Employment Eligibility Verification USCIS
; o Form 1-9
Departmel!t of Homel.and .Secunty OMB No. 1615.0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

———_———__________\“
P>START HERE: Read instructions carefully befors completing this form. The Instructions must be avallable, sither In papar or electronically,
during completion of this form. Employers are liable for arrors In the complstion of this form.

ANTI-DISCRIMINATION NOTICE: It is fllegal to discriminate against work-authorized individuals, Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may aiso constitute illegal discrimination.

@ection 1. Employee Information and Attestation (Employees must complete and sign Saction 1 of Form -0 novlater |
than the first day of émployment, but:not before accepting a job offer) VRIS A e S A e R A L R
Last Name (Family Name) First Name (Given Xme) Middle intial | Other Last Names Used (if any)

(T LWendy Sodin, e Reyr
Address (Street Number and Name) Apt. Number™ City or Town State ZIP Code

3%3 At ave W sy DARIRaw\ DAL | MV | sSON|
Date of Birth (mm/ddyyy) | U.S. Soclal Security Number Employee's E-mail Address 1 Employee's Telephone Number
0k o\ ke -IeT3] - BV R [wendd. wevted w @ Hbflz\g‘v;\

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

I attest, under penalty of perjury, that | am (check one of the following boxes):
Bl 1. Acitizen of the United States

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

|:] 3. Alawful permanent resident  (Allen Registration Number/USCIS Number):

D 4. An allen authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A” in the explration date field. (See Instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form I-9;
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number.

1. Alien Registration Number/USCIS Number;
OR

2. Form I-94 Admission Number:
OR

3. Forelgn Passpoit Number;
Gountry of Issuance:

Signature of Employee (gﬁ\ ! \! -

rgparer andlor Translator Certification{check one):

| :dld nof use a preparer or {ransiator. D A p;epamr(s) andfor translator(s) assisted the employes In completing Section 1. :
~Neide below must be completed and signed _when_ preparers and/or translators assist an amployes in completing Section 1.)

| attest, under penalty of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowledge the information Is true and corract.

QR Code - Section 1
Do Not Wiite in This Space

Today's Date (mm/dd/Ayyy)

(-30- IO\

Signature of Preparer or Translator

Today's Date (mm/ddfyyyy)

Last Name (Family Name)

First Name (Given Name)

Address (Strest Number and Name)

City or Town

State ZIP Code

.' Emplayer.Completes Next Page | o

Form1-9 07/17/17 N

Page 1 of 3



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

U.S. Citizenship and Imimigration Services m06$11;?)%7

o) Ligt A OR & &L ang dighm ngm an mw
W B pETRLTHE D o Pt i Al i 1
B e e oy T |
WNHMG) M. Cfﬂzrnshlpllmmlgraﬂonsm
ListA v >OR ListB T AND T ListC
Identity and Employment Authorization = Identity " | Employment Authorization A

[ Document Title T, X = Ux g ; itie

Issuing Authority e ity VZ 3 Acthort

Document Number A T

2 E ORI 184 0

Expiration Date (if any)(mm/ddiyyyy) rati éas -] V) ExplraﬂmD any)(mm/ddiryyy)

Ok RE

Document Title 17

Issuing Authority Additional Information &"Nﬁ,""v;;:;,““ﬁ',‘,‘:g;;
Document Number

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

Document Title

Issuing Authority

Document Number

Expiration Date (i any)(mm/dclyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document{s) presented by the above-named employee,
(2) the above-listed documant(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowiledgs the
emiyﬁls authorized to work in the United States,

The oyee's first day of employment (mnﬂdd/yyyy):c}( 36 / ZQPX (See lnwlctlons for exemptions)

htrized Representative Téd7y'7 D? G ) Tmmfyar of Authorized Representative
A L0730 [7p VATt
t or Authorized Representative Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or Town State | zip Code
7480 FLYING CLOUD DRIVE  SUITE 200 EDEN PRAIRIE MN 55344

Ry e oflor nd RaRIFe (T he ariotled 47 sghed Ty Sy o WOod RRgRriaia]—— "

onfeable]

+f

i L-ast'Name {Fam Némé) - First Name {éwen Name) Mlddle Initial Date (m

médamm]m rEceim thal eslabiieles

17 ¥ ,-’:. ¢ o TS s = 5 fradt s i i 3 B A LAl
Document Title Document Number Expiration Date (if any) (mm/ddyyyy)

| attest, under penaity of perjury, that to the best of my knowledge, this empioyes 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 Individual.

