Fal PO Box 46270
N : Eden Prairie, MN 55344-9956

I

www.esgstaffingsolutions.com :
employer solutions staffing group..

Tel: 952.835.1288

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name Norwood First Name _Kealla Middle Initial 5
Street Address 500 11thaveN _ Apt/Ste
City/State/zip _St-cloud/MN/56303 56303 Soclal Security Last Four XXX-XX- 2447

Phone Number 6512007981 Emall Address __keykeythomson57@gmail.@m
Staffing Agency/Recruitment Partner _ Chip shop

All offers of employment are conditional upon satisfactory proof of Identity and legal abliity to work in the U.S.A.

Are you legally authorized to work in the United States of America? @ yes Qino
Applicant Certification and Authorization

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

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
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 cllents, government regulations or by ESSG policles.

I release ESSG and aother persons or entities from any claims that might be based 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 omisslon or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

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

Keyalla Norwood —n 4 Oct 6, 2017

Name (Print or type) Applicant’s Signature Date

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

For ESSG Office Use Only
DOH NHW 19 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(if applicabla)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-MN Rev. 04/2017



Form W-4 (2017)  ~ emipgmp e g Ty
Basic Instructions. If you aren’t mm:gél ?;”m%eata 1040-£8, Esﬂn&d

Purpase. Complete Form W-4 so that your the Pe; Wo Tax for Individuals, Otherwiss,
loyer can withhold the correct faderal income worishests on pags 2 further adjust your y"“""{'n“w"d"mmdm" u have pension or
wmmurpay. Consider completing a new Form wlﬂthnldlngauopv&.agnmbmdonmt‘t'l.ﬁd annulty gmmggmm%fvgﬂ uld
Wemmandwhmynwpm or financial deducﬂmcmﬂuuaﬂh.ammmmmme, adjust yoi J
situation ea, ar two-eamers/multiple jobs ons. mmwmm%‘{feyﬂMame
Exs| from withholding. if you are exem Complets all worksheets that . Howaver, you rking
cunm?::nlyﬂneﬂ.a.s,ci.mﬁandalgnmpet mqyc"I'aImeawa(orm aﬂowa:ggs.!yForregularw Mﬂalllobs d’m‘:’ggﬂg‘ of#‘gr?'ﬁm
form to validats it, Your on for 2017 axpires wages, withholding be based on aliowancas m owmow wlllgg%ogtaomm
15.291_1&899Pub. 05, Tax Withholding youdabn?gﬁgamtbeaﬂummtor whanallalbwaneasm%lyedonmeﬁnnm
percentag hest paying Job and zero allowanoes are S—
Note: If another parson can claim you as a dependan Head of how 1. Ganerally, you-can-claim hsag ——% others 8es Pub. 505 for detsils,
exemption of housshold stetus on your tax return ¥ Nonresident allen, It you are a nanresident allen, see
ﬁmnwlﬁholdlngﬂm' income exceeds $1,050 you are unmanied and pay more than £0% of the Naﬂua1882,8upplem§rthomW-4lnsﬂuﬁon’sfur
and ingludes more mamaamedlrmmeﬁor coats of ing ahmnefuryowsdfmdgeur Nonresident Allens, before Iting this form.
example, interest and dividends), dependentls o other Individuals, e, comn
Anempl bs abls to claim 501, Deduction, and cheokmwﬂﬂmldlng.l\ﬂeryuw Form W-4 takes
from 1 math s Filing Information, for information, effect, use Pub, 605 to ses how the amount you are
Smpton tram withholding even if the employee having withheld compares to your projectes ot to
a dependent, if the employee; 'l‘aum‘l;la.voucanmhpm o taxw:;!lbmo o 7.&9%55;’::’ yo ur eaminge
OIS::::EOI'DWW, m:gﬁ'x%n% mmmdwge%ﬁg mmsolmﬂ (slngfe)ormgaooamamw.

