Employment Eligibility Verification USCIS

Department of Homeland Security oml: ;ﬂsﬁz‘m
U.S. Citizenship and Immigration Services Expires 08/31/2019

P START HERE: Read instructions carefully before completing this form. The Instructions must be available, either In paper or electronically,
during completion of this form. Employers are lable for errors In the completion of this form,

ANTI-DISCRIMINATION NOTICE: It is filegal to discriminate agalinst work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establlsh employment authorlzatlon and ldentity The refusal to hlre or continue to employ

Seation ‘i Employee lnformatlon and Attestation (Employees must complete and sign Section 1 of Form 1-9 no Jater
than the first day of employment, but not before accepting a job offer.)

Last Name (Famﬂy Name) First Name (Given Name) Mlgt Initial Other Last Names Used (i any)
g 0 N {

Address Number and Name) Apt. Number | City or Town State ZIP Caode

279 Treres Deve Weodbory MN| s25

Date of Birth (mm/ddAyyy) U.S. Socjal Security Number Employee's E-mail Address : Employee's Telephone Number

(o)(Gfaale  |ETd-BT] - [EA] jormenwiges w@gradl vt (5703 4445

| am aware that federal law provides for Imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

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

[] 2. A noncitizen national of the United States (See instructions)

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

|:] 4. An alien authorized to work  until (explration date, if applicable, mm/ddyyyy):
Some allens may write "N/A" in the explration date field. (See instructions)

Alfens authorized to work must provide only one of the foliowing document numbers to complete Form I-9; m%m]:%"g;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number.

1. Allen Reglstration Number/USCIS Number:
OR

2. Form |-94 Admission Number:
OR

3. Forelgn Passport Numben
Country of Issuance;

Signature of Employee (}'”ZW" 4’//7‘1/ ‘ Today's Date (mm/ddfyyy) ‘ Ef ! J‘U { 5/

Preparer and/or Translator Certification (check one):
D | did not use a preparer or translator. [:| A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

| attest, under penalty 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 Translator Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form1-9 07/17/17 N Page 1 0of 3
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CERTIFICATE OF BIRTH

STATE FILE NUMBER  1996-MN-028587

FULL NAME JORDAN REVIS WIGGINS ,
DATE OF BIRTH JUNE 16, 1996
TIME 05:35 PM
PLURALITY SINGLE (1)
SEX MALE . -
PLACE OF BIRTH UNITED HOSPITAL .
SAINTPAUL RAMSEY = MINNESOTA
PARENT _ALICIAMARIEWIGGINS =~ -
TSRO woows
DATE OF BIRTH MARCH 23, 1968
PLACE OF BIRTH MINNESOTA
PARENT X REVIS AMECHE WELLS
DATE OF BIRTH JULY 08, 1967 -
PLACE OF BIRTH MISSISSIPPI

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

THIS IS A TRUE AND CORRECT RECORD OF BIRTH REGISTERED IN THE MINNESOTA OFFICE OF VITAL RECORDS.

MR&C Certificate ID
11034416

| !IZIAI!!O!IGILI!!!!II FILED: JULY 10, 1996
ot oyl

Molly Mulcahy Crawford
STATE REGISTRAR

RAMSEY COUNTY DEPT. OF PUBLIC HEALTH

ISSUED: JANUARY 10, 2018

THIS CERTIFICATE IS VALID ONLY WHEN PRINTED ON OFFICIAL WATERMARKED
SECURITY PAPER WlT H A SECURITY THREAD AND STATE SEAL OF MINNESOTA.

G AT X



PO Box 46270
Minneapolis, MN 553449956

Tel: 952.835.1288

www.esgstaffingsolutions.com
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employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name WIGGINS First Name _ JORDAN Middle Initial R
Street Address 8979 THOMAS DRIVE Apt/Ste
City/State/Zip  WOODBURY MN Soclal Security Last Four XXX-XX-
Phone Number _651-703-1945 Email Address @

Staffing Agency/Recruitment Partner CMG

Applicant Certification and Authorization

1 authorize Employer Solutions Staffing Group (ESSG) to use the informatioh and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated In this application,
regarding my previous duties, responsiblilities, performance, compensation and eligibility for rehire.

