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Instructions
Read all instructions carefully before completing this form.

Anti-Discrimination Notice. Tt is illegal to discriminate against
any individual (other than an alien not authorized to work in the
United States) in hiring, discharging, or recruiting or referring for a
fee because of that individual's national origin or citizenship status.
It is illegal to discriminate against work-autherized individuals,
Employers CANNOT specily which document(s) they will accept
from an employee. The refusal to hire an individual because the
documents presented have a future expiration date may also
constitute illegal discrimination. For more information, call the
Office of Special Counsel for Imamigration Related Unfair
Employment Practices at 1-800-255-8153,

The purpose of this form is to document ihat each new
employee (both citizen and noncitizen) hired after November
6, 1986, is authorized to work in the United States.

All employees (citizens and noncitizens) hired after November
6, 1986, and working in the United States must complete
Form [-9.

Section I, Employee

This part of the form must be completed no later than the time
of hire, which is the actual beginning of employment.
Providing the Social Security Number is voluntary, except for
employees hired by employers participating in the USCIS
Electronic Employment Eligibility Verification Program (E-
Verify). The employer is responsible for ensuring that
Section 1 is timely and properly completed.

Nongitizen nationals of the United States are persons born in
American Samoa, certain former citizens of the former Trust
Territory of the Pacific Islands, and certain children of
noneitizen nationals born abroad.

Employers should nete the work authorization expiration
date (if any) shown in Section 1. For employees who indicate
an employment authorization expiration date in Section 1,
employers are required to reverify employment authorization
for employment on or before the date shown. Note that some
employees may leave the expiration date blank if they arc
aliens whose work authorization does not expire {e.g., asylees,
refugees, certain citizens of the Federated States of Micronesia
or the Republic of the Marshall Islands}). For such employees,
reverification dees not apply unless they choose to present

in Section 2 evidence of employment authorization that
contains an expiration date (e.g., Employment Authorization
Document (Form 1-766)),

Preparer/Translator Certification

The Preparer/Translator Certification must be completed if
Section 1 is prepared by a person other than the employee. A
preparer/translator may be used only when the employee is
unable to complete Section 1 on his or her own. FHowever, the

_employee must still sign Section 1 personally.

Section 2, Employer

For the purpose of completing this form, the term "employer”
means al} employers including those recruiters and referrers
for a fee who are agricultural associations, agricultural
employers, or farm labor contractors, Employers must
complete Section 2 by examining evidence of identity and
employment authorization within three business days of the
date employment begins. However, if an employer hires an
individual for less than three business days, Section 2 must be
completed at the time employment begins. Employers cannot
specify which document(s) listed on the fast page of Form [-9
employees present to establish identity and employment
authorization. Employees may present any List A document
OR a combination of a List B and a List C document.

If an employee is unable to present a reguired document (or
documents), the employee must present an acceptable receipt
in lieu of @ document listed on the last page of this form.
Receipts showing that a person has applied for an initial grant
of employment authorization, or for renewal of employment
authorization, are not acceptable. Employees must present
receipts within three business days of the date employment
heging and must present valid replacement documents within
90 days or other specified time.

Employers must record in Section 2:

1. Document title;

2. Issuing authority;

3. Document number;

4. Expiration date, if any; and
5. The date employment begins.

Employers must sign and date the certification in Section 2.
Employees must present original documents. Employers may,
but are not required to, photocopy the document(s) presented.
If photocopies are made, they must be made for all new hires.
Photocopies may only be used for the verification process and
must be retained with Form 1-9. Employers are still
responsible for completing and retaining Form I-9,
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For more detailed information, you may refer to the
USCIS Handbook for Employers (Form M-274). You may
obtain the handbook using the contact information found
under the header "USCIS Forms and Information."

Sectien 3, Updating and Reverification

Employers must complete Section 3 when updating and/or
reverilying Form 1-9. Emplovers must reverify employment
authorization of their employees on or before the work
authorization expiration date recorded in Section 1 (if any).
Employers CANNOT specify which document(s) they will
accept from an employee.

A. If an employee's name has changed at the time this form
is being updated/reverified, complete Block A.

B. If an employee is rehired within three years of the date
this form was originally completed and the employee is
still authorized to be employed on the same basis as
previously indicated on this form {updating), complete
Block B and the signature block.