, care expenses and the credit Future developments. Informati futura
::Izmolal:adlummmlmms:hxmdhor Son P S8 o e Allowanoss ww.:mm:yubaoova.‘ Iomialahanents effecting| h"'&wmzqmwmaga:ym
ftemized deductions, on his or her tax retum. mmmmggmm bbaeddl :tgwww.lrs.m/m = "

Personal Allowances Worksheet (Keep for your records.)
A Enter“1"foryuumlﬂfnooneelsecanclalmyouasadapendent. Tt et s s e s e ... A
* You're single and have only one job; or
B Enter*4”if: * You're married, have only one job, and your spouse doesn’t wori; or . . . B
® 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 chooss to enter “-0-" If you are manried and have either a working spouse or more
thanone]ob.(Enterlng“-0-"mayhelpyouavoldhavlngtnoIlttletaxwiﬁheld.) © 9 00 0 0 0 0 0 0.0 9 6 0

D Enter number of dependents (other than your spouse or yourself) you will claim on yourtax retumn. . . . . . 5

E  Enter“1” if you will file as head of housshold on Yyour tax return (see conditions under Head of housshold above) .

F  Enter “1” if you have at least $2,000 of child or dependent care axpenses for which youplantocleimacredit . .
(Note: Do not include child support payments. See Pub, 603, Child and Dependent Care Expenses, for detalls.)

@  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.

® If your total Iricome will be less than $70,000 ($100,000 if married), entsr “2” for each eligible child; then less “1” if you
have two to four eligible children or Iess “2° if you have five or more eligible children.

* If your total Income will be bstween $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each eligible child. @
H  Add lines A through G and enter total here. {Note: This may be different from the number of exemptions you claim on your tax retum.) » H

L Il"lyou plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
For acouracy, and Adjustments Worksheet on page 2.

complete all * If you are single and have more than one job or are married and you and your spouse bath work and the combined
worksheets eamings from all jobs exceed §50,000 ($20,000 if married), see the Two-Eamnera/Multiple Jobs Worksheet on page 2
that apply. 1o avoid having too little tax withheld. .

® if nelther of the above situations applies, stop here and enter the number from line H on line § of Form W-4 helow.
Separate here and give Form W-4 to your employer. Keep the top part for your records,

't

L, w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
| Whalherynuauenmledholdmaurhlnnumhcrolallmnmormmpﬂonﬁomwlﬂ:holdlngh
el A subject o review by the IRS. Your smployer may be required to send a copy of this form i the Ih8. 2© 1 7
1 Your first name and middie initial Last name 2 Your soclal security number
Keyalla S Norwood 338942447

Home address (number and street or rural route)
50011th ave N
City or town, state, and ZIP ocode

3 (@) single £ Maried (3 Maried, but withhold at higher Singis rate,
Note: nm,mwmumhammmmme-wm
4 Hyawhatmmadlﬂemfmmmmmmmmeblmm

St.cloud/MN/56303 56303 check here. You must call 1-800-772-1213 for a replacement card. » []
§  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 153
6  Additional amount, if any, you want withheld from each paycheck . . . 9 FAE]

7 | claim exemption from withholding for 2017, and | certify that | meet hoth of the following conditions for exemption,
® Last year | had a right to a refund of all federal Income tax withheld becauss | had ne tax llability, and

@ This year | expect a refund of all federal Income tax withheld because | expect to have no tax Hability.
If you meet both conditions, write “Exempt” here . . . . >l7]

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it Is true, correct, and compista.

Employee’s signature
(This form Is not valid unless you sign it) » "Gﬂkﬁ&wﬁ' Datep OcCt6,2017
8 Emplayer's name and address (Employer: Complste lines 8 and 10 only if sending to the IRS) | 8 Office code (optiona)) | 10 Employer Identification number (EIN)

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



Employment Eligibility Verification USCIs

pepartment of Hameland Securty vy laston
U.S. Citizenship and Immigration Services Bxpires 08/31/2019

P START HERE: Read Instructions carefully before completing this form. The Instructions must be avallable, either in paper or electronically,
during completion of this form. Employers are llable for ervors in the completion of this form,

ANTI-DISCRIMINATION NOTICE: it Is lllegal to discriminate against work-authorized Individuals. Employers CANNOT specify which

document(s) an empioyee may present to estabiish employment avithorization and identity. The refusal to hire o continue to employ
an individual because the docume

entation pmehasiﬁmwmndatsmb‘cbwme_gal discrimination.