1 understand that a comprehensive background check may be conducted to determine my eligibllity for hire by certain cilents of ESSG.
This may include but Is not limited tn, 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 besed on ESSG's declsion 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 result in my disqualification from
consideration for employment or, if discovered after | begin empioyment, will result in my termination.

if hired, i agree to abide by the policies and procedures of ESSG.

JORDAN WIGGINS
JORDAN WIGGINS JORDAN WIGGINS {1an 15,2018 Jan 15,2018
Name (Print or type) Applicant’s Signature Date

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

For ESSG Office Use Only
DOH NHW 18 8850 w4

Emergency Contact info | Background Release Form Background Results Unemfploymsnt Letter ESC Application
(it applicable)

For ESSG Client Use
ROP Work Site Loc. WC Code

DOH

ESSG - CMG-CO Rev. 042017



Form W-4 (201.7) e A B OB s s Wogmme, i 8 arad & o

Basic Instructions. If you aren't exampt, compiete consldsrmaklng estimated tax ents uslng Farm

Purpose. Complete Form W-4 so that your the Personal Allowauz:a Worksh gh 1240'59 mﬁ&% . h“:':a' mgl"”be'
employer can withhold the correct fedéral income worksheets on page 2 further ad]ust your gn:u com Sen Pub. 835 to find P mal'?;\.ud
1ax from your pay. Consider complating a new Form withholding allowances based on ftem| °' Withihoiding on Form W. urw-%%'
W-4 and when your personal or financial deducﬂons. certaln credits, mtments to income,
sltuaﬂon amsmlmulﬁple Jobs ‘Iw;d eamm or multcl;;e obs. If gg' t%lave a
Enem on lram withholding. i you ars exempt, Completa all workshests that apply Howaver, you Wwarking spouse or m ong)

onlylnss1 2,8, 4, and 7 and sign the may claim fewer (or zero) allawances, For regular el o';'?“‘” e You o magg:'n“'"‘
fnrm validate it. Your exemption for 2017 expires wages, withhoiding must be based on allowances W-4, ourwlth olding ustally will ba¥nost ol
Feb 16, 2018. 8es Pub. 508, Tax Withholding you glaimed and may not ba a flat amount or when gl ﬂ“ cesngre olalmed on the Form W-4
and Tax. percentage of wages. b h e lownnnes

onhls

from withhoiding

0 b and zem o

orhartmtmh:m uan'tclaimexanpﬂ _'

lfyou are a nonresident aflen, see

income exoeeds §1 U are and pay more than 60% of the Nonresident
and includes mmm §350.0f uneamed lrmms'nggr i kas;:lng :.‘vn hma for yourself and your ﬂ“"“ 1302, s"p"'““m Fom W-4 Instructions for

example, Imarast and dlvldmds).

exerm

onresident Aliens, before completing this form.

ualifying I
P 501, Standard Deduotion, and Cheok your withholding. After your Form W-4 takes
on fmm wlthhn ng wm:yn %%‘:fnfgﬂ.?'ggs Filing lﬂfﬂﬂn&ﬂ"ﬁ;ﬁ?fm nfarmation. effeot, use Pub, 505 to s%e huwxﬂge amount you are

a dependent, if the employee: Tax credits. You can take projected tax credits into withheld compares to your projested total tax
&6 s 66 /or ok, mgudr‘g your allowable number of fh;-%7 Sse Pub, § 85 mgbw eamings

for ol ar depencent exceed §130,000 (smgfe)mmo {Married).

o s blind, or carg ensasandmenhlld tax oredit may be cleimed quradmlopmems.lnfonnaﬂonaboutanyfum

* Wil claim adjustments to Income;taxnradlls' or

ua!n% nal Allowances Worksheet below. developments affacting Form W-4
ub, 505 fnr information on converting your other Ieglslagnn ena%%! smgr we ralluo( i wil ba posted

itemized deductions, on his or her tax ratum cradiits into withholding allowances.