C. If an employee is rehired within three years of the date
this form was originally completed and the employee's
work authorization has expired or if a current
employee's work authorization is about to expire
(reveriiication), complete Block B; and:

1. Examine any document that reflects the employee
is authorized to work in the United States (see List
Aor ()

2. Record the document title, document number, and
expiration date (if any} in Biock C; and
3. Complete the signature block.

Note that for reverification purposes, employers have the
option of completing a new Form 1-9 instead of completing
Section 3.

There is no associated filing fee for completing Form 1-9, This
form is not filed with USCIS or any government agency. Form
1-9 must be retained by the employer and made available for
inspection by U.S. Government officials as specified in the
Privacy Act Notice below.

To order USCIS forms, you can download them from our
website at www.uscis.gov/forms or cal! our toll-free number at
1-800-870-3676. You can obtain information about Form -9
from our website at www.uscis.gov or by calling
1-888-464-4218.

Information about E-Verify, a [ree and voluntary program that
allows participating employers to electronically verify the
employment eligibility of their newly hired employees, can be
obtained from our website al www.uscis.gov/e-verify or by
calling 1-888-464-4218.

General information on immigration laws, regulations, and
procedures can be obtained by telephoning our National
Customer Service Center at 1-800-375-5283 or visiting our
Internet website at www.uscis.gov.

A blank Form 18 may be reproduced, provided both sides are
copied. The Instructions must be available to all employees
completing this form. Employers must retain completed Form
1-9s for three years after the date of hire or one year after the
date employment ends, whichever is later,

Form [-9 may be signed and retained electronically, as
authorized in Department of Homeland Security regulations
at 8 CFR 274a.2.

The authority for collecting this information is the
Immigration Reform and Control Act of 1986, Pub. L. 99-603
(8 USC 1324a).

This information is for employers to verify the eligibility of
individuals for employment to preclude the unlawful hiring, or
recruiting or referring for a fee, of aliens who are not
authorized to work in the United States.

This information will be used by employers as a record of
their basis for determining eligibility of an employee to work
in the United States. The form will be kept by the employer
and made available for inspection by authorized officials of
the Department of Homeland Security, Department of Labor,
and Office of Special Counsel for Immigration-Related Unfair
Employment Practices.

Submission of the infermation required in this form is
voluntary, However, an individual may not begin employment
unless this form is completed, since employers are subject to
civil or criminal penalties if they do not comply with the
Immigration Reform and Control Act of 1986,

EMPLOYERS MUST RETAIN COMPLETED FORM 1-9
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An agency may not conduct or sponsor an information
collection and a person is not required to respond to a
collection of information unless it displays a currently valid
OMB control number. The public reporting burden for this
collection of information is estimated at 12 minutes per
response, including the time for reviewing instructions and
completing and submitting the form. Send comments
regarding this burden estimate or any other aspect of this
collection of information, including suggestions for reducing
this burden, to: U.S. Citizenship and Immigration Services,
Regulatory Management Division, 111 Massachusetts
Avenue, N.W., 3rd Floor, Suite 3008, Washington, DC
2052%9-2210. OMB No. 1615-0047. Do not mail your
completed Form I-9 to this address.
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OMB No. 1615-0047; Txpires 08/31/12
Department of lomeland Security Form I."‘g’ Employmeﬂt
U.S. Citizenship and Immigration Services Ellgﬁbﬂlty Verification

Read instructions carcfully before completing this form. The instructions must be available during completion of this form.

ANTI-DISCRIMINATION NOTICE: [t is illegal to discriminate against work-authorized individaals. Employers CANNOT
specify which document(s) they will accept from an employee. The refusal to hire an individual hecause the documents have a
future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification (To be completed and signed by emplovee af the time employment begins.)

Print Name: Last First Middle Initial | Maiden Name
Address (Streer Name and Number) Apt 4 Date of Birth fmonth/dayiyear)
City State Zip Code Social Security #

1 attest, under penalty of perjury, that [ am {check one of the following):

D A citizen of the United States

D A noncitizen national of the United States (see instructions)

I am aware that federal law provides for
imprisonment and/or fines for false statements or
use of false doeuments in connection with the
comp]etion of this form. D A lawful permanent resident (Alien #)
D An alien autherized o work {Alien # or Admission #)
until (expiration date, if applicable - month/day/vear)

Employee's Signature Date (month/dayiear)

Preparer and/or Translator Certification (7o be compieted and signed if Section | is prepared by a person other than the emplovee.) I attest, wnder
penalty of perjury, that | have assisted in the completion of this form and that io the best of my knowledge the information is frue and correct.