Section 1. Employee Information and Atiestation (Employees must complete and sign Section 1 of Form 1-9 no fater
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (i any)
Norwood Keyalla S N/a

Address (Street Number and Name) Apt. Number | City or Town State ZIP Code

500 11thave N N/a St.cloud Mn | 56303

Date of Birth fmm/dd/yyyy) | U.S. Social Security Number Employee's E-mall Address Employee's Telephone Number
12/16/1997 *qﬂzﬁ - keykeythomson57@gmail.com 6512007981

I am aware that federal law provides for im
connection with the completion of this fo

1 attest, under penaity of perjury, that | am (check one of the following boxes):
{®) 1. A citizen of the United States
Q 2. A noncitizen national of the United States (See instructions) .
3. Alawful permanent resldent (Allen Reglstration Number/USCIS Number): N/a

prisonment and/or fines for false statements or use of false documents in

4. An allen authorized towork  until (expiration date, if applicable, mm/ddlyyyy): N/a
Some allens may write "N/A" in the expiration date field. (See Instructions)

Allens &uthorized to work must provide only ane of the following document numbers to complete Form 1-9: Do NG RIS I e Brce

An Alien Registration Number/USCIS Number OR Form 1-84 Admission Number OR Foreign Passport Number.

1. Allen Registration Number/USCIS Number: N/a
OR

2. Form -84 Admission Number: N/a
OR

3. Foreign Passport Number: N/a

Country of Issuance: N/a
Signature of Employee

Today's Date (mmiddhyyy) Oct 6, 2017

Preparer and/or Translator Certification (check one):

1 did not use a preparer or translator. A preparer(s) and/or translator(s) assisted the employea in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators a

ssist an employee in completing Section 1. )
| attest, under penaity of perjury, that | have assisted in the completion 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/ddAyyy)
Last Name (Family Name) First Name {Givén Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form 19 07/17/17 N Page 1 of 3



Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9

5 . . 5 . OMB No. 1615-0047
U.S. Citizenship and Immigration Services Eoxpires 08/312019

Sedtlon 2, Bployer of Autfiodaed Rapresantative Review BRG Verine

. Senhiative Review BRH Ve '..__, B o _.__‘i__i_

At ST N 4 o e o 0 AT R
(195 whivnedld i RONERS OISR B sttt bl i i |

Employes Info from Saction 1 sz?%ﬁﬂiﬂe) Wﬁfﬁ? Nﬁmi M.L cmzeihipllmuﬂgmﬁon Status
Identity and Emll;}:ty:amlmﬂlorlzaﬂon i lla?tntl?y . e Employmlg::fl;horluﬂon

[ ' S%wﬂi:nmﬁ{m Coavd Dﬁﬁ"‘é"tgmf&u (avd

¥ e L innisota SEUAT" (e Admin

i) | EATTEE89250 SR - 9 gy

Expiration Date (i any)(mm/dd/yyyy) . Efpﬂngw mm/dcifyyyy) Explration Date (i any)(mm/dd/yyyy)

Document Title :

Issuing Authority Additional Information e e el

Document Number

Expiration Date (i any)(mm/dd/yyyy)

Document Title '

issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy) ,

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employse named, and (3) to the best of my knowledge the
employes is authorized to work In the United States.

The employee’s first day of employment {mm/dd/,yyy_w: !Ol lo | 20 1M (See instructions for exemptions)

Signature of Empl orized Representative Today's Date(mm/ddfyyyy) Title, ployer or Authorized Representative
| @m 10]04 [ 2017] LTSN

Last Name of Empidyer or Authorized Representative | First Name of Employer or Authorized Representative | Employer's Business or Organization Name

\)Q\\&,V\(,\‘Os =, Y\ Cao EMPLOYER SOLUTIONS STAFFING GROUP L1.C

Employer's Business or Organization Address (Street Number and Name) |City or Town, State ZIP Code

7301 OHMS LANE SUITE 405 EDINA MN 55439

3tion 3, Raverifical 1 Rahires (7o ba completed and y Sployer o auihonaed eprespntaiive.) .
Last Name (Family Name) First Name (Given Name) Middle Inftial Date (mm/dd/yyyy)
G. It the emplayde's previois grant of employmant autha atlon has eknlfed, provide 1ia Infarmanan o7 1he dorrert 57 reoal pl thaj e3iABNahEs
eaplinuing emplyment putharization in the spa gprovided below, i : : B ALk :
Document Title Document Number Expiration Date (ifany) (mmAldivyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to 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 Individyal.