Personal Allowances Worksheet (Keep for your records )

A

nmog

Enter #1” for yourself if no one elsecan claimyouasadependent . . . . . © 0 0 0 0 o o0 o U3
= You're singie and have only one job; or
Enter *1” if; [ * You're maried, have only one job, and your spouse doesn’t work; or } o o
® Your wages from a'second job or your spouse’s wages (or the total of both) are $1,600 or less.
Enter “1" for your spouse. But, you may chooss to enter “-0-* if you are marrled and have either aworking spouae or more
than one job, (Entering "-0-" may help you avold having too little tax withheld) . . . . . . . . o o
Enter number of dependents (other than your spouse or yourself) you will claim on yourtax retum ., . .
Enter *1” if you will file as head of household on your tax retumn (sea conditions under Head of household above)
Enter “1” if you have at least $2,000 of child or dependent care expenses for whichyouplanto clamacredit . .
(Note: Do not include child support payments. See Pub. 508, Child and Dependent Care Expenses, for detalls.)
Child Tax Credit (inciuding additional child tax credit), See Pub, 872, Child Tax Credit, for more information,

= If your total income will be less than $70,000 ($100,000 if married), enter “2* for each eligible chiid; then less “1" if you
have two to four eligible children or less “2” if you have five or more eligible children,

o If your total income will be between $70,000 and $84,000 ($100,000 and $118,000 i married), enter “1” for each eligiblechild. G
Add fines A through G and enter total here. (Note: This may be different from the number of exemptions you oisim on your tax retum,) » H

Tmoo

1]

&you plan to itemize or claim adjustments to income and want to reducs your withholding, see the Deductions
For accuracy, Adjustments Worksheet on page 2.
complete all o If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets nFs from all jobs excead $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld,

» [f neither of the above situations applies, stop here and enter the number from line H on line & of Form W-4 below.

Form

Department of the Treastry
Imernal Revenue Service

1

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

Employee’s Withholding Allowance Certificate OMB No. 1545-0074

P> Whether you ara entitled to clalm a ceriain number of allowances or exemption from withholding is 2 @ 1 7
subject to review by the IRS. Your employer may be raguired to send a copy of this form to the IRS.

Your first name and middle Initial Last name 2 Your social secuﬂw- number
WIGGINS

W-4

JORDAN R 474-31-4130

8979 THOMAS DRIVE

Home address (number and street or rural routs) 3 [®) single {2 Marmiad (J Married, but withhold at higher Single rate.
Note; if married, but legally separatad, or spouss Is & nonresident alien, check the "Single” box.

Chy or town, state, and ZIP code 4 ifyour last name differs from that shown on your social securily card,

WOODBURY MN check here. You must call 1-800-772-1218 for a replacement card. P>

5
6
7

Total number of allowances you are clalming (from line H above or from the applicable worksheet on page 2) 519
Additional amount, if any, you want withheld from each paycheck . . . o 6 |
| claim exemption from withhoiding for 2017, and | certify that | meet both of the 1ollowing condftions for exemptlon.
® | ast year | had a right to a refund of all federal income tax withheld because | had no tax liability, and

= This year | expect a refund of all federal Income tax withheld because | expect to have no tax llabllity.

If you meet both conditions, write “Exempt” here. . . . e 2kl
Under penalties of perjury, ! declare that | have examined this ceriificate a.nd to the best of my knowledge and helief, it Is true, correct, and complete.
Employee’s signature
(This form s not valid unless you sign it) »  JORDAN WISGINS [ian 25,20:8) Date» Jan 15,2018

Employer's name and address (Employer: Complets lines 8 and 10 anly if sending to the IRS.) | 8 Office code (optional) | 10  Employer Identification number (EIN)

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




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

JORDAN WIGGINS
(First) {Middle) (Last)

Employee Name:

Former Name(s) and Dates Used:

Current Address Since: 8979 THOMAS DRIVE WOODBURY MN
{Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:
(Mo/Yr) (Street) (City) (State/Zip)
Previous Address From:
(Mo/¥r) (Street) (City) (State/Zip)
Social Security Number: 474-31-4130 poB;_06/16/1996
Phone Number: 651-703-1945

Driver’s License Number/State:

The information contained in this application is correct 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
records, 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.