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

Form 19 07/17/17 N Page 2 of 3






This card belongs to the Social Security Administration and you must
. return it if we ask for it,

If you find a card that isn’t yours, please return it to:

Social Security Administration °

P.O. Box 33008, Baltimore, MD 21290-3008
For any other Social Security business/information, contact your local

*Social Security office. If you write to the above address for any business

| other than returning a found card you will not receive a response.

]

A

© Social Security Administration P :: |
. Form S5A-3000 (08-2011) % G86124275 _

.
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EMERGENCY CONTACT INFORMATION

—_————— NP | TINE NJINIVIN Y TN

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

Employee Name: l J:s) e\ rlt-é \\ W \ (‘
Address: gg g c\*\'\ O\\) 2 \Q S\: e h
Home Phone: 580@ 5]\ '”[080

= TR TR T e = TR T TR T
L err O TNR BEMIRIR LR BTONLY ofrier) whp ug v ITaeIE B ERS9 U1 AN Amergomy |
Contact #1 Home Phone:

Name: Secew “\q“a.e-\\-b Cell Phone: v o3~ 5[b ~(pWS“\

Relationship: Work Phone:
Broxdne ¢

Contact #2 Home Phone:

Name: \L{ \N\W\‘é Man =) ete_

Cell Phone: “b?).. 423N -(653

Relationship: %(. sder =NV Lq W) Work Phone:

Additional information you want Em

ployer 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.




Form W4 (2017)  amayiagiars oomeevese  Sonmoykcoms Fiutess peumet o

nsider making estimated tax ents using Form
198 Peraonel Allow o B complets  SG40-E3, Eatimatod Tox for Inciconl, Dfheraioe

Purposs, Complets Form W-4 5o that your the Peraonal Allowances W

employer can withhold tha comect fedéral inceme workehests on page 2 further adjust LT S acitional sax. I you hve pension of
5 from your pay, Coneider completing AnewFonn  WIoIGing Alwanoes beved, o Amaiead mem%mm%‘md
W-4 each yesr and when your personal or financial Mucﬂms,wﬂnmns,ad&xlmmtolmma. o 3 b
situation or two-eamers/multiple jobs sftuations, Mmmugwmm&m&yﬁ%mah
Exam) fram withholding, if you are exempt, Complets all warkshesta that apply, Howaver, mora ’
wrnpflg:niyﬂnan.z.s.m T and sign the may olaim-fewer (or zero) allowances, For reguies” muobsusm wmm\aeg%mnlyonegm
form to validate i, Your axemption for 201 e:glras wages, withholding must be baged on allowances MvomwlmgnldlngusuallyWMmemmm
Febwﬁ.zma.&em , Tax Withholding you olsimed and may not be a flat amount or aliowanoes are claimed on the Farm W
and Estimated Tex, paroentage of wages, fmﬂaehlgheslml;g]obmdmalmanmm
Note; i anoiher person can olaim you as a dependent Head of household, Generally, you can claim head clalmed on the 8ea Pub. 505 for detalls.
mhhwwmm%m&mmpﬁm ufbounhnldﬁﬂ:gslalnaunymmmm if Nosresident aflan, i you ara a nonreskient afien, see
andlnandssmm"gfg%mmmmmwﬂé% Sosia of kespin “?mm?}%‘a“' Notioe 1362, Supplemental Form W4 insuotions for
aexample, interest and dividends), de 8 OF Other QuaIRyinG Itk Nonresidant Allens, before complefing this form,

An empl may be abls to claim 501, ptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
xR o Whtok s oy be ableto dlaim Hling intomation ot medion sfec. se P, 506 1 808w e amout you e
g i Mo A ko Lk do Ll ~ oy ool o s
* 15 850 86 orcier, WO Slowaoes, YOS or ol o openant _ Exoeed $T30,000 (g or $150,000 favincy

* i blind, or care expanses and the child tax gredit may be claimed

using tha Personal Allowances 3
ncome; tax gredits; or m?’ub.susformaﬂmmwnvsmgywoﬂm

SRl ke

d
4 m 101
femized deductions, on his or her tax retum. credits Into with gtmba.