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

Form I-9 11/14/2016 N










EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Keyalla Norwood
(First) (Middle) (Last)

Employee Name:

——Former Name(s} and-Dates Used: /2

Current Address Since: 99/17  50011thaveN St.cloud/MN/56303 56303
(Mo/Yr) (Street) (City) (State/Zip)

Previous Address From:
(Mo/Yr) (Street) {City) (State/Zip)

Previous Address From:
(Mo/Yr) (Street) (City) (State/Zip)

Social Security Number:___338942447 poB:__12/16/1997

Phone Number: 6512007961

Driver’s License Number/State; 1412185093507

The information contalned in this application is correct to the best of my knowledge.

I 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.

Signature: ———M‘ Date: Oct6,2017

Notice to CA, MN, 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.




EMERGENCY CONTACT INFORMATION

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

Huployes NaT Keyalla Norwood

Address: 500 21thaveN St.cloud/MN/56303 56303

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency

Contact #1 Home Phone:

Name: Cell Phone:
Relationship: Work Phone:
Contact #2 Home Phone:

Name: Cell Phone:
Relationship: Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergency:

This information will remain confidential and will only be used in the case of an emergency.



. e 7 : ¥
employer solutions staffing group..
Wage Payment Methed Authorization (Minnesota)
Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
_'n'l donot |;-1'|'- wages wi B i
SECTION | BASIC INFORMATION

NmDMDapnﬂtmmmaywicatcptD?dmth
(©) | Payroll Dehit Card {Please complete Sections4 and 5 below) () | Paper Check (Please complete Section § below)
SECTION 3 DIRECT DEPOSIT

1 understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am

responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

Initial KN Date _Oct 6, 2017

. Tohnlpusavoidnmkhganm,pleasemhacopynfavuidedchmk.(adepositslipwﬂlnotwnrk) :
e  Iyonchange banks, donotclnseyunroldbankawountmﬁlyourdeeposithassmmdatﬂmnewbank,wlﬂohmaymkaZpaypeﬂods.

SECTION 4 PAYROLL DEBIT CARD

Fameptfortheronﬁngandaccountnumher,ESSGdoesnnthaveacoesstoanyinformnﬁonregardingyomPayroll Debit Card account or
t'ansacﬁons.Onyonrﬁrstpayday,youwﬂlreceiveyomnBW'PayrollDebitCard,andapanketoonmininga]lofthetermsandcondiﬁnns.Youwill

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 yon want your Payroll Debit Card fo be lssucd)

First Name Keyalla M1 Shana Last Name N orwoqd Date of Birth 12/16/1997
Street Address (P0BOX NOT ACCEFTABLE) 50011thaveN Social Sw% 2447

& st.cloud S5 Mn | Z® 56303 Cell Phono (mobile) o 12007981

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

Payroll Debit Card Routing # Payroll Debit Card Account #

_ 4853 42 5522 G157
1have received my Payroll Debit Card, weloome brodhure, program fees, program terms, canditions, and disclosurcs, By activating my Payroll Debit Card,
Imagreeingtoﬂ:eptogmmtexms,coﬁmmmwmmhmmmmmmmmwmmmwm&mml

autherize the financial institution to debit my Payroll Debit Card account for the fiees desoribed in the fee schedule that is part of the program terms,
canditions, and disclosures.

Employee’s Signature: m—

SECTION 5 AUTHORIZATION

T 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 errot to my account(s), * E-mail is reqnired for pay stab information.

Oct 6, 2017
Date:

*E-mail: keykeythomson57@gmail.com @
this information will only be used to send your paystubs electronically

Employee's Signature: _Mm: Date; OcCt6,2017




STATEMENT OF CONFIDENTIALITY

This agreement made this09 day of__(LCEO ks , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereatfter 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.

o).

Employee Signature

\57

Employer Solutions Staffing Group LLC, Representative




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 retun 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 vour employer immediately of anv 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.

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

Printed Name: Keyalla Norwood




employer soiutions staffing group..

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. Sise puede verificar que el cheque no ha sido cobrado,
ESSG 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 deducirs.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); Keyalla Norwood

§_i_gnature/Firma: Koy fRcts,




et N

empioyer solutions staffing group..

