11/30/2017 E-Verify: Print Case Details - Preview

E-Verify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017334101512WT
Report Prepared: 11/30/2017
Company Information
Company iD: 47429 Company Name: Empioyer Solutions Staffing Group
Employee Information
Last Name: Lweh First Name: Say
Date of Birth: 03/16/1988 Social Security Number: *** * 0533
Hire Date: 11/30/2017 Citizenship Status: A lawful permanent resident
Document Information
List A D : P Resident Card or Alien Registration Receipt Card (Form -551)
Alien Number: 212086482
Card Number: LIN1180982342 DBocument Expiration Date:
Case Status information
Finel Case Result: Employment Authorized Employer Case ID:
Case Submittad On: 11/30/2017 Case Submitied By: KRIT7027
Closed On: 11/30/2017 Closed By: KRIT7027
Closure St The employ i to work for the employer after iving an Emp Auth d resuit
SENSITIVE BUT UNCLASSIFIED

https:/fe-verify.uscis.gov/web/PrintCaseDetails.aspx?CaseVerNum=2017334101512WT

"



FO Box 46270
Minneapolls, MN 55344-0956

Tek: 952.835.1288
Personal Data— PLEASE PRINT LEGIBLY ININK
Last Nams _LWeh First Name __SaY Middie Initlal "2
Streat Address_ 719 Aurora Ave. E AptSte _____
Clty/State/zip __St- Peul, MN 55104 Soclal Security Last Four J0OLXX-
Phone Number _ 6512027810 Emall Address @

Staffing Agency/Recrultment Partner _ CMg

1GLorY praoe of id

work in the United States of America? @11YES (QJwo

At aonditionn! unon satlat

Ars you legaily authorizad to

AL OF smniovine

xmmmmmmnmmMmmmmmmbmm
quaiifications for employment., | authorize ESBO tp meke inquties of formar employers, except Inclioated in this application,
mmmm&mmwm“

xmmuauammmbmmmmummm eligibiity for hire by certain clients of ESSG,
mammmwu?mmm%ammma
cliants, govemment regulations or by ESSG policies.
;mmmmmwmmwmmmmhuwmmmmmawm
smmmmmmmmmmmmmmtmmm material 'nformation or provided
{uiss or misleading information, !memmqmwwxgmwyd@mﬁm
mmmqummxmwmmmmm

ﬂw‘lwamwmmmmdm

SayLweh Sl Nov 28, 2017

Nams {Print or type) ~Applicant’s Signeiure “Dala
Ammmmmuwumummwmmmvumwmm
_For EGSG Office Use Only

DOB NHW 19 3850 we

Emergensy Contactinfo | Baskground Release Form Batkground Resuits UWW BSC Application
ESSG Client Use

boH o [ROP | workSite Loe. WCCods,

BSSG - CMG-CO Rev, 042017



i) Department
PﬂW%MMWMWWMMMMhthMGWm
mmuummthmhhmdﬂm

Wmmubmmmmmmﬁmmmm@w
" dooumentis) an employse mey preseint fo & ST 5 3 = Bostetes
mbﬁmmmmmmmammmmmmmm
[Section 1. Employee Information and Attestation (Employees must complele and sign Section 1 of Form 1.9 no later |
|£han the first day of employment, but fror bglom accepting a job offer.)
Lant Name (Family Nams) First Name (G/ven Name) Middie Initial | Other Last Names Usad (¥ any)
KAV IN < oy D
Adidrass (Street and Name) Apt. Number | City or Town Stale | Z1P Code
St DUl wmn [ TS 1 ¢4
of Birth U8, Soolal Security Number | Employes's E-mel Address Employee’s Telephone Number
sl : €1-20) 350

lmmmmmmmmmmmmmuuumdmmm

connection with the compietion of this form.
lmmmdmwmﬂulm(dmkmdhmm»

[ 1. A citzan of the United States

Dznmmamms&n(&nw

" A lawiul permanent resident  (Allen Registration NumbeUSCIS Number): 4217090 —AL7_

[] 4. An sifen authortzed to work untl] (expiration date, if applicable, mm/ddiyyyy):
mmmm*m'hummuw (Sea instructions)

QIR Code - Bagion §
mumbmmmmmdmmmmnmmm
An Allan Registration Number/USCIS Nomber OF! Form 194 Admission Number OR Forsign Passport Number, TR

1. Allen Reglstmaion NumberUSCIS Number:
OR

2. Form 194 Admission Number:
OR

3. Foralgn Passport Number:
Country of issuance:

Signature of Employse @ ‘ Today's Date (mm/idyyyy) li)'wu?