A

mmo

Personal Allowances Workshest (Kesp 7or your recorgs.
Enter 1" foryourself fnoone elsecan claimyoussaclependent . . . . . . . . . . . . . . . . . . A
* You're single and have only ane job; or
Enter 1" if; { * You'ra married, have only one job, and your spouse doesn't work; or ] o
* Your wages from a second job or your spouse’s wages {or the tatal of hoth) are $1,500 or iess.
Enter “1* for your spouse. But, you may choose to enter *-0-" if you are manied and have either a working spouse or ma
than ane joh. (Entering “-0-* may help you avold having too Mtetaxwithheld) . . . . . . . . . . . . ..
Enter number of dependants (other than your spouse or yourself) you will alaim on yourtaxretum. . . . . . .
Entar“1"ifyouwmmeashaadofhouseholdonyourtaxratum(seamndlﬁunsmdarﬂeadofhomholdabove) o it
Enhar"1"lfyouhaveatleast$2.000m‘chlldordependentcnreexpomsfurwhiohyouplantoclalmacmdit " o o
{Note: Do not includs child support payments. See Pub. 503, Child and Dapendent Care Expenses, for detafls,)
Child Tax Credit (including additional child tax credi), See Pub. 872, Child Tax Gredit, for more information.
» If your total income will be less than $70,000 ($100,000 if married), enter “2" for each eligible child; then less “1° i you
have two to four eligible children or less “2” if you have five or mere sligible children,
» if your total income will be between $70,000 and $84,000 ($100,000 and $119,000 1 married), enter “1° for each eligible child, @
Add lines A through & and enter total hera, moﬁa:Th]smaybeﬂlﬁuamﬁnmmanumbercfmmpMyouclaim on your tax retum,) P H o

-':fdynu ian to Remize or cleim adjustments to income and want 1o reduce your withholding, ses the Deductions
Form. a Aﬁamemmﬂmw page 2.

com -Hyauamdng{eandhavemonﬂmnm]oborammmledmdmandm ouse hoth work and the combined
workshests aamln%sfmm jobs exceed 850,000 {$20,000 ifman!ed),mmemsamem'glﬂpladnha%Mon page 2
1o avold having too little tax withheld,

* If neither of the abova situations applias, stop here and enter the number from line H on [ine 5 of Form W~4 below,

f
i
H
%

Il

nTmo o

hi

Separata here and give Form W-4 to your employer. Kesp the top part for your records.
Employee’s Withholding Allowance Certificate OMB No. 1645-0074

e oy e Yot e et ey | 2017
i Last A 2 Your social securlly number
Vi A €2 3INWR

Homa acdress (rumhar and street or rursl routs) 8@ single OO Mamied Q] Manie, but withhold a bigher Single rata,

28L at avrw <\ g N Notes If marrlod, but legall separated, or spouss s a nonresivent aian, check the "Single” bow,

Chty or town, aiate, and ZIP oode 4 ¥ your last name differs from that shown on your soelal sesurity car,

Scdnt Dau\ Dard MV 550% | stk hors. You must gall 1-800-772-1213 for & resvement card, - ]

-]
8
7

nder penalties of perjury, | declare that | have examined this certioate and, 1o the

Total number ¥f allowances You are claiming {from line H above ar rom the applicable worksheet on page 2) 5 2
Addlﬁonalamount.ﬂany,yauwantwlthheldﬁomaachpayohaok olomo-a O .30 M 8 o uvolB s 8

1 claim exemption from withholding for 2017, and | cartify that | meet both of the following conditions for exemption,
» Last year | had a right to a refund of all fedaral income tax withheld becauss | had no tax liabliity, and

* This year | expect a refund of all federal income tax withheld becauss | expect to have no tax liability.

H you mest both conditions, write “Exempt® here, . . ., . 0. 0 0 0 o o o o6 2F
best of my knowledge and belief, 1t s true, corent, and complete.

1, S
ety UORmd Werie s RO

Empioyer's name and ardreas (Employer: Gomplste lines & and 10 only #sending to ths IRS) | 8 Offics cods aptional} | 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notica, see page 2, Cat. No. 102200 Form We4 017



employer solutions staf'ﬁng group..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Ditect Deposit and/or Payroll Debit Card.
1f you do not pravide a written election, wages will be paid by paper Checks,

el DR S THIG D

VS V0 1 T 10 1 (1
| X| Direct Deposit (Please complete Sostions 3 and 5 below)  Nate: Direct Depo sit accosunts may tuke up 107 days to be activated. -
| Payroll Debit Card (Please complete Seations 4 and 5 below _|__| Paper Check (Please complete Section 5 below)
AR R 190 IR SRR [ S
O Update Bank Account
¢ Bank Name;
C;Jf\qse. A en¥

S U VN T YT 2

Account Type: @'Chccldng || Snv'ings Oother

To help us avoid making an cror, please attach a copy of a voided check. (a deposit slip will not work)
Ifyoug:mgabmks, donotcloseyunroldbmkmmmmﬁlyonrcﬁtcctdeposithasstamdatﬂmncwbank,whiehmaytahZpaypuioda.