JORDAN WIGGIMS.
Signature: DA WIGEINS tan 13,2010 Date: Jan 15,2018

Notice to CA, MIN, and OK Residents:
Please check the box below if you wish to receive a copy of a consumer report that is requested.
I wish to receive a copy of any Background Check Report on me that is requested.




FPara informacidn en espafiol, visite www.consumerfinance.gov/learnmore o escribe a In Consumer Financial Protection Bureau, 1700 G Street N.W.,, Washingtan,
DC 20552,

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT
‘The federal Falr Credit Reporting Act (FCRA) promotes the accuracy, faimness, and privacy of Information in the files of consumer reporting agencles. There are many
types of consumer reporting agencies, including credit bureaus and specialty agancies (such as agencles that sell information about check writing historles, medical
records, and rental history records), Here is a summary of your major rights under the FCRA. For more Information, including information about additional rights, go
to www.consumerfinance gov/lesrmore or write to: Consumer Financial Pratection Bureau, 1700 G Street N.W., Washington, DC 20552,

© You must be told if information in your file has been used against you. Anyone who uses a credit report or another type of consumer report to deny your appli-
cation for credit, insurance, or employment — or to take another adverse action against you — must tell you, and must give you the name, address, and phone

® You have the right to know what Is In your file. You may request and obtaln all the Information about you In the files of a consumer reporting agency {your “file
disclosure”), You will be required to provide proper identification, which may Include your Soctal Security number. In many cases, the disclosure will be free. You
are entitied to a free file disclosure If:
® a person has taken adverse action against you because of Information In your credit report;
® you are the victim of Identity theft and place a fraud alert In your file;
o your file contains inaccurate information as a result of fraud;
* you are on public assistance;
* you are unemployed but expect to apply for employment within 60 days.
In addition, all consumers are entitled to one free disclosure every 12 months upon request from each nationwide credit bureau and from nationwide specialty con-
sumer reporting agencies. See www.consumerfinance.gov/learnmore for additional information.

® Youhave the right to ask for a credR score. Credit scores are numerical summaries of your credit-worthiness based on Information from credit bureaus, You may
request a credit score from consumer reporting agencles that create scores or distribute scores used In residential real property loans, but you will have to pay for
i, In some mortgage transactions, you will recelve credit score Information for free from the mortgage lender.

® You have the right to dispute Incomplete or inaccurate information. If you identify Information In your file that Is Incomplete or Inaccurate, and report it to the
consumer reporting agency, the agency must investigate unless your dispute is frivolous. See www.consumerfinance.gov/leammore for an explanation of dispute
procedures,

= Consumer reporting agencies must correct or delete inaccurate, Incomplete, or unverifiable information. Inaccurate, Incomplete or unverifiable information
must be removed or corrected, usually within 30 days. However, a consumer reporting agency may continue to report information it has verified as accurate,

= Consumer reporting agencies may not report outdated negative information. In most cases, a consumer reporting agency may not report negative information
that is more than seven years old, or bankruptcles that are more than 10 years old.

= Access to your file is limited, A consumer reporting agency may provide information about you only to people with a valld need - usually to consider an applica-
tion with a creditor, insurer, employer, landlord, or other business. The FCRA specifies those with a valid need for access.

