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CORPORATE MANAGEMENT GROUP
Employment Application

Office Hours: 9am-4pm Mon-£ri
Office Number: 651-666-38383
Office Address: 404 Broadway Ave St. Paul Park, MN 55071

Applicant Information
[APPLICANTS MAY BE TESTED FOR ILLEGAL DRUGS AND A BACKGROUND CHECK WILL BE COMPLETED)

Please fully complete pages 1-3

Full Name: (Last Name, FllstName)mm’mgf M Date: Z.24 I&

Address:; (saeetAddress)jﬁQO 677h J’/" @{' (Apt. funits) _—
wlﬂmr'_(zmzzt&zgn_ | ) MN e 000 SSOY

Phone 41@5 Email:
Social Secu.rity NO.MML Date Available: M

Position Applied for: ' Desired Salary:
Shift Available to work: X 15t 1 ond A3 Employment desired: X Full-Time __ Part-Time

What is your means of transportation to work? I/ h;CJ C
Are you authorized to work in the U.s? 7(Yes No'

How did you hear about us'!:\d._D‘.ﬂJ_D_me Referral Name: f\] ’ 'A
If under 18, please list age: ] A

-

Type of School Name of School | Location (Complete | Number of Years Major & Degree
Malling Address) Completed
High School NW1 E WOLYDA U
College (cYHIN N”W :
“H Mo | Mz (N0

Bus. Or Trade School

N | A

Professional School ‘\/ i A

l|iPage
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CORPORATE MANAGEMENT GROUP
Employment Application

Office Hours: Sam-4pm Mon-Fri

Office Number: 651-666-3883

Office Address: 404 Broadway Ave St. Pay! Park, MN 55071

Company:; Phone:

Address: Supervisor:

Job Title: Starting Salary: $ Ending Salary: $
Responsibilities: '

From: To: Reason for Leaving;

May we contact your Previous supervisor for reference? Yes __ No

Company: !!E!!Eg ”!!!’ !!’l’ " Phone;

Address: NF‘ r'l- gt _@J MM Supervisor' Ml cVIQC/
Job Title: Jﬂd{)ﬂhﬂf Starting Salary: $ D). Ending Salary: § [BGD

Responsibilities; #LA;&MU T2 nprid
From:m To: w Reason for Leaving: P ‘ fgﬁf 1= ,

May we contact your Previous supervisor for reference? 7{_ Yes__ No

Company: (I ; / Phone:
Address; | ' ﬁm\/ [ Z rvisor:
Job Title; _Cl@}’?a Startlng Salary: s D %° Ending Salary: $/0 ©®

Responsibilities:

From: ZGD_J To: Meason for Leaving, “ 2Z EE_K_F'M'?Iﬁ 'CS

May we contact your previous supervisor for reference? ,’( Yes__No

Company:

Address:; Supervisor:

Jobﬂtle:{'@ ﬁlT{ H’f/ Starting Salary: $_/ D% Ending Salary: $Z 2

Responsibilities: ‘ l ”m, \BM p p I h&] l LU(‘h')Mﬁf Eﬁ{ \_/i(:&
From: 2.0 05 o MReason forLeavlng F&J (bnal W] i V\/Dﬂ’—

May we contact your previous supervisor for reference?}(_ Yes _ No

I certify that my answers are true and complete to the best of my knowledge.
If this appllcatlon Ieads to employment i understand that false or misleading information in my

seaurel AL AMA DNNG oo 2-14- 90

2|Page



CORPORATE MANAGEMENT GROUP 5 o 1 :
Employment Application Ly

Office Hours: 9am-4pm Mon-Fri : : MW
Office Number: 651-666-3883

Office Address: 404 Broadway Ave St. Paul Park, MN 55071

PLEASE READ CAREFULLY APPLICATION FORM WAIVER

In exchange for the consideration of my job application by Corporate Management Group, Inc,,

| agree that:

Neither the acceptance of this application nor the subsequent entry into any type of employment
relationship, either in the position applied for or any other position, and regardiess of the contents of
employee handbooks, personnel manuals, benefit plans, policy statements and the like as they may exist
from time to time, or other company practices, shall serve to create an actual or implied contract of
employment, or to confer any right to remain an employee of Corporate Management Group, Inc. (cm@),
or otherwise to change in any respect the employment-at-will relationship between it and the
undersigned, and that relationship cannot be altered except by a written instrument signed by an officer
of CMG. Both the undersigned and CMG may end the employment relationship at any time, without
specified notice or reason. If employed, | understand that CMG may unilaterally change or revise their
benefits, policies and procedures and such changes may include reduction in benefits,

I authorize investigation of all statements contained in this application. | understand that the
misrepresentation or omission of acts will result in my disqualification from consideration for
employment or, if discovered after | begin employment, will resylt in my termination. | hereby give CMG
permission to contact schools, all previous employers (unless otherwise indicated), references and others
and hereby release CMG from any liability as a result of such contact.

l understand that a comprehensive background check may be conducted to determine my eligibility for
hire by CMG. This may include but is not limited to, investigations of criminal and/or conviction records,

driving records and/or a drug screen test as required by clients, government regulations or by CMG
policies.

| release CMG and other persons or entities from any claims that might be based on CMG’s decision to
conduct a background check.

I understand that, In connection with the routine processing of your employment application, CMG may
request from a consumer reporting agency an investigative consumer report including information as to
my credit records, character, general reputation, personal characteristics and mode of living. Upon
written request from me, CMG will provide me with additional information concerning the nature and
scope of any such report requested by it, as required by the Fair Credit Reporting Act,

I further understand that my employment with CMG shall be probationary for a period of ninety (90) days
and further that at any time during the probationary period or thereafter, my employment relationship

with CMG is terminable at will for any reason by either party. (“%

Date;




Form W-4 (2017) S B SR GRE ) PP 0% e e o s e s

Basici ¥ ete cansider making estimated tax payments using Form
Purpass. Conplte Form V- o et your the Perocral Alowan mww g 'w"bam% WW&M
$ax from your pay. Consider completing a new Form withhoiding allowances based on Reimized annuity “Mﬁmmuwm
W-4 each year and when your or financial deduotions, oertain credts, adjustments to incoms, adjust your withhokling on g
situation or two-eamers/multiple jobs ons, momugm!ﬁﬁogoh:&y&m:a“
Exam)| from withholding. Compiste all warkshaets apply, However, Working more
complete o lInea‘l.&&%Ma::d_gn% mayola!mm(orumlgmnl’wmuﬁtm mf“mmm g'g,;""“"“
fmntovaﬂ%on.‘lowmm ion for 2017 expires wages, withholding must be based on allowances v\',"_*#’b‘mmm Wil b Frioat
Fehwmmmb. , Tax ng you claimed and may not ba a fiat amount or wlmanllu;lbwnm “‘ﬂm the Form Wea
o U Paroentage of wages, for tha highest paying Job &l 2810 alowanoes orb
Notes if another person can claim you as a dependent Head of househatd, Generally, you cen cleim head claimed an the others. S8ee Pub, 505 for datalls,
mmuwmmg‘mammmn of housshold Mmmmmww ailen, Wyouarsa
mmmmnm l‘mmm% wumwmmmmmﬂmﬁimaf Mﬁmﬁ
mmdndesmu:nd mg)wm AMMMw ‘Allsns, before completing this formr,
An employss may ba able to claim pigns, Stardare oo o ot e your Form W4 taes
pendent, loyoe; HBSoupioym e mmmmmmmm "ﬂ%‘\%‘m mb' ﬁww":&”
bliedriel ey 8acount in figuing your alowale Rumber of for 79““‘%%&“’"‘"9'
Is &iga 65 or older, withhokiing aflowarioes, Cradite for ohild or dependant ~ @cead $180,000 or§i1 (Masriad).
AT g Parsone Alowances Workemt ooy ho g e
s Will claim ustments 10 income; tax oredits; information aﬂm’ posted
RoMTIZEA ipauones o i o ey % crecits; or it B o rmation on canveting youw m@aﬁ:. X
Personal Allowances Workshest Ur records.