-

[Preparer and/or Translator Certification (check one):
[:l | did not use a preparer or transiator, preparer(s) and/or translator(s) assisted the employee in completing Section 1.

Tattast, under penaity of perjury, that | have assistex! in the completion of Section 1 of this form and that to the baet of my
imowledge the information Is true and oorrect. | )

(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

of Preparer or Translator | “ TW‘:WO ,] ']

LastName (Family Name) st Neme (Gver Name)
- ; i AL -
Address (Strest and Name) City or Town ZIP
A N S Y WA T

i

Fom I-9 07AINT N Page 1 of 3



L NN,

Employment Eligibility Verification
Depmtofﬂom-d&uﬂty
U.S. Citizenship and Immigration Services

USCIS
Form 1-9
OMB Na. 1615-0047

N Expires 0R/31/2019
3 yer or :

( memmmmeemawm
must

Name (Famiy Nam)
info trom Section 4| N O\

mwmmrmmamymm You
M?MMWAM¢M¢WMML&.“
Documents. v

ane docurment from List C ae fisted on the % jats

Expiration Daile (¥ any)imin/icyyyy)

Cortification: | sttest, under panaity of parjury, thet 1 have examinad the documentis) presented by the sbove-named smpicyes,
mu-mmm)muumﬁ)mmmwnmmwm:mmammm
-nﬂqnbmhmaﬂnmm

The emplayes's first day of employment (mm/ddfyyyyj: J_\'m (See Instructions for exemptians)

\-o8 -5&?’4 -1 O

NS Y.

mwammm Hmcmm

Employer's Business or Organization Name

Employer's Business or Organizafion Address (Street Number and Name)

City or Town

rﬂ-znacoua

Bection 3" Raverification and Rehirss

(T%.be completed and signed by employer or sulhorized representative )

A New Name (If apploaive)

Last Name (Family Name) First Name (Given Name)

B Date of Rehire (I appilcable)
Date (mmvdc/yyyy)

mm-mwmmn-mmm

Wm‘ammdmmmm provide the information Tor the dooument o recelpl thal ostabiishes

Document Title Document Number

Expiration Date (i any) (mm#idyyy)

meummmmnu&ammn
mmmmmsymwmm%lm-mmmmnmmmmmmmm

Form 19 07/17/17 N

Page 2 0f 3



lﬂmdaﬂnhwﬂaﬁul‘ldolnMa
WMW&&MMMIM
respousible for any delays in payroll or extra costs

mrhmmmxmuw

Initial Date

%Hpnlvddu&.nm.ﬁm“amoﬁmﬁhdeb&.(ldepodnllpvllntmn)
= Ryudnnphﬂmhmduoyuddhdmuﬂmdnmbpﬂhmlhwmwiidauyhhlnpuloﬁ.
rmmmmmwwmmmm,mmmmmwu
institution identify you,
Deposit/Payrol

Excq:tﬁ:rﬁumuﬂngndmmtnnmbn.ﬂsscdnunothwmm information regarding Payroll Debit Card account
tl'an-ctlunu.Onyum-f!uuuyday,ynuwmmeeiveymnewhymnDthCud.:qndnpmhtuumhingal{.:;‘r&ahmsmdcmdlﬂma.Yonw?llr
ﬁmdmmem&WDﬂCmﬂnﬂmle’mnllDethmiwmbaMmuchpaydaymMe

wages, i fieh
[ CARDHOLDER INFORMATION (25 you want your Payrell Debit Card e
\(/ First Nams M1 Last Name Date of Birih