Preparer's/Translator's Signature Print Name

Address (Street Name and Number, City, State, Zip Code) Date (month/day/yvear)

Section 2. Employer Review and Verification (To be completed and signed by employer. Examine one document from List A OR
examine one document from List B and one firom List C, as listed on the reverse of this form, and record the title, manber, and
expiration date, if any, of the document(s}).)

List A OR List B AND List C

Document title:

Issuing authority:

Document #,

Expiration Date (if any}:

Docuiment #:

Expiration Date (if amy):

CERTIFICATION: I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that
the above-listed document(s) appear te be genuine and to relate to the employee named, that the employee began employment on

(month/deay/vear) and that to the best of my knowledge the employee is authorized to work in the United States. (State
employnient agencics may omit the date the employee began employment,)

Signature of Employer or Authorized Representative Print Name Title

Business or Organization Name and Address (Street Name and Number, City, State, Zip Code) Date (month/dayivear)

Section 3. Updating and Reverification (To be completed and sigrned by employer.)
A. New Name (if applicable} B. Date of Rehire (month/dayivear) (if applicable)

C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment authorization.

Document Title: Document #; Expiration Date (i am:):

I attest, under penalty of perjuory, that to the best of my knowledge, this employee is authorized to work in the United States, and if the emiployee presented
document(s), the document(s) ] have examined appear to be genunine and to relate to the individual.

Signature of Employer or Authorized Representative Date (month/dayivear)
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LISTS OF ACCEPTABLE DOCUMENTS

All decuments must be unexpired

LIST B

LIST A
Documents that Establish Both

Documents that Establish

LISTC

Documents that Establish

1dentity and Employment Identity Employment Authorization
Authorization OR AND
1. U.S. Passport or U.S. Passport Card 1. Driver's license or 1D card issued by 1. Social Security Account Number
a State or outlying possession of the card other than cne that specifies
United States provided it contains a on the face that the issuance of the
phatograph or information such as card does not authorize

2. Permanent Resident Card or Alien name, date of birth, gender, height. employment in the United States
Registration Reeeipt Card (Form eye color, and address
[-551)

2. Certification of Birth Abroad
2. D card issued by federal, state or issued by the Department of State

3. Foreign passport that contains a local government agencies or (Form FS-543)
temporary [-551 stamp or lemporary entities, provided it contains a
1-551 printed notation on a machine- photograph or information such as
readable immigrant visa name, date of birth, gender, height, . i .

eve color, and address 3. Certification of Report of Birth
issued by the Department of State

4, Employmem Authorization Document | 3. School D card with a pho[()graph (Form DS-1350)
that contains a photograph (Form
766) 4. Voter's registration card 4, Original or certified copy of birth

certificate issued by a State,

5. In the case of a nonimmigrant alien 5. U.S. Military card or draft record county, municipal authority, or
authorized to work for a specific territory of the United States
employer incident to status, a foreigh | 6, Military dependent's ID card bearing an official seal
passport with Form 1-94 or Form
1-94A bé&l‘[ﬂg the E.;al.ne name as the 7. U.S. Coast Guard Merchant Mariner . . .
passport and containing an Card 5. Native American tribal document
endorsement of the alien's at
nognnmfgrant status, as fong as the 8. Native American tribal document
period of endorsement has not vet
expired and the proposed . . \ 6. U.8, Citizen ID Card (Form I-197}
employment is not in conflict with 9. Driver's license 1551:16(21 by a Canadian
any restrictions or limitations government authority
identified on the form

For persons under age 18 who 7. Identification Card for Use of
are unable to present a Resident Citizen in the United
document listed above: States (Form [-179)

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI) with 10. School record or report card 8. Employment authorization
Form 1-94 or Form [-94A indicating document issued by the
nonimmigrant admission under the 11. Clinic, doctor, or hospital record Department of Homeland Security
Compact of Free Association
Between the United States and the
FSM or RMI 12. Pay-care or nursery school record

Iflustrations of many of these documents appear in Part 8 of the Handbook for Emplovers (M-274)
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Sunwest

Employer Services Inc.