@ You must give your consent for reports to be provided to employers. A consumer reporting agency may not give out information about you to your employer, or
a potential employer, without your written consent given to the employer. Writtan consent generally is not required in the trucking Industry. For more Infor-

matlon, go to www.consumerfinance.gov/leammore,

@ You may limit “prescreened” offers of credit and insurance you get based on information In your credit repart. Unsolicited “prescreened” offers for credit and
Insurance must Include a toll-free phone number you can call if you choose to remave your name and address from the lists these offers are based on. You may
opt-out with the nationwide credit bureaus at 1-888-567-86B8.

® You may sesk damages from violators. if a consumer reporting agency, or, In some cases, a user of consumer reports or a furnisher of Information to a consumer
reporting agency violates the FCRA, you may be ahle to sue in state or federal court.

® Identity theft victims and active duty military personnel have additional rights. For more Information, visit www.consumerfinance.gov/learnmore,
States may enforce the FCRA, and many states have thelr own consumer reporting laws. In some cases, you may have more rights under state law. For more infor-

mation, contact your state or local consumer protection agency or your state Attorney Generul, For informution about your federal rights, contact:

TYPE OF BUSINESS: CONTACT:
1.2, Banks, savings assoiations, and credit unlons with total assets of over a. Bureau of Consumer Financial Protection
$10 blllion and thelr affiliates. 1700 G Street NW
Washington, DC 20552
b, Such affillates that are not banks, savings associations, or credit unlons also | b, Federal Trade Commission: Consumer Respanse Center ~ FCRA
should list, in addition to the Bureau; Washington, DC 20580
{877) 382-4357

2. To the extent not included in item 1 above:
a. National banks, federal savings associations, and federal branches and fed- | a. Office of the Comptraller of the Currency
eral agencies of forelgn banks Customer Assistance Group

1302 McKinney Street, Suite 3450

Houston, TX 77010-8050

b, State member banks, branches and agencies of forelgn banks (other than b. Federal Reserve Consumer Help Center
federal branches, federal agencles, and Insurad state branches of farelgn P.0. Box 1200

banks), commercial lending companies owned or controlled by foreign banks, | Minneapolls, MN 55480

and organizations operating under section 25 or 25A of the Federal Reserve

Act -

¢. Nonmember Insured Banks, Insured State Branches of Foreign Banks, and ¢, FDIC Consumer Response Centar

Insured state savings assoclations 1100 Walnut Street, Bax #11
Kansas City, MO 64106

d. Federal Credit Unlons d. National Credit Union Administration




EMERGENCY CONTACT INFORMATION

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

Employee Name: ,\)G(ﬁaﬂ (/\)C ﬂo;,k\rx)
Address: X0(7q T}\mmﬁs O(\ (e

Home Phone: (‘03’( — 7[)? = [M L{{

Relationship: N\o m Work Phone:

Contact #2 Home Phone:
v ot Woggns  [esten: (51~ 353 -3570¢
Relationship: (5Crenolrvon 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..
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by Payroll Debit Card.
SECGHION T DASIC INEORNATION

i oo

CECTION 3 PAYNGILL BT Ioh

| | Direct Deposit (Please complste Sections 3 and 5 below)

| | Payroll Debit Card (Please complete Sections 4 and 5 below)

SEGEON S DIREGHIDEROSEE |

l\ ] Update Bank Account Note: Direct Deposit accounts may take up to 7 days to ,
T understand and acknowledge that if I do not provide a

:‘ } T voided check with this direct deposit form, I am

BN Routing? responsible for any delays in payroll or extra costs

incurred if the account number that I provide is incorrect.

[ ] Paper Check (Option available to GA NH and NY residents only)

N Account#

Account Type:  [J Checking [ Savings [JOther Initial Date

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
If you change banks, do not closeyomnldbankaccountunﬁlyuurdh'ectdeposithassmrtedatﬂmnewbmk,whichmﬂymkezpayperiods.

SECEIONCTPANROEE DERLE GARD

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens 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
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account qr
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing ail of the terms and conditions. You will
then sign acknowledging that you 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 issned)

First Name ML Last Name Date of Birth
Street Address (P0 BOX 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 #

Thave received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. T

authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: Date:

I 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: @
this information will only be used to send your paystubs electronically

Employee's Signature: Date:




o W

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

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

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

JORDAN WIGGINS [Jan 18, 2018)

Employee Signature

Employer Solutions Staffing Group LLC, Representative



epioyer solutions staffing ggupu
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
appolntment 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.