Street Address (PO BOX NOT ACCEPTABLY) Social Secnrity#

Ciy ) Swe | Zp T | Coll Phos fmobii)
RECEIPT OF PAYROLL DEBIT CARD (to be campleted when you pickup your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #

mmmhmmmmmmmmymnm

mmwmwmmypmnwcnmmumeﬁ-mhmﬁemmmmofmmm
disclosures,

$

U

1am-gradngmmemums,mdﬂu,mdﬁs&mﬁdnhdﬂdumduﬁhﬂeﬁmﬁmﬁmbﬂmﬁu&ewml
i canditions, and

N

YE-mail: @
thhinﬁmnﬁouwmonlybeundtomdymrptyamb:dectmniaﬂy

Employee's Signature: : Date._Mon-0 L %




. 4
A S—

Important/Importante

LOST OR STOLEN PAYCHECKS

uamammmmﬂwwmmm efc.), you
must notlly your staffing recrulter that the check cannot be found. If &t can be
mmmmmmmw,sssewmmmmm
mmmmmnm,mahamm

HmWmemmmammmmmm
issue the check. Oneayouhmdoneao.youmm"opydﬂnpoﬂcy

CHEQUES DE PAGO PERDIDOS O ROBADOS

SIunchequedemosepth(quafaua.fueradem.demada.pewHoen
e!coma&c),uﬂaddabemﬂharasumduﬁordepomnlmdcbequeno
amm.&ammmdmnohummbm,
EsseuMduddmwdepmyMeIMaum.mm
uncargode entre $ 25 - $ 35,

siwdnqmdepagomemhado,pﬂnemdebadenundatdmboahpoma
antes de que podamos volver a emitir el cheque. Una vez hecho eslo, usted
debapmpmnarmmpbdehdenundaawmdapem;dqmel

dzeqmmembado.swehequenohasﬁocobmdoysilamdddnque
mmewanpa,Esseuannummeqmymhaymudedudﬁ.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): 52y Lweh

Signature/Firma:  sylteseaazm




R i
-

ItthmMﬂwwhabbheﬁwahmdﬁmmm
work environment. It is ESSQ's duty to:

(1) Ensure that its clients provide you with a workplace free from serious
Wmmmmmmmmmﬁmw
under the OSH Act.

wmmmcMMakbhmdammhmtoﬂenﬁb
and eliminate potential aafoty and health basards and to determine
mmﬁngudmmhempmaﬂbfwﬂhy.

G)Mahamemphyauhmandmsaﬁatoolsandequipmm

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

(5) Provids safety training in a language and vocabulary workers can
understand.

mam&mmmmm&mﬁmrﬁ@
Tbhebmmeaaaﬁemkp]aw,mhavam&ainmmoaﬁbﬂiﬁutquhichim\nda
the following:
o Wuwﬂhemlmwﬂhmmm:mhﬁm
. Whmmmmmmuw
by the host employer
* Responsibility to report warkplace hazards and dangers
 Responsibility to work in a manner as required by the employer and use the
prescribed safoty equipment.

You have the following basic rights:

¢ Right to refase unsafe work

o Bighttokmwarbeinﬁ:mednhmtactualandpotenﬁaldangemintbe
workplace

o mmmmadwmmmm
requirements that the host employer is required to have available at the
waorkplace.



i~

-
4

& -
___empioyersolutions staffinggrowp.

® mmmmmmmmuthm
wmkphee,apmpﬁatemuﬁmsmtah,andmdmhﬂhwif
inwhadiuanaeuidontoruposedtohammbatam

° Righthninmhrdmntpmmlapmandmdi«lm

Ymmhmmnmewkhw&mthehwtmhyundmo&erenﬁmby
request, if you aign and file a written complaint. You can request to be advised of
mmwammmmwmam
decision not to inspect the site or issue a citation, And, you can file a complaint if
mmMm&WWhaﬁhua%&Wmﬂu&a
OSHAamISothnfedaralstatmﬁrwhichOSHAhujmisdieﬁm,mbr




g LN el
o Ly ¥l

___employer solutions staffing groun..

Amumdnwdwmm&mm

Ialeoasroethatifatanyﬁmsdnﬁncmyemphymmﬂambeﬁwetbuﬂam
mhmmmmmkwlwmmwmbm
my supervisor, manager, divector or ESSG's Safety Director at
“&&&Wﬁ&%ﬂho&dﬁhmmhﬁemﬁhﬁmdm
matiers.

