procedures of this program. The Information you have provided completing this
form will be disclosed by your empioyer to the State Workforce Agency. Provision of this information Is voluntary; however the information is required to
determine your employer's ellgibiitty for the federal tax credit,

Public Burden Statement:

117-

ETA Form 9175 (Rev. November 2016)



employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —

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

Jjob assignment from a staffing service, (1) fails without good cause fo
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 responsible to contact ESSG within 5

calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. (Initial) :

+j,,,/ WIS 0720 - 20617

’ﬁ'mployee Sifhature: Vo ; Date:

v Pow.l N W@LH@@W
Employee (please print your name hete

CMG_SM - Rev. 08.2013



employer solutions staffing £roup..

T s e s =

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. 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 952.835.1288/1.866.496.7573 with any
questions I 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.

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 ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Bl f‘os-ep‘n ﬂlm&%m

Employee’s Signature:

L\ng_ //U'/% Date: 0‘7'20“2017

f



: bl i
L et

employer solutions staffing group..

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 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.

(3) 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.

(5) 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:

® 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 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..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of 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 health 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
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

Notify your employer immediately of any new injuries or conditions that impact
our 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.

I have ;readjm:ppo?bilities and agree to abide by these guidelines.
i ) - :
Signed: ,/— ol _é 0 M/\

Printed’ilame: _PW] (}D /’) [/ U nt, (4,




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 | 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

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,

' W
Individual’'s Name WV]
£-20-204

Date ”

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC Plan_Plan 1

Benefits Enrollment Form New Emnplovee

Employeeinformation

Name (First and Last)

Rehire Rehire Date

Social Security Number

600

Benefit Plan Admigistrators, Inc.

CZl |

u)e&%@

e e i —

261 Sy Sorat Pt Bl MY | <57
Gendsr flale | Status g Dats of Birth Date of Hire =
Female Married Divorced @‘7 i %\ . " q %3'— o)~ 2.0 '201
Phone Number; Email Address: == B
Please Select Desired Coverage: .
E Employee Only - Employee+Spouse - Employee+Child(ren) - D Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

¢ information including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST);

Social Security # Relationship
Male Sponse Child
T Last Name Female Domestic Partner
| ... 5 ‘ S S ‘:1.'. 4 R 18 Al 4 ;1‘ ;_ i PRI :v 2
Social Security # Birth Date | Sex Relationship
Male Spouse Child
ML Last Name Female Domestic Partner
o £ L Ef Ay i i e 5 % ; ERE st i 3 (B0 o HAEA B i o i
P i oo e s Y L T i ML) o P v S e T i o T LT = sty i !
Social Security # Blrth Date | Sex Relati onship
First Name ML ame Male Spouse Child
Other co-verag

EFF. DATE

EFF. DATE

EFF. DATE

HEmployae Acknowledgement and Authorization - | hereby apply for the group benefit(s) as Indicated. | acknowi
any misstatements or fallure to report Information may he used as the basis for cancaliation of coverage for me and my dependent(s), If
effectiva date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected.

edge that all entrios are true and complete and that

any, from the original

IF ENROLLING - YOU MUST SIGN HERE

Employee Slgnature

e O%)- 20 20777

EMPLOYEES Dﬁcuﬂ";jﬁ% %%‘ ge

| understand that | and/or my dependents, if any, waive any covarage and desira to participate in the planata
must mest the requirements defined In the Certificats of Coverage for the company’s medical or dental

days after the other covarage ends. In addition, if a new depandent relationsh
of adoption, | may be able to anroll myseif or my dependent, provided | request anroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Empioyee Slgnature

Date

later date. I/'we may be considered a late enroliee and

plans. If | decline enroliment for myseif or my depandents
(including my spouse) bacause of other coverage, | may, In future be able to enroli myself or my depend in this plan, provided ) request enroliment within 31
ip forms as a resuit of marriage, birth, adoption, placement for adoption of parting suit

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolls, MN 55344-9958
Phone; 952-787-8519 Fax: 952-767-9515
Emall: Health@employersolutionsgroup.com



Fixed Indemnity Medical Benefits_Plan 2
. VSI" ° 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate____ /4

———— e

ENROLLMENT FORM ESC CU[UNAC-MN) P1 v18.:

PRINT USING BLACK or BLUE INK (Must Be Filled Out)
e Social Security # j] Home Phone
ﬁgg@l_l_w%ﬂm&m A0 O ) GS1 4€9 Lagd

A@\Qrﬁ.& L :&]] g &_ Apt. #

TSeonk Qi Bk [ ON_ [Fscon) g

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEF|TS? DYes@No If Yes, please continue
Medicare Health Insurance Claim Number (HICN) | Medicare Effective Date

i

. Name of Covered Person (s):
1.

et S Tngi
|

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 FIXEDINDEMNITY | VISION TERMLIFE | SHORETERM

e ... MEDICAL" pcsl Nt O, . - .| DISABILITYZ
Employes Only [ sa0a5 7 Wll| %242 | sos0 | sz
Employee +1 [] $41.10 $12.34 $4.92 $0.90
Employee + Family [:] $54.88 $2036 i $6.56 o .31.8‘9. 1ol

= NOtoALLB:eneﬁts D .”E].Yes DNo EYés L__INO_ B"(es DNo Yes L__INQ_J_EYes ':INo |

Dlsmembirment Is part of the Term Life Benefit.

Name {'}\/\T—& wmmmli Relationship gﬁ ]0]“/1%

D. REQUIRED DEPENDENT INFORMATION
N

ame Social Security # | Date of Birth Sex ’ Relationship
! ) /s ____@ | []Spouse ] Child_l:l Domestic Partner
Name Social Security # | Date of Birth | Sex Relationship
_ o e e A @ E [_]Spouse [ ] Child [ ] Domestic Partner
Name Social Security # | Date of Birth | Sex ? Relationship
_ ) il 1 @__ i [_]Spouse [ ] child[] Domestic Partner
Name Social Security # : Date of Birth | Sex ' Relationship
B ctoagm noeli) e Lt | IMITE] | Dspouse [ chitd [ Domestic Partner

+ eotamt s v reyot e e en b emtn e

vou MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for

2 limitec! tme and | understand that making no benefit selection is a d jnation of coverage.

Y Ny

rs 2
oae D7120026)7 i_h.s!ﬁw!{a& =
This is an Essential StaffCARE Enrollment Form.