Notifv your emplover immediately of any new injuries or conditions that impact
your physical condition. :

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

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

Signed: JORDAN WIGINS {Jan 15, 2015)

Printed Name: JORDAN WIGGINS
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Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
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 su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSC se detendra 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 el 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); JORDAN WIGGINS

. ?,
Signature/Firma:  Troanwiseins f1an 15, 2018)




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.

(8) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

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

ESSG is committed to vigorously enforcing its OSHA Compliance Palicy.

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

o 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:

o Right to refuse unsafe work

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

o Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



employer solutions staffing group..

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

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

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. And, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 13 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
952.835.1288/1.866.496.7573) 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 endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.



.
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Acknowledgement of Receipt of Workplace Safety Policy

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 952.835.1288/1.866.496.75'78 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
952.835.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
JORDAN WIGGINS

Employee’s Signature:

JORDAN WIGGINS (Jan 15,2018}

Date: Jan 15, 2018




- 0850 Pre-Screening Notice and Certification Request for
{Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1600

P.,?;;},"ﬁ."k’;‘&:n'&';%lm } 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.

Yourname JORDAN WIGGINS Social security number > 474-31-4130

—————Stroet-address whers you live — 8879 THOMAS DRIVE

City or town, state, and ZIP code WOODBURY MN

County Telephone number  651-703-1945

If you are under age 40, enter your date of birth (month, day, year) 06/16/1996

1 m] 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 m] Check here if any of the following statements apply to you.
° | am a member of a family that has received assistance from Temporary Assistance for Needy Families {TANF) for any 9
months during the past 18 months.
® | am a veteran and a member of a famlly that received Supplemental Nutrition Assistance Program (SNAF) benefits {food
stamps) for at least a 3-month period during the past 15 months.
* | was referred here by a rehabilitation agency appraved by the state, an empioyment network under the Ticket to Work
program, or the Department of Veterans Affalrs.
® |am at least age 18 but not age 40 or older and | am a member of a family that;
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received 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.
® Ireceived supplemental security income (SSI) benefits for any month ending during the past 80 days.
1.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,

3 m] Check here if you are a veteran and you were unempioyed for a period or periods totaling at least 8 months during the past
year.

4 m] 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 [ﬂ] Check here If you are a veteran entitled to compensation for a service-connected disability and you wera unemployed for a
period or periods totafing at least 8 months during the past year,

I&l Check here if you are a member of a family that:
* Recsived TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August &, 1887, and the earllest 18-month period beginning
after August 5, 18987, ended during the past 2 years; or

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

~

m] 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 recelved 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,

Job applicant’s signature B>  -0RDANWIGEINS (1an 15,2015) Date Jan 15, 2018
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

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

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)

l[g /2017

r

Date;

jnm(//m | TS

_EmplBS_'ee (please print your name“here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | 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 prohlbits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. | 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. I 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.

an |0 9gins

Inttividual's Name ¥

\|a[201f
et

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Acknowledgement of Receipt Antiharassment Policy

I certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG'’s policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

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

Employee Name (Please Print)

_\)Of‘dl{.!\ W r\sn 5£M

Employee’s Signature:
Q%VVJ@W Date: ! {Q!}ﬂ[b/
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RECEIPT DF EMPLOYEE HANDEDOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as

well as the duties, responsibilities and obligations of my employment with the company. | understand
| = .: = i =Mal 1 = ngT';__;.g Sranpnarngs allla ne

=1 T als

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

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

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

If | have questions regarding the content or interpretation of this Handbook, 1 will bring them to the
attention of ESSG.