EMPLOYEE AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT

I hereby authorize and request Sunwest Employer Services, Inc., herein Sunwest, to make payment of any amounts owed to
me by initiating credit entries to my account indicated below in the bank(s) named below, herein Bank, and | authorize and
request Bank to accept any credit entries initiated by Sunwest to such account and credit the same to such account without
responsibility for the correctness thereof.

I also authorize and request Sunwest to effect repayment to Sunwest for amounts owed it because of a prior erroneous credit
initiated to my account, if prior to the initiation of the correction entry Sunwest has sent or delivered to me written notice of
the correction, and the reason therefore, and the correcting entry is transmitted in such time as to be delivered, or make
available to Bank before midnight of the tenth day following settlement for the erroneous entry.

It is understood that this agreement may be terminated by me at any time by written notification to Sunwest. Any notification
to Sunwest shall be effective only with respect to entries initiated by Sunwest after receipt of such notification and a
reasonable opportunity to act on it.

I recognize, acknowledge and accept that this service is being provided for my convenience. As such, | agree to hold
Sunwest, each participating bank, and NACHA harmless from any claim incident to the operation of this plan arising from
any act or omission by Sunwest including, without limitation, and claim based on alleged loss as a result of non-credit of any
deposit, and any claim which may be made by me as a result of the rejection of any debits because of insufficient funds arising
from the failure to credit deposits to my account. | further understand that should I change, or close the account given to
Sunwest and fail to notify Sunwest in writing prior to the initiation of the credit, I will be charged a bank fee of no less
than $15.00 to reprocess the payment owed to me.

Your Workplace Employer Name

Social Security Number - - Employee Name

Please Print Name
] 1 do not elect direct deposit or | wish to cancel all my direct deposits (Check Here and Sign Below)
[ 1 authorize direct deposit into the following accounts ONLY (any previous form(s) submitted will be void)

Financial Institution/Account Number(s):

Account 1. Checking [[] Savings [] Amount or % Deposited: Routing Number:
Account 2. Checking [[] Savings [] Amount or % Deposited: Routing Number:
Account 3. Checking [[] Savings [] Amount or % Deposited: Routing Number:
Account 4. Checking [[] Savings [] Amount or % Deposited: Routing Number:
Employee Signature Date / /
mm/dd/yy

ATTACH VOIDED CHECK(s) HERE:

VOIDED CHECK(s)

3707 N 7'" Street, Suite 300, Phoenix, AZ 85014 (602) 778-9856
www.sunwestes.com



Sunwest

Employer Services Inc.

POST-INJURY DRUG AND ALCOHOL TESTING POLICY

Sunwest Employer Services, Inc. (hereafter known as “The Company”) believes that it is important to promote a drug-
free community, to maintain safe, healthy, and efficient operations, and to protect the safety and security of our
employees, facilities, and property. Drugs and alcohol may pose serious risks to the user and all those who work with
the user. In addition, the use, possession, sale, transfer, manufacture, distribution, and dispensation of alcohol or illegal
drugs in the workplace pose unacceptable risks to the maintenance of a safe and healthy workplace and to the security of
The Company’s employees, facilities, and property. Substance abuse, while at work or otherwise, seriously endangers
the safety of employees, as well as the general public, and creates a variety of workplace problems, including increased
injuries on the job, increased absenteeism, increased health care and benefit costs, increased theft, decreased morale,
decreased productivity, and a decline in the quality of products and services provided by The Company. For all of those
reasons, The Company has established this Post-Injury Drug and Alcohol Testing Policy. This Policy was written to
ensure compliance with Arizona Revised Statutes, 23-493.

l. SCOPE OF POLICY

This Policy applies to all employees of The Company.

1. DISSEMINATION OF POLICY

All employees will receive a copy of this Policy upon hire and will be required to sign the Post-Injury Drug and Alcohol
Testing Acknowledgement.

I11.  DEFINITIONS

A. Illegal Drugs

“Illegal drugs” means any controlled substance, medication, or other chemical substance that (1) is not legally
obtainable; or (2) is legally obtainable, but is not legally obtained, is not being used legally, or is not being used for the
purpose(s) for which it was prescribed or intended by the manufacturer. Thus, “illegal drugs” may include even over-
the-counter medications, if they are not being used for the purpose(s) for which they were intended by the manufacturer.

B. Legal Drugs/Medication

“Legal drugs” means prescribed or over-the-counter drugs that are legally obtained and used for the purpose(s) for
which they were intended by the manufacturer.