Employee Name (Please Print)
Saylweh

Employee’s Signature:
s Pate; Novz8, 2017




OMB No. 1548-1500

mmmwmmmmmmmmm.mmmm

Yourname  Saylweh “8ocial seourty numbert> 675420533
T -r,,, - o o

Clty or town, stats, and ZIPcode St Paul, MN Ss104

County Telephone number 6512027810

I you are under age 40, enter your date of birth {month, dy, yeer) 03/16/1388

1 mmmeMammmummwmaam@mxm
for the work apportunity oredit,

2 [TH Chaok here i any of the following statements spply 1o you.

. smamdammmmmmrmmmummammmo
months during the past 18 months,

® :mamwamdamwmwmmmmmm
stamps) for at lsast 8 3-month period during the past 45 months,

. :mmmwammwwmmmmmmmmmm
program, or the Dapartment of Velorans Aftalrs.

4 imathqummmmmarddwwmmamdamm
&, Recalved SNAP banefits oo stamps) for the past & monthe; or
uwmmmmhuwmumamuubmmmwmm

- mﬂamm,lmmdamGWMMham.

° 1mwmmmmw«wmmmﬁammm

® ;mamm!mmbamummmm4mmmmammm
pest year,

s [ﬂzmmnwaaammmmmmmmmammamsmmum
yoar.

4 @memwaam ontitisd o compensstion for & servica-connented cisahifly and you were discharged or
mmmmmmu&mmmﬂnmym

s [ mmsmmammmmaammwmmmwa
m«mmamammmm;«m

8 Lth check ners it you are o member of a tamity thes:
= Roosived TANF et o e o st 18 months, o the earlost 1
® TANF payments for any 18 months bagi after August B, 1887, and emiiest 18-month perind beglnning
after August 5, 1887, ended dwing the past 2 yews; or
awmmmTwwmmmzmmmammmmmﬁw
those payments coyltd be mads,

4 mcmm&ywmhaparmafmmmmummwmmmmmmmamamm
you regaived unemplovmant compensation.

Signature—All Appiloants Nt Bign
mmmlmmlmmmmm&mmwwmumxmwmuﬁmmwum«mmmm
somuct, and compive,

Job spplicant's signsiure b s%— Date NOV28,2017

For Privacy Aot and Feperwork Reduction Act Nofics, see page 2. Cat, No, 228510 Form 8850 tev. 3-2016



£
i

, Form A {rev. 0312017
EMPLOYER SECTION:
Clisuty

Locations

[ First Name: LastNama:  Sufiics Street Address: Cliy/Bwmte: am
S8#:
675420533

Date of Birti | Ages ‘gcyumﬁr Wyes, ocation:
; 03/16/1988 s ek

Flense complote all questions, and sign and date the form. Yes No

L mmnmmmmmmmmummm al
at any tima since Augwst 5, 199772 (eyen, plonse provide infwmation below,) @
Nams of o porson secolving benefits: ___ Relafiowshiptoyon: ____

2. Haveyoworins with you rezeived Food atany time the puxt 15 months?
étfsa.” anyous living )m Stamps (SNAP) at any during the past G a
Md&mmmmmmm.__
- St e

o
wmmmuwﬁmm&msm
mm%amamummmmammmmm
‘#mmjupmm:mdﬂﬂm

4. Bave you received sf voeational rebablliénilon services within tfhe twe years?
1F 758, o Inioats mpicy eyt worked vith snd provids el otmiion atbesit pelome:

L] Voostionsl Retbitiation Ageocy 1} Degt, of Vesorng Aftries Employmont Network (Ticket to Work Progrum)
NameofAgenoy: . Phonei: S

Oy . County: ____ Smes ———
‘VmeMMamWWWMMd&&&MM

§. A yoma Veteran of the U.S. Milltary? *Ifyes, pleavs provide o of yonar DD-214 and letter of sepevation. Q
(Em”ﬂmmﬁvmm ao, phnmmﬁ?y Q

6. mmmwummmmunm

a O

It yeg, dates of encployment < Feore: ____ Toe

wmmmmnwmmpumm Q D
C a

Q a

Kmhﬁﬁm&mmmmw —
A mmmmmmwmmmﬁummnmmnw
Conviotion Date: Rolease Date:
Wostiisa[C) Podemator [ somte cnviction? TeStan. Comntye ___ stuer___
T P AddtoatTaxCrodis CE
o iy e T @ g
CA Residents: [T A you the child of foster pmeat?[ TTT Do yom recsive CalWarke? 1 Workforeo Tavestment Act?