DATE__| gfi M_.ﬂu‘_’

EMPLOYEE o L

NAME 3 Laalind
PLEASE-PRINT

EMPLOYEE =
SIGNATURE W
ESSG

REPRESENTATIVE

23



ﬂ ACKNOWLEDGMENT

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

during my orientation. Additionally, | understand and support the following:

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

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

3. 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:

L
Associate's Signature: M”

Associate's Printed Name: )/J Q/(&l AN L/U é"Jﬂls.:\‘§

[ 4d

Orientation provided by: l‘Z\(A L{__/

24
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNA R
EMPLOYER SECTION:

Client: Company:

Location: Position: Starting Wage: $

EMPLOYEE SECTION:

First Name: Last Name: Suffix: Street Address; City/State:
— LJORDAN WIGGINS 8579 THOMASL BRIVE WOODPBURY ——

SS#: Date of Birth: Age: Have you worked for | If yes, location:

474-31-4130 06/16/1996 ﬂ!‘i{! :ﬁpall:‘y;) ﬁn?

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

1

Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since August 5, 19972 (ifyes, please provide information below.)

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

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

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

Have yon received Supplemental Secnrity Income (SSY) at any time within the past 3 months?
Please note, this is not the same as Social Security benafits (SS) or Social Security Disability (SSDI) benefits.
*If you checked yes please provide a capy of your SSI documentation.

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

Vocational Rehabilitation Agency Dept. of Veterans Affhirs Employment Network (Ticket to Work Program)

Nameof Agency: _____ Phone#: __
City: County: State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

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. Ifno, please continue to question #6.)

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

O

6'

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

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

®]

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:

Was this a [0} Federal or ] State conviction? 1 State - County: State:

o O QR
Ql p OR

T

T £y r T

Additional oy Croits

- iEC (N;t.i;e'A;ﬁéri.un): Are yo‘u uryour sﬁo_vsse a ;ﬁember of a Native American Tribe?

Ifyou checked yes please provide a copy of your CDIB card,
CA Resldents: Are you the child of foster parents? Do you receive CalWorks? Workforce Investment Act?

m Are yon a migrant or seasonal farm worker? D 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 10 be true and accurase to the best of my knowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such verification ar information that may be needed to determine tax credit eligibility 1o my employer, employer representative (Assaciated

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

New Employee Signature: 0 W/ /)

Date: Jan 15,2018




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, a.nd dated by the new hire only.
v = i A s = & = Ao . RN &

1M 1 D I ach Orm 0 or 1 e

sepratel, wi AForm 9061 (or El‘ 9062) or eah cecation request filed or 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: _iomay wisins tan 15,2119 Date_J2N 15,2018

New Hire Name: JORDAN WIGGINS

Social Security Number; 474-31-4130

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 | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice:

The Intemal Revenue Code of 1886, Section 51, as amended and fis enacling legisiation, P.L. 104-188, specify that the State Workforce Agencies are the
*designated" agencies responsible for administering the WOTC cerffication procedures of this program. The Information you have provided completing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this Information Is voluntary; however the information is required fo
determine your employer's eligibility for the federal tex credt.

Public Burden Statement:

Persons are not required to respond fo this coflection of information unless it displays a currently valid OM B control number. Respondents' abligation to
complete this form Is required to obtain or retain benefits (P.L. 111-5). Public reporiing burden is esimated to average 10 minutes per response, including the
fime for reviewing Instructions, searching existing data sources, gathering and meintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding #his burden esfimate to the U.S. Department of Labor, Division of Nefional Programs Tools Technical Assistance,
Room C-4510, Washington, D.C, 20210 (Paperwork Reduction Project 1205-0371). Please do not submit complated forms to this address.