' ESSGWORKPLACESAFETYPOLICY

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.

-(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:

o 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..

—— o Righttorequestinformation about safety and health hazardsinthe —
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
952.835.1288/1.866.496.7578) and asking for the ESSG Safety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.



employer solutions staffing group..

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 ESSQ’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)
Keyalla Norwood

Employee’s Signature:

E&M Date;_ Oct6,2017




- 8850 Pre-Screening Notice and Certification Request for
{Rev. March 2016) the Work 0ppor|;un|ty Credit OMB No. 1545-1500

mtam]' m%mm ¥ » Information about Form 8850 and its separate instructions Is at www.Irs.gov/form8850.
Job applicant: Fill in the iines below and check any boxes that apply. Complete only this side.
Yourname Keyalla Norwood Social security number®> 338942447
_ Street address wherayou live __ 50 1thaveN o e e 2 e "ol
City or town, state, and ZIP code ~ t-C10Ud/MN/56303 56303
County __ Sterns Telephone number S-2007981

If you are under age 40, enter your date of birth (month, day, year) ~ 12/16/1997

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

2 [flCheck here if any of the following statsments 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 (SNAP) bensfits (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 famlly that:
a. Received SNAP benefits (food stamps) for the past 8 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 fora felony.

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

* | am a veteran and | was unemployed for a period or periods totallng 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 unemployed for a period or periods totaling at least 8 months during the past
year. :

o

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 hera If you are a veteran entitled to compensation for a service-¢onnected disability and you were unemployed for a
period or periods totaling at least 8 months during the past year.

6 Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August b, 1897, 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 could be made.

7 Ia Check here If you are in a period of unempioyment 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 knowledges, true,

correct, and complete,
Job applicant's signature > s e e Date Oct6,2017

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)




Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE RETR@TAXG

Specialists in Tax Cradit Administration
EMPLOYER SECTION: ] : :

Client: Company:

Location: Position: Starting Wage: $
EMPLOYEE SECTION:

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

Keyalla Norwood 500 11thaveN St.cloud/MN/56303 | 56303
N Date of Birth: Age: | Have you worked for | I yes, location:
this before?

338942447 12/16/1997 13 Yes 3 No @ "

Please complete all questions, and sign and date the form. Yes No
1. Haveyou or has anyone living with you received Temporary Assistance to Needy Families (TANF) D

at any time since August 5, 19972 (if yes, please provide information below.)
Nams of the person receiving benefits; ____ Relationship to you:
City: County: State:

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

Name of the person receiving benefits: Xamarien Relationship to yon; _SON
City: Elcmmi}': ﬂsﬂtﬁ: Mn__

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? [ 7]
Pleasc note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? @ T
If yes, please indicate which type of uworkedwithandpmvidethelrlocaﬂnninformaﬁonbelow:
Vocational Rehabiliztion Agenoy E' Dept. of Vetersns Affsirs [ 1] Employment Network (Ticket to Work Progra)
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.

B

5. Areyon a Veteran of the U.S. Military? *Ifyes, please provide a copy of your DD-214 and letter of separation. ﬁ
(If yes, please provide information below, If no, please continus 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? ]
6. Have you been unemployed at any time during the last 12 months? G

If yes, dates of unemployment - From; To:

Did you receive unemployment compensation at any point during your unemployment? Q

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 s O Fedorst ot Q) State oonviction? 1£State - County: State:

——

Additional Tax Credits

IEC (Native American): Are you or your spouse a member of a Native American Tribe? Q @
Ifyou checked lease provide a copy of your CDIB card.
CA Residents: 1] Are you the child of foster parents? [[] Do yon receive CalWorks? [0 Workforce Investment Act?
Are you a migrant or seasonal farm worker? EHaveyoueverbeenconvictedofanﬂsdemeannﬂ
SC Residents: LLJ] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1declare the information above fo bemandammetathebe.vt«y"whmvledge, and 1 hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credit eligibility to my emplayer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: __&QM, Date: __Oct6, 2017




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Farm 8850 or if filed

~ separately, with ETA Form 9061 {or ETA Form 9062) for each certification request filed for the new target

group.