A Enter“1"furyommmfnooneelsecanolalmyouasadependent. O c 000 a0D o0 o6
-You'msingleandhaveonlyone]ob:or

B Enter™™if { 'You'ramarﬁed.haveonlyuna]ob,andyowapomdoean’tworlcor } . . . B ,
-Yaurwagesﬁomasmndjoboryuurspnuse‘swagas(ormwofboﬂoaram.sworless. .

c Entarﬂ'foryourmBut,youmaychnoasmamar“-o-'ltyouarsmarﬂedandhavealﬂwrawoﬂdngspauseormore

ﬂranone]nb.(Entaﬂng'-0-"mayhelpyouavoldhavlngtoomﬂetaxwhhheld.) O 0O 00 0 oo 0 B0 0 6 0 o

D Enternumbwofdependenu(omermanyourspuusearyoumaluyouwmclalmonyonrtaxretum. o o o o oo o :

E Enter“1"ifyouwﬂlﬂeashaadothouseholdonyourtaxrah:m(seemndﬁnnsmdarﬂeadothouuholdabwa) 0

F Entar"1"lfyouhaveatleastsz.oooMchndwdapendemarcmforwmohyuuplanioulalmamdit o o

{Note: Do not includs child support payments. See Pub. 508, Child and Dependsnt Cars Expenses, for detalls.)

chlld’l'axcredlt(lnoludlng additional child tex oredit), See Puh, 872, Child Tax Credit, for more information.

-lfyowto,_talmamewmbelessthanmouomw,DWHmaMed),m“i"fnraacheﬂglhledﬂ)d;menhuﬂ"nyou

havemotafouraﬂglblechﬂdrenarlesa“z”tfyouhsvsﬂveormomeligihlechﬂdmn.

-lfyourtomlincomewmbebstweanm.maudw.momoo,oonandﬂw.mwmarned),mtarﬂ'fweachdlglbleomld. Q z.

H MdnnasAmmughGandenmmwhmMWmhMﬂumﬂnnMofmmﬂw»mchﬁummmmbH :I

o it lanmmmzeorchunad]mwhmoandwmmmum withholding, ses the Deductions
For accuraoy, andyxa]&hnmwammmsz i e

complete all ¢ If you ara single and have mare than one job or are married and and your spouse hoth work and the combined
workshests aamyt:u mm jobs exceed $50,000 ($20,000 if married), see tha ‘l'zl?-EamraIMulﬂp!o Jobs Workshest on page 2
that apply. hmﬁhavlngmmehxmald.

¢ If neither of the abova situations hmmdmmenumbwmnmﬂmnmsmmw-4bdow. "
Mhmmd#nmmhmmpbymmmhp part for your records.
Employee’s Withholding Allowance Certificate

»mmumhm“mmmmmwmmmb
subject to review by the IRS, Your employer may be vequired to send & copy of this form to the IRS,

Nt | DACUNa 2

Home fusties s sizast ol coute) QR single Ol Marted Q] Manisd, but witiold st higher Singlo e,
- E Note: If masried, but) S 3puDS i 8 nonresidont alien, check the * box.
- 4 umunmmmmmmmmmm
V Lo eheck hers. You must call 1-900-772-4218 for » replasement card, > [

§  Total numbker of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5
a Addiﬁonalamount.ﬂany.youwantwlmnaldfmmeachpayohack O=-c= it e 5 o 8
7 I clalm exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption,
-Lastyearlhadanghttaarnfundorauﬁdmllnmemwuhbeldbmmlhadnotaxl , and :
o This year | expect a refund of all federa! inoo lability.
if you mest both conditions, &

For Privacy Act and Paparwork Reduction Act Notice, see page 2. Cat. No. 102200 anwv"‘{zum



Employment Eligibility Verification USCIS

Department of Homeland Security Frdedcind
U.S. Citizenship and Immigration Services Expires 08/31/2019

P> START HERE: Read instrutions carefully before co

mplsting this farm, The instructions must be aval
during complation of this form, Employers are iable for

lable, aither in paper or electronically,
arrars in the completion of this form.