117-
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" Fixed Indemnity Medical Benefits_Plan 2

0 VAl 219301-ESG-1 EOFFICE USE ONLY LOCATION RehireDate ___ /___ /____ _ __
ENROLLMENT FORM ESC CU(UNAC-MN) P1v18.2
T e RN AN RSO PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Name | Social Security # Home Phone Sex M
Address Apt. #
City ' State \Zp Date of Birth
JARY
3
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

ml:lame Of Cov;red Person (s)":'"""__ = B L L '—"lm"'"—“"“ - TR R s
1 |2 '3,

C. LIMITED BENEFITS PLAN SELECTION _.__ Payroll Deducted Weekly Rates

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

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL F 0 NOEVNITY | penrar VISION TERMLUFE | SHORETERM
Employee Only [ ] seozs )| sear | s242 | soeo | se20 [4)
Employee +1 [_| $41.10 $12.34 $4.92 $0.90
Employge + Famlly [ | $54.88 $20.36 $6.56 $1.80
__ Nowaseneis[X] | [ves [Ino | [lves [INo | Clves CINo | Clves o | [lves CIno

1This coverage is not available to residents of NH, HI, or PR.2STD is not available to pers_ons who work in CA, Hul.,. NJ, NY, or RI.

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

Name Relationship

D. REQUIRED DEPENDENT INFORMATION

Name . Social Security # Date of Birth | Sex i Relationship‘
it IMlE] | O spouse (] Child (] Domestic Partner
Name ' Social Security # Date of Birth | Sex Relationship
i Ivl[E] Cspouse [ child [ Domestic Partner
Name _ Social Security # Date of Birth | Sex Relationship
oo e IMilE] [spouse[]child ] Domestic Partner
Name Social Security # Date of Birth | Sex Relationship i

/ 1 [MI[E] [Jspouse[T]child[]Domestic Partner
EENREEE VAN YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

| have read the benefit packet and understand its limitations. | understand that 5[3en enrollment is onuly available for
a lil_'r_\i_ted time ant_:l | qnderstand that makin__g_ no _b_eneﬁt selection is a decl_i_nation of coverage.

oare (0] 10420, Y >sonanee (Mhn- bz,

This is an Essential StaffCARE Enrollment Form.




— |Address

Ciployer sohutions saffing group. G8L ESNG g9

employer salutions group. empiyer sohtion nadorwide group.,

Enhanced MECPlan Plan1 ‘"o e

Benefits Enrollment Form O NewEm

Employee Information

Name (First and Last)

[ Rehire Rehire Date

Social Security Number

Eity State— [ZipCode
Gender L) Male | Marital Status L] Singie | Date of Birth Date of Hire
[ Female | [0 Manied 4 Dpivorced
{Phone Number: Emall Address:
Please Select Desired Coverage:
Employee Only - :I Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

Child

[First Name ML Last Name Er::g]e DspEmDummﬂcD Partner
Dapgarans| . R ' { S A s =i 2

Soglal Security # Birth Data | Sex Relationship

Mal CISpouse [ Child

FistName ML Last Name Ell Femeg[e [0 Domestic Partner
mﬁﬁéﬂrf“ DB e I R e Gl s Sl N e S e A

Social Security # Birth Date 8ex Relaﬁonship
it Name I, Ta=tName | 0 Male Elspge DL'-I Child

Other coverage informationincluding Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowiedgemant and Authorization - | hereby apply for the group benefit{s) as indicated. | acknowledge that all entries are true and complete and that
hany misstatemants or failure to report information may be used as the basis for cancsliation of coverage for me and my dependent(s), If any, from the original
effective date. Further, | authorize my empioyer to make the necessary payroll deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature

eweroveespectiine [0 | am DECLINING coverage

1 understand that | and/or my dependents, If any, waive any coverage and desire to participate In the plan at a later date. I/we may be considored a late enrollee and
must meet the requirements defined In the Certificate of Coverage for the company’s medical or dental plans. [f | decline enroliment for myself or my dependents
(including my spouse) because of other coverags, | may, In future be able to enroll myself or my depend in this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be ahle to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST S“I_GN HERE |
Employee slgnatum} 4/4/,/ Date ( { 0] / 2—0 [ 2/

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolls, MN 55344-0956
Phone: 952-767-8618 Fax: 962-767-9515
Email: Health@employersolutionsgroup.com

Date