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

New Hire’s Signature: maiiieaareen Date Oct6,2017

New Hire Name: Keyalla Norwood

Social Security Number: 00O
(Enter last four digits)
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 beenin a period of unemployment since

09/17
(Enter start date)

Privacy Act Notice:

The Internal Revenue Code of 1888, Section 51, as amended and its enacting legislation, P.L. 104-188, specify that the State Workforce Agencles are the
*designated® egences responsible for administering the WOTC certification procedures of this program. The information you have provided complefing this
form will be disclosed by your employer io the State Workforce Agency. Provision of this information is voluntary; however the information is required to
dstermine your emplayer's ellgibility for the federal tax credit

0 T 4 s o £ 0 o 018 L L9 ¢ M S ¢ D 0 00 TR 0 0 0 6 § 0 P 9 ¢ F L $ MR 46 D4 ) ¢ o 09 o gm0 8 O ¢S amm 6 6t b —

Public Burden Statement:

Persons are not required to respond to this collection of information unless it displays a currently valid OM B control number, Respondents' obligation to
complets this form Is required to obiain or retain benefits (P.L. 111-5). Public reporfing burden is esfimated to average 10 minutes per response, including the
fime for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information, Send comments regarding this burden estimate to the U.S, Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Waskhington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do notsubmit completed forms o this address,

ETA Form 9175 (Rev. November 2016)



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 prohibits and the
consequences of such conduct; (¢) 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. 1
understand that this policy in any form, and any employee handbook including this
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, fo 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
analysls 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.

%‘h&rwwd {Dct 6,7017)

Individual’'s Name

Oct6,2017
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



MINNESOTA: REVENUE W-4MN

2016 Minnesota Employee Withholding Allowance/ Exemption
CertiAcate

_Empioyees : :
You must cormplete and give this form to your employer If you:

* claim fewsr Minnescta withholding allowanoes than your faderal allowances;

* claim more than 10 Minnesota withholding afiowances;

» want additional Minnesota texwithheld from your pay each pay period; or

* ciaim to be exampt from federal withholding or claim to ba exempt from Minnesota withholding.

Do not complete this form if you are claiming the sams number of Minnesota allowanoes s federal and the number ciaimed is 10 or 'ess,

; Employee’s Arst nama and initia) Last name * Employee's Sanial Seeurfty numbar
g 5 Keyalla Norwood 338942447
% Pemmanen) address " Niafital stalus (check one by
| T 8 b Bt
E £ Oy S ZPcads 'O Manted
‘.. Stcloud Mn 56303 5 gww,mmmwamm

Employees: Read Instruotions on back, complate Saction 1 OR Section 2, sign and give the completed form to your employer.
not complete both Section 1 and Section 2, Compieting both sections will make the form invalid.)

o Section 1 —Datermining Minnesota allowances

Oomplete Section 1 if you claim fewer Minnesata allowanoes than your federa) allowangss, AND/ OR if you want additional Min-
nesota withholding deducted sach pay period.

1 Ttal number of federal allowances daimed on faderal FormWe4 ...........vvus. D000Ba00: 0T .1
2 Total number of Minnesota allowances (iine 2 cannot be marethan fine 1) ...... 0000060E00aA000A0 P S ———

g 3 Additionel Minnesota withholding you want deductedeach payperiod ....oo.ooovueverraennnnnnns NG

e E] Section 2 —Exemption from Minnssota withholding

j O:mplebSactionzifyouclalmtobeammptﬁommmnasotainmmetaxwimholdhg(m&wonzInslmotimsforquallﬁaa—

tlons), If apalicable, check one box below to indinats the reason why you belleve you are exempt:
1 meet the requiréments end claim esmpt from bath fedaral and Minnesota income texwithholding.

E'_ Even though | did not clsim exempt from federal withholding, | claim exempt from Minnesota withhelding hecause | had no
Minnesota income tax liability Test yasr, | recelved a refund of all Minnesota income tax withheld, AND | expect to have no Min-
nesola inoome tax lability this yeer. ;

IID My spousa is a military sarvice member essigned to a miiitary location in Minnesots, my domicile (legal residence) s in another
state, AND | am in Minnesota solely to be with my spouse. My state of domiciieis

Ei | em an American Indian living and working on a resarvation.