] Ave yon a migrant or seasonal S wocker? [} Havs yon ever been convicied o s misdemennor?
SC Residents: [[] Do yon receive Family Indepenience Benalits? :

New Empioyes Signature: % Date;  Nov 28,2017




U8, Department Labor ‘ OMB Conirol No. 12050371
Employment and Training Administration Expiration Date: Jamary 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM

mmmsafmm 15 to be compl signed, and dated by the new hire only,

- Sk &,

[t TS o IR 15 ¥ riand

AL I LT T 2eiis IS L i DLl tiE e{i. g R
mm.msmmmwmmm;mmmmmnuumm

mmwm,xmmmwkmmmmmmam

New Hire’s Signature: SRl Date NOV28,2017
New Hire Name: ___SayLweh

Social Security Number; 675420533

Employer Name: :

mmmmmﬂwmwm
] | declare that [ was in a period of unemployment that s at least 27
mmmmmmm«mmzwm
compensation.

0 1 declare that | have been in a period of unemployment since
(Enter start date)

TS ——

Prlvmey ActNolion:
mmmmmmamuumfmat mwmmmm amhe
gantion for ping tha WOTC procedume of this Theinformaiion you have peddad ]
s e T, e e
w POy &0y Iorths fader

eme wmew: ¥ - » rome ymn

mamwumnmmmammwmwmmmm
mmmkmhmaummpmmmmmznmummmwmmm
mmmmmmmmua %&mauﬁ?&mﬁm&mﬁ

ETA Form 8175 (Rev. November 2018)



L

SN i

employer solutions staﬁing group..

N tifi_ tion of Minn Law ul ent —

Unemployment Agknowledg ement

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

Jjob assignment from a staffing servics, (1) fails without good cause fo
affiratively request an additional suitable Jjob assignment, (2) refuses
without good cause an additional suitable Job assignment offered, or (3)
accepts employment with the client of the staffing service, is considersd to
have quit employment.

It is your responsibllity to contact ESSG (for instance, by calling 852.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

lunderstandbyslgningﬂﬁsfonnﬂvatlamresponsbbbcontactESSGwmms

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

@_’ “r:a’b'-’.)‘m’—
Datex

Employes Sgnatire
S Do \wh

e

Ermbyae{pbmpmuymrmhue)

CMG_SM - Rev. 00.2013



. ;
mmmmmmmmlmmmmnﬂmw lalso

acknowledge thal | have been given the opportunity fo ask questions and express concems
during my orientation. Additionally, | understand and support the following:

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

2. The changing needs of the business wili 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 nofification, etc,

4. 1am respansible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.
Date: W) 28, v
Associate's Signature: @
Associate's Printed Name: __ 3% Dn lwel
Orientafion provided by: Y AeZ




RECHIPFT F ENPLOYEE HANDBOSK AND EMPLEVMENT-AT-WILL STATENERY

mkmmm:mmmmmsmmmmmmnm
Employes Handbook and understand that it sets the terms and conditions of my employment as
Wﬁmmwm ny employment v ;

and agree that it is my responsibility io abide by the rules, policies and standards set forth in the
Handbook.

lalsoadmmbdgeﬁzatnwamlwmaﬂwﬁaESSGismfwaspedﬁedpaiodnfﬁmmmbe
deﬁnehrmym.wﬁzmvﬁhmﬁmwmﬁm,bymmbyﬁnmm. 1
mmemMMmem@mmmmmswmmmm
the foregoing. !aisnadmuwladgeﬂatmmanageroranp@eehmﬁeauﬂmmybmman
empioyment ag ent, express or implied, providing for employment other than at-will.

| also acknowledge that, emeptforﬁmpcncyofahﬂllanphyrnentissemmerightto
revke,deleteandaddtothepmismcftmsEmployeeﬁandbook. All such revisions,
&ieﬁonsoraddiﬁmmustbehwrmngandmustbesignedbymecmnfmecompany. No
omlstamnmntswmpmsemﬂonsmchmgethepmbbnsofmmm 1 also
Mgeﬂaatexmpthr&emﬁcyofatmﬂlempbymenthma:ﬂmdlﬂomof
anﬂmmﬂwﬁxﬂammmaybemodﬁadatﬂasoiadﬁsaeﬁmdﬁnmpmy,wiﬁm
without cause or notice, at any time. No implied contract concerning any employment-related
dechmwmofanphymmnormnmﬁmofmploymmwmbeembﬁshedhyanyaﬂm
statement, conduct, policy or practice. .