[ & [P ORI, Uoleil @ SR ot oGS 6 k=il slilio

Federal iaw requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account, In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payrall Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to payiyour wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

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

T understand and acknowledge that if ¥ do not providea
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.

mnitisl__(2) W\ Date l'30-ig

First Name ML Last Name Date of Birth
Street Ad-dress (PO BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)

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

L 073972181 — —_——
lhnvemecivedmyl’aymllDebﬁcmwdmmebmchmu,promfeu,pmmtems,mdiﬁmmddisdom.Byacﬁvnﬁngmyl’aymllDebit Card,

Payroll Debit Card Routing # Payroll Debit Card Account #
8

Tam agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. I
anthorize the financial institation to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program tes#its,
conditions, and disclosures,

s ..Employee’s Signature: / U&W{jy Heouwde o \50"(8

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 error to my account(s). * E-mail is required for pay stub information.

*E-mail: hq’: EV\(XQ,_.: eyt ¢ ggt @ Hol macl L£Co W\
this information will only be used to send your paystubs electronically

Employee's Signature: Date:

4




To: Corporate Management Group (CMG) Employees
From: Corporate Management Group

Subject: Attendance Policy

In acceptance of employment with Corporate Management Group (CMG), it is our
obligation to inform you of our attendance policy. Each employee is important to the success of
the company and the customers we service. We rely on employees to e conscientious and

punctual in regards to attendance and deadlines. Therefore, It is important that employees
report to work each day as scheduled. '

I acknowledge by my signature below that | have been;

a.) Informed and provided a copy of the attendance policy
b.) Agree to abide by the policy terms

A: Todos Empleadors de Corporate Mangement Geoup (CMG)
De: Corporate Mangement Group

Sujeto: Politica de Asistencia

En la aceptacion de un empleo con el Grupo de Gestion Eempresarial (CMG), que es
nuestra obligacion para informarie de nuestra politica de asistencia. Cada empleado es
importante para el exito de la compania y low clients a los que el sevicio. Contamos con
empleados a ser consciente y punctual en lo que respecta a la asistencia y los plazos. Por lo
tanto, es importante que los empleados se presentan a trabajar cada dia como estaba previsto.

Reconozco con mi firma que he sido;

a.) Informado y facilitado una copia de la pblitica de asistencia
b.) Estar de acuerdo en cumplir con los terminus de politica

o
| (D‘owwgg{ |-R204K
(Employee Signature/Nombre de leado)

(Date/Fecha)




i :\1-,.“} I"‘
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employer solutions staffing group..

_Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

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

Jjob assignment from a staffing service, (1) fails without good cause 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 responsible to contact ESSG within 5
calendar days once an assig ends. | also acknowledge that | have received
a separate copy of this form. Initial)

(\Q/\/‘J&/M - 20|

Employee Slgnature‘:i Date: )
Y ‘(\0\\ C

,~~ Employee print

CMG_SM - Rev. 09.2013



Acknowledgement of Receipt Antiharassment Policy

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

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

Employee Name (PI&\

ase Print)
W en “ ‘é&\‘\‘\r‘

Emp.loyceziifgjt:t% \é@: e | = O (




RECEIPT 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, responsibllities and obligations of my employment with the company. | understand
and agree that it is my responsibility to abide by the rules, policles and standards set forth in the
Handbook.