: lamamamberofmawnmNaﬂona!atarduranacﬁvedutyus.mlﬁtarymemberanddalmmmptfmmmnnesota

5, withholding on my military pay.

| cartify that all information provided in Ssation 1 OR Section 2 Is correct. | understand there 1s a $500 penaity for Aing a falea with-
g o  holding allowanos! exemption cerliAcate.
7} Employes's signature

- Minnesota
- Allowsinges

[ -, Exemptfrom: . ..
" Minhesuta Withholding . .

Dala Daytime phone
bpl Oct6,2017 ss12007581

Empioyses: Give the compieted form to your employer.
Employers
If you ere required to send a copy of this form 1o the Department of Revenue (see Instructions), you must enter the employer Information below
and mail this form fo: Minnesota Revenue, Mail Station 8501, St. Paul, MN 56146-8501. (Incomplete forms ars considered Invalid.} A $50
penalty may be assessed for each required Form W-4MN not Aled with the department.

Keep a copy for your records.

g% Nama of employer | Federal employer 1D rumber (FEIN) | Winnesora tax ID number
% | -

o E  admess Gty Stata ZIP code

&g

(;v..u‘l.ﬂs) Questions? Website; ww.revenue state.mn.us. Emall: withholding tex@tate.mn.us. Phone: 651-282-8989 or 1-800-667-3504.



.~~~ FomW-

Form W-4MN Instructions

Employer Instructions

Al new emplovees mn complete federal
you. Same p}oyeas mu 'I Eompleta
Form W-4MN,

Should my employee complete

Form WA4MN?

Do not bave your eruployee complere Form

W-4MN ifthey:

* claim the same number of Minnesota
withholding allowances s federal,

» arenot requesting additional Minnesote
taxes be withheld from their wagss,
AND

* aenot claimingto be exempt from Min-
nesota withholding,

Employees who complete Form MWR

should nor complete Form W-4MN. When

datermining Minnesota withholding for
employees who do not need to complete

Form W-4MN, use the same number of al-

lowanges the employee listed on Form W-4.

You ure not required 1o verify the nomber of
allowances clafined by each employee,

For mare information, see When 1o Com-
plste under Employee Instructions, Keep all
forms in your records,

Honor each Farm W-4MN you receive
unjess we notify yon otherwise or ifibe em-
ployee claims more Minnesota than federal
allowances. If the emnployes claims more
Minnesota than federal allowances, use the
number of' federal allowances to determine
the Minnesota withholding (see Section 1),

How should | determine Minnesota
withholding for an employee that
doesn't complete Forms W-4 or

W4MN?
Withbald Minnesora tax as ifthe employee
is single with zero withholding allowances.

Ifyour employes claims exempt from Min-
—nesota withhold

mg they mast provideyou

with a new Form W-4MN by Rih. i5 of each
year. Exempt forms received during the year
must he submirted to the department within
30 days of receipt from the employee.

Do | need to send a copy of Form
W-4MNto the department?

Send copies of Form W-4MN to the depart-
ment if the employee:

* cleims more than 10 Minnesota with-
holding allowances; or

* claimsto bs exempt from Minnesota
withholding and you reasonably expect
the employees wages to exceed $200
per week (Exception: If the employee is
aresident of a reclprocity state and has
completed Form MWRY; or

* you believe the employee Is not entitled to
the number of allowances claimed.

You do not need to submit the Form W-
4MN to the department ifthe employee
is asking to have additional Minnesota
withholding deducted from their pay or is
claiming fewer Minnesots withholding al-
lowances then federal.

A 550 penalty may be essessed for each
required Form W-4MN not [ with the
department. .

lid Forms W-4MN
e following sitwations make the Form——

W-4MN invalid:

* any unauthorized change or addition 1o
the furin, including any chenge to the lan-
guaga cartifying the form 18 correct;

* if, by the date an employee givesit to
you, he or ghe indicates in any way the
form is false;

+ the form is incomplete or Jacks the neces-
sary signetares;

¢ both Section 1 AND Section 2 were com-
pleted;

» theempioyer information is incomplete,

What do | do if | recelve en invalid
Form W-4MN?