1 understand the foregoing agreement concerning my at-will employment status and the
company’s right to deten_njne and modify the terms and conditions of employment is the sole

thamq%:agmdﬁgﬂwmﬁaﬁwmmﬁmﬁmﬂmdm.!wmmmﬂe
attention of ESSG.

pate_®, n0, 1R

EMPLOYEE o\ o \urely
PRINT

EMPLOYEE M

SIGNATURE

T S -
ESSG s
REPRESENTATIVE . "




Acknowledgement of Receipt Antiharas: ssment Policy

:memmamawmmm’smwm.:
mmm&'&mmmmmmwwmmmym,amof

Empioyee Name (Please Print)

Ses  ®

Employee’s :
ﬁeﬁn Date: Ho Lo .




DRUG AND ALCOHOL
1. | have been aflowed o read and inspect a written copy of ESSG policy on

2. I have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; {c) my rights under the policy and the consequences if |
exercise certaln rights; and (d) that cerfain events as described in the policy may resuit
in adverse personne! 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. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a hody 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 condiuct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
wﬂt;ESSGofme results of my drug andior aicohol test and other information
related to the test.

B>
individual's Name

AL ney i
Date i

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

i0



ox} mww;u;mwm:w.’;i':“ E — — r o ‘...... "r- . = ‘mm~w”w-—m-‘——-nw S
——Chy— State Zip Date of Birth

e e s s v et Bl Lt T S ENS——

¢ e ot e ..-.--.....wr e som——— o— y———— .

" Name Saulfly# Date of Birth | Sex Relationship
. AN ™ L Spouse ] chitd[ Jbomestic Partner
Name Social Seawity# Date of Birth | Sex Relationship
R R N ‘_!_Emgm_[]a@[:]m?_gmpr
Name Sodial Security # ' Date of Birth Sex i

Ml L] Spouse [ chitd [ ] Domestic Partner
P :
 [ml[F] Dspmuaﬂdﬂdﬂﬂqnesﬁcl’arm

T e .11 fo e e




&

v “telleay e B amteny @ AR s h h
Enhanced MEC Plan_Plan
umh 3 Rehire Rehire
(First and Lasg) Bockl Securty
P 'm
Gandar LI meig Warital Status L1 Singis Date of Birth Date of Hire
] Famate | [1 [ Divorced
Numnber: Address:
Please Select Desired Coverage:
Only - Emphnuspom- Employmcmqmn = Family -
S p—— e—— Relationship
= , - e : 3 aaie Cl%pouse 7 chaw
T W Last e [ Femaie O Domestic Partuer
L - e " AP s
Soclal Securlly 3 Birth ety | Sex Relationship
5 o ! Mais Spouse [ Child
Ll ~Rr “Lost Name | E Farmie OJ Domestic Paytuer
m & O AR o S A4 h RSN LA iy EADD g LAy
hﬂa-y! BhkthDate | Sex m
i N — : 0 we
e TR ] Fomete o
OF PERBON COVRED (FIRST, LAST): e
EFF.DATE
BFF. DATE
EFF. DATE
Employes Acknowisdgement Authorization - | hersby apply for the benefit(s) ax invicoted, | That all anisien 2 trum and sompiste and that
lil:--.'&-bn:t ,:‘:_""‘""""""‘"!:‘"""‘;"""7{_ it arey, from the original

IF ENROLLING - Yg MUST SIGN HERE

IF DECLINING- YOU MUST SIGN HERE
Empiyos Sgnaturs , , Duts 'Y-—ZQ -7

Solutions Health Benefits T
Emli?:h Stafling Group sam

N
Phone: 862-787-9519 Faxc 052-797-8815
Emali; com