L

thorization and Identity. The refusal to hire or continue to empioy
an individual because the documentation presentad has a future expiration date may also constituts illegal discrimination,
stion 1. Emplayée Infon oy Elorses i gt i B 57 Fary 7o e
ihah the first day of aimploymen oospling ajob offer} ql‘ s sz e e 4‘9"; &REE
Last T (Family Name) First N% Middle Infisl | Other Last Names Used (i any)
al Unhea He M

Number and _ [Apt. Number of Town Stats  [ZIP Code
TRLD TR S [P AR e, ol oL,
Date of Birth (mm/d i U.8, Social Security Number Employee’s E-mallM@ness Employse's Telephone Number
WERNLALGE v — TSAGS

| am aware that feceral law provides for Imprisonment and/or fines for false statements or use of false dosuments In
sonnection with the completion of this form.

gm under penaity of perjury, that | am {check one of the following boxes);

1. A ciizen of the United States ]
2. Anonciiizen ational of the Unitad States (See inafractions) ol
C}] 8, A lawful permanent resident {Alflen Reglstrafion Number/USCIS Number): i)
p W Sl celd
Q1 4. an slen suthorized to work _wunil (apiration dafs, # applicable, mm/daivyyy):
{ Some allens may write "NJA" In the expiration date field. (See Instructions)
| Aliena authorized fo work must provide only one of the following document numbers to complets Form 1-5: ; Do ot ma 1 ol Brice
An Allen Registration NumberfUSCIS Number OR Form 1-94 Admission Number OR Forsign Passport Number, |
1. Alien Registration Number/USCIS Number; i
| OR i
| 2. Form 1-84 Admission Number: |

OR
2. Foraign Passport Number: !
Country of Issuance; i'

i 0]}

I signature of Empioyse

\

=

3 Hré’qndléﬁﬁhslm flsation (heckanelr T T T

| did nat use d prépater or translator A preparer(s) andlar transiator(s) aséisted the empioype in complating Gegfiond.
Bfds below myst b’e““wmpmad'gnd signed when pmp%lm and/or transiators assist an employéé lf:%%mplathg Sbotion 1)
| attast, 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,

Signaturs of Preparer or Translator Today's Date (mmviddiyyy)
Last Name (Family Name) First Name (Glven Neme)
Address (Street Number and Name) City or Tawn Stata  [ZIP Code

e JW&WGQPIe@W’Faéé.? o

Form 19 071717 N Page 1 of 3



Employee Name \ SSN# (last 4 digits) j Effective Date

Direct Deposit Note: Direcs wmmmaytake:pmnmtabumw
Payroll Debit Carg (Please complete Sections4 and § below) Paper Check (Plogse complete Section § below)
[ Update BankAccoum Y understand and scknowledge that if 1 dp not Provide 5
Bank Name: voided check with this direct deposit form, Y am
responsible for any delays in payroll or extrg costs
Routing# incurred if the account number that I provide is incorrect,
Initial Dats =
Account Type: [ Checking [ Savings [JOther _
——E - Savings |

®  Tokhelpus avoig making an error, please attach g copy of a voided check (a depaosit slip will not work) ‘
*  Ifym change banks, do not clonyowoldbankammmﬂmhmdmmhumau&encwbmk,whichmytaanpaypaiods.