Donotuseitto Minnesota income
tax withbolding, Tell the employee it is in-
valid and they must complete and submit a
new ane, If the employea does not give you
a valid ons, withhold taxes as if the employ-
e was single and claiming zero withholding
allowances, Howewer, ifyon have an earlier
Form W-4MN for this worker that is valid,
withhold asyou did before.

Questions?

Go to wwwrevennestatesmo,us for ad-
ditional forms and information, fact sheets,
and answers to frequently asked questions.

Emeil: withhalding tax@statemn.us
Phone: 651-282-9999 ar 1-800-657-3594,

Information in other ftwmats is available
upon request to persans with disahilities,
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: empioyer sowtions staffing group.

Levareg.ng Pestyries In 1 Thanging Morket

tification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268,095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause to

affirmatively request an additional suitable job assignment, (2) refuses without good
cause an additional suitable jJob assignment offered, or (3) accepts employment with
the client of the staffing service, Is considered to have quit employment.

This paragraph applies only if, at the time of beginning of employment with the staffing
service, the applicant signed and was provided a copy of a separate document writien
In clear and concise language that informed the applicant of this paragraph and that
unemployment bensfits may be affected.

It is your responsibliity to contact ESSG through Corporate Management Group (for
Instance, by calling 303-820-1425 or using any other form of contact) for additional
assignments. if you fall 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) :

Ke_y!!lL ML:“ 8,2017) Oct 6,2017

Employee Signature: Date:
Keyalla Norwood
Employee (please print your name here)

Telephone: 303-920-1425
12000 N. Washington Street Suite 350
Thornton, CO 80241

_MN_02.2013



o ernplover. solutions staffing group 8 =SNG m
@ oictiging Resarone gy Mades OEITDANIpA e o ;

Enhanced MEC Plan_Plan 1 o Pl Admnisrto,

Bensfits Enroliment Form New Empla

Enployed Information

Name (First and Last) Soclal Security Number

Keyalla Norwood 338942447_

- Cily ~State Zip Code

500 11thave N St.cloud Mn 56303

Gender LI Male | Marital Status [Z] Single | Date of Birth Dats of Hire
D Female | L] Married [ Divorcad | 12/16/1887

hone Number: : “Emall Address:
e T 6512007081 Keykeythomson57@gmail.com
Please Select Desired Coverage:

Employee Only - Employee+Spouse - IZI Employee+Child(ren) - Family -
$24.00/Week $38.00/Week. $36.00/Week $63.00/Week

epandept
Kamarion Johnnielee Davis Norwood
FrstRame 0114115 ) male Ith B cna
ame M. LastName L1 Female Domestic Partner
Soolal Seourity # Birth Dats | Sex Relationship
Mal Spouse Child
(Firet Name- 1) LastName E Femala 3 0 Domestic Partner
‘Bependsnt
Soclal Security # BirthDate | 8Sex Relnﬁomhjp
ame [ XR LastName | Male Spﬁe D Child
Other caverage infanmation including MedicareiMeadicaid
EFF. DATE
EFF. DATE
EFF. DATE

Employes Acknowiedgement and Authorization - | hersby apply for the group benefit{s) as indicated. | acknowiedge that alj entries are true and complate and that
Lany misstatements or faliure to report Information may be used as the basis for canceliation of coverage for me and my dependent(s), if any, from the originat
effective date. Further, | authorize my employer to make the necessary payroii deduction of premiums for coverages | have elected,

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature  Keya {Oct6,2017) pae OCL6, 2017

ewpovessoecuwmne L] | am DECLINING coverage

{ understand that 1 and/or my dependents, if any, walve any coverage and desire to participate In the plan at a later date. l/we may be considared a late enrolles and
must mest the requirements defined In the Certificate of Coverage for the company’s medical or dental p }f | decline enroliment for myself or my dependents
(including my apouse) because of other coverags, | may, In future be abie to enroli myself or my depen in this plan, provided | request enroliment within 31
days after the other covarage ends, In addition, if a new dependent ralationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
aof adoption, I may be able to enroll myself or my dependent, provided I request enroliment within 31 days of the evant.

IF DECLINING- YOU MUST SIGN HERE

Employse Signature pate OCt 6, 2017

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 852-767-9618 Fax: 952-787-9515
Email: Health@employersolutionsgroup.com




signature: gl rrom!

Email: keykeythomson57@gmail.com