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

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

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 employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | 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_ \ "0 -\

B Wendy daie

PLEASE PRINT
EMPLOYEE t—
SIGNATURE
ESSG
REPRESENTATIVE

23



u ACKNOWLEDGMENT

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

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

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

3. |agree fo notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

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

Date: l’ 3o — \i{ =
Associate's Signature: LDQ/\M—X,_ W

Associate's Printed Name: W2 Ly \‘\ ‘f\'(\_/

Orientation provided by:

24



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2. 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 certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. 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.

|20 ~\{

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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e TR inaiver  GOL ESNG gg8

etSsSvetds | SearCosin” el M Admiskiraton, bic.
Enhanced MEC Plan_Plan 1

Bensfits Enroliment Form I New Emploves

EmployeeInformation

Name (First and Last)

(L \WOendy  Waiy NS ¥32
Address State

, AR AXM o W s\igny sqm’r??ma M N S3oN\

25

[ Rehire Rehire Date

Soclal Security Number

%

| |Gender LI Male | MaritalStatus LI Single | Date of Birth Date of HI
i ﬂKFe:;le I:TMarrIed gcm‘:,g,;d be-06| ~lQAbp i
Phone Number: Email Address:
S%0- 51— |[0&O

Please Select Desired Coverage:

D’ Employee Only - D Employee+Spouse - [~ | Employee+Child(ren) - Family -
" $24.00/Week $38.00/Week $36.00/Week $63.00/Week
Social Security # Birth Date | 58X | ll{elaﬁonship ‘
' 1 Male [ClSpouse [ Child
[ First Name M. Last Name \ O Female O Domestic Partner
Soclal Security # Blrth Date | Sex Relationship
: Male [1Sponse [ Child
[Tt Name M.l Last Name E Female [0 Domestic Partner
220 R D R e R F S TS G T
Social Security # Birth Date | Sex Rdaﬁonship
L1 Mal Child
i e T O Fer:ale = Spoﬁse Dolx:nluﬁcpartnu
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowlerigement and Authorization - | hereby apply for the group benefit{s) as indicated. | acknowledge that all entries are frue and complete and that
|any misstatements or failure to report information may be used as the hasls for cancellation of coverage for me and my dependent(s), if any, from the original
effective date, Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected.

WIF ENROLLING - YOU MUST SIGN HERE

Employee Signature \(\ Date

ewrovees peclwve /IS | am DECLINING coverage
1 understand that | and/or my dependents, if any, walve any coverage and desire to participate In the pian at a fater date. I/we may be considered a late enroliee and

must meet the requirsments defined In the Certificate of Coverage for the company’s medical or dental plans. If 1 decline enroliment for myself or my dependants
(Inciuding my spouse) because of other coverage, | may, In future be able to enroll myseif or my dependefts in this plan, provided 1 request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may he able to anroll myself or my dependent, provided 1 request anroliment within 31 days of the evant.

IF DECLINING- YOU MUST SIGN HERE
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Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-9956
Phone: 952-767-9519 Fax: 952-767-9515
Email. Health@employersolutionsgroup.com
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S S e IS T PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Name " ' Social Security # gHo e Phone 5
o w{"\%— Nalls Q-\D—mé}s'\\g/ e%0-521- 106D |
Address Apt. #
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City State  Zip Date of Birth
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B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? [:IYBSDNO If Yes, please continue

Medicare Health {nsurance Claim Number (HIN) . Medicare Effective Date
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1. L e Is..

Name of Covered Person (s): E
YR 2
o' A

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

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

SELECT COVERAGE LEVEL F0eo0 NOEMNITY | perar VISION TERM LFE | SHORTETERM
EmployeeOnly [] | s0@s [T se17 [J)|  seaz (8| soso 05| sao «
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family $54.38 $20.36 $6.56 $1.80
_ NotoAL Benefts [ ] [ Ives [INo | [Tves [INo | [Tves [INo | [lves LIno | Dlves CIno

- 1;l"his coverag“e. is not avaifab to residentslt;fNi-l, HI, or PliTZST D is not available td persons who work i;’lna&,—Hl,.NJ,—_l_\lY, or Rl ‘

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

_Name e RelatiONSNP
Name Social Security # Dateof Birth Sex  Relationship
T _ MmNy AN s s -/ / [MI[E]  [(Jspouse (] child [] Domestic Partner
— e R e e

A _ 11 IMlF]l [Jspouse[Tchid[]pomestic Partner

Name Social Security # Date of Birth Sex Relationship
... S e, O SO SRR Tyl Rl ol [ml[e] [Ispouse[]Child[ ] Domestic Partner
Name |  Social Security# Date of Birth  Sex Relafionship | i

& NLE] [1spouse[ ] Child[ ] Domestic Partner

ECECTLERETEVAYEN YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
a limited time and | understand that making no benefit selection is a declination of coverage.

XPAT-E O _l 1.3.01 20 _[jg ” D> SIGNATURE WM. MVL

This is an Essential StafCARE Enrollment Form.