Federal law requires a1 inatitutions o o lnﬁmaﬁonthnxdmﬁumhpemnwhoopmanaccom order to
request a Payroll Debit Card for you, we must provide all of the following inform that will enable the financial nstitution to id you, If
you do not 8 Direct Deposiyp, i

Except for the routing and account number, ESSG doeg not have accesg to any information regarding your Payroll Debit Card account or
ons. On your first payday, you will receive your new Payroll Dghit Card, and a packet f the

containing al] o conditions, You wij]
then sign acknowledging that You reccived the Payroll Debit Card and packet, Your Payro)} Debit Card will be reloaded on each Payday you receiye
wages,

CARDHOLDER INFORMATION (as you want Your Payrall Debit Carg to be issued)

First Name MI Last Name Date of Birth
Street Address ponox NOT ACCEPTABLE) Social Securfty#
City State Zip T CellFieg (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 #

Ihmwceivedmy Payroll Debit Card, wnleomebmchure,pmgmnkca,pmym terms,enndiﬁons,anddlsclosw. Byacﬁvaﬁngmy Payroll Debjt Card,
Iam agreeing to the Program terms, conditions, and disclosures that are included or made available to me from time to time from the financia| institution, 1
authorizs the financig) instity

tion to debit my Payrol] DebitCardaccumtﬁ)rthefeesdemlbedh the ﬁeschedulelhatispmofﬂwpmmtcnns,
conditions, and disclosures,

Employee’s Signature:
SLCLIONT S LHORTZ N

IO

I authorize ESSG 1 directly deposit my periodic wages/com required tax withholdings, other required withholdings
or authorized deductions, into my account(s) ag designated aboye and to initiate, if necessary, debit entries and adjustm any credit entrieg
made in error to my account(s), * E-mail is required for pay stup information,

*E-mail: @

| this information will galy be nsed 13 3o s electronically —
Employee's Signature:w{\p/l A (_:\KQ \ p‘_ﬁ\@ : :S Date; 2-\ l%_ZDlg




EMERGENCY CONTACT INFORMATION

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

Employee Name; _@}V\?/ M M‘wl,m
mawme ZOD OT S4 F \lr Gyowve

Home Phone: ——] ‘S‘SDI*‘I} qu

Home Phone:

ltlame: \)DY[;)"\_V[:_V’\ Pg,lmumu K Cell Phone: "( \%‘BB\ _4 \qg
Relationship: ﬁ DVLCC Work Phone:

Contact #2 Home Phone; U&\ 'j%u- "\0%7
Name: mb %lw' C)/L%K Cell Phone:

Relationship: Work Phone:

MOtlr= 1 Law

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.




RN NN P

ignature of Employee/Firma de Empleado

Date/Fecha
;

X0 DaCunlg

Printed Name of Employee/Nombre del Empleado




employer solutions staffing group..

Notification of Minnesota Law Reguirement —

Unemployment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable 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 responsibie to contact ESSG within 5
calendar days once an assignmept ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

2- 15 20(H

ployee Signature: i Date:

Em

Employee (please print your name here)

CMG_SM - Rev. 09.2013



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 responsibiiity to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSQG) 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.

I 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 952.835.1 288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)

Hester Dalinbhia

Employee’s Signature:
w pate:_2 |- 201




REGEIPT OF EMPLOYEE HANDBODK 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
and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

I 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.

I 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. 1 also
acknowiedge 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.

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

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

pate 2.15-2D[%
nave. brstvier Dalunbia

i PLI'EASE PRINT —
S 00 Nt 0 YU

ESSG
REPRESENTATIVE

23



m ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. lalso
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 s 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. lagreeto notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc,

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

Date; 2 ,‘5 lD ' 9‘) .

Associate's Signature: .MQ,M_QLMA

Associate's Printed Name: (.Y 1'@( MUH V\Q—

Orientation provided by:

24




DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been aliowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2 I have read the entire contents of this policy and | am aware and full

understand that this policy in any form, and any employee handbook Including this L
policy, are not a unilateral employment contract or offer thereof.

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.

Hetner ™alunka

Individual's Name

152D\ |

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Fixed Indemnity Medical Benefits_Plan 2

VS| 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate __ /__/
ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2
A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must Be Filled Out)
Name ' Social Security # ' Home Phone ' Sex Iﬁl
Address TR il '_—‘j.Apt. # B
cy : State Ze i DateofBinth

/7 7

OUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

C. LIMITED BENEFITS PLAN SELECTION ..., Payroll Deducted Woekly Ratss
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. '_I'h‘l_a“\/i_siop plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE L Ever.  FIXED INDEMNITY SHORT-TERM
Employee Only || $2025 () $6.17 ) $2.42 O s0.60 ) $4.20 [5)
Employee +1 [_] $41.10 $12.34 $4.92 $0.90
Employee + Family [ | $54.88 $20.36 $6.56 $1.80
V0t AL Bensfin 1 | [Tves CINo | Clves [Ino | Clves CINo | Clves (o | Clves Lo
residents of NH, Hi, or PR.25TD is ot available to persons who work in CA, HI, NJ, NY, or Rl

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

S T N S 0 Relmombp e w0 el oS
Name Social Security # Date of Birth Sex Relationship
et 1L | MI[F] | [Spouse[ ] Child[ ] Domestic Pertner
Name Social Security # Date of Birth  Sex Relationship

e L/ IMITE] [Tspouse [ child (] Domestic Partner
Name Social Security # Date of Birth Sex Relationship

el 14 MIIE] [Dspouse[Jchid[JDomestic Partner
Name Social Security # Date of Birth  Sex Relationship

27 IMI[E] | [Ispouse[]child [ Domestic Partner




HearTaEZ

Enhanced MEC_Plan 1

Benefits Enroliment Form

Enmployee Information

Name (First and Last)

1 Rehire Rehire Date

Social Sacurity Number
Address City State Zip Code
Gender Ll Male | Marital Status L1 Single | Date of Birth Date of Hire
O Female | I Maried 1 Divorced
|Phone Number: Emall Address:
Please Select Desired Coverage:
Employee Only - r_‘l Employee+Spouse - Employse+Child(ren) - I:l Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Boola) Seoutty # BirthDate | SeX Relationship
ETStNEmE— 1 Male [I8pouse [] Child
i m. AL [1 Female O Domestic Partmer
Dapendent
Soolal Security # Birth Date | Sex Relationship
Spouse [7 Child
i Name T, Last Name E FM:ll:ale - m] Domeeﬁcn Partner
Bependent _
Social Security # BirthDate | Sex Relationship
O Mai Child
[ Firet Name T M Last Name =] Femnale Dspﬁu Domuﬂcn Partner
P:AME l;F PERSON'QOVE'RED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employes Acknowletigemeant and Authorization - | heraby apply for the group benefit{s) as indicated. |
any miastatemants or fallure to report Information may ba usad as tha basis for cancellation of cove
qaﬁneﬂve date. Further, | authorize my employer to maks the necessary payroll deduction of premiums for coverages | have elacted,

acknowledgs that all entries ars true and complete and that

rage for me and my dependent{s), if any, from the original

Employee Signature

IF ENROLLING - YOU MUST SIGN HERE

¥

EMPLOYEES DECLINING

Date

| am DECLINING coverage

1 understand that | and/er my de|

must meet the requirements defined In the Cartificate of Coverage for the company's medical or dental p

{including my spouss) bacauss of other coverage, I may, In future be able to enrall mysalf or my deps
days after the other covarage ends. In addition,

nb,Ihny.wnlvuwemrannnﬂduhhparﬂdpahInthaplanatahhrdm.vwnmathmldumdahhmlmm

i1 declins anrolimant for myself or my dependents
In this plan, provided I request enroliment within 31

¥ a new depandent relationship forms as a result of marriage, hirth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroll myssif or my dapendent, provided | request enraliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE
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Employer Solutions Staffing Group Health Benefits Team

PO Box 46270
Minneapolls, MN 55344
Phone; 852-767-8519 Fax: 852-767-9515

Email: Health@employarsolutionsgroup.com