IV. DRUG AND ALCOHOL TESTING: POST-INJURY

The Company requires that employees submit to post-injury drug and alcohol testing within 24 hours of notification of
injury on all injuries treated at a medical facility. Furthermore, employers may send employees for drug and alcohol
testing even if treatment is not sought.

V. SPECIMEN COLLECTION AND TESTING PROCEDURES

A. Specimen Collection Procedures

1. Test Subject Privacy

Appropriate professional personnel will supervise the collection of urine and blood specimens for testing.

2. Chain of Custody Procedures

The Company will take steps to preserve the chain of custody of specimens, in order to ensure testing accuracy.

3707 N 7'" Street, Suite 300, Phoenix, AZ 85014 (602) 778-9856
www.sunwestes.com



B. Specimen Testing Procedures

1. Specimens will be tested only by laboratories that are properly approved to conduct drug testing by
the National Institute on Drug Abuse, the Department of Health and Human Services, or the College of American
Pathologists. Specimens will be tested only for the presence of illegal drugs, and their metabolites.

2. The Company will rely only on positive initial screening test results that also have been confirmed by
gas chromatography/mass spectrometry (GC/MS) or other methods of confirmatory analysis provided for by the

National Institute on Drug Abuse, the Department of Health and Human Services, or the College of American
Pathologists (“confirmatory test”).

C. Cost of Testing
The Company will pay for any drug or alcohol test that it requests or requires.

D. Test Results

The Company will promptly communicate positive test results to test subjects.

E. Employees: Test Result Report

Employees may request, in writing, a copy of their test result report provided that The Company receives the request
within five (5) calendar days after the employee has been informed of the positive test result.

VI. CONFIDENTIALITY OF TEST RESULTS

The Company will not disclose test results except as authorized by the test subject or as authorized, permitted, or
required by applicable law.

VIl. CONSEQUENCES OF REFUSAL

Employees may refuse to undergo drug and alcohol testing. However, employees who refuse to undergo testing or who
fail to cooperate with the testing procedures (1) may be subject to discipline, up to and including immediate discharge;
and/or (2) may result in the denial of Workers” Compensation Benefits and the employee may be required to incur the
medical and testing costs related to the accident, injury or illness.

VI, CONSEQUENCES OF CONFIRMED POSITIVE TEST RESULTS

Any employee who tests positive on a confirmatory drug and alcohol test required by The Company (1) may be subject
to discipline, up to and including immediate discharge; and/or (2) may result in the denial of Workers’ Compensation
Benefits and the employee may be required to incur the medical and testing costs related to the accident, injury or
illness.

IX. EMPLOYEES: RIGHT TO EXPLAIN TEST RESULTS

Any employee who tests positive on a confirmatory drug and alcohol test required by The Company, may request, in
writing, the opportunity to explain the positive test result in a confidential setting, provided that The Company receives
the request within five (5) calendar days after the employee has been informed of the positive test result. Furthermore,
any employee who tests positive on a confirmatory drug and alcohol test required by The Company may request, in
writing, the confirmatory retest of the original sample, at his or her own expense, provided that The Company receives
the request within five (5) calendar days after the employees has been informed of the positive test result. Confirmatory
retests requested and paid for by the employee may be conducted only by laboratories that are properly approved to
conduct drug and alcohol testing by the National Institute on Drug Abuse, the Department of Health and Human
Services, or the College of American Pathologists.

3707 N 7'" Street, Suite 300, Phoenix, AZ 85014 (602) 778-9856
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Sunwest

Employer Services Inc.

POST-INJURY DRUG AND ALCOHOL TESTING ACKNOWLEDGEMENT

I have received and read a copy of the Sunwest Employer Services, Inc. (hereafter known as “The Company”) Post-Injury
Drug and Alcohol Testing Policy (hereafter known as the “Policy”). | understand that the Policy applies to me, and that |
must abide by the Policy as a condition of employment. | understand that if I fail to comply with any aspect of the Policy
or test positive on a drug and alcohol test: (1) | may be subject to discipline, up to and including immediate termination of
my employment; and/or (2) my Workers’ Compensation Benefits may be denied and | may be required to incur the
medical and testing costs related to the accident, injury or illness.

I understand that the Policy supersedes and revokes all previous practices, procedures, policies, and other statements of
The Company, whether written or oral, that modify, supplement, or conflict with this Policy. | also understand that The
Policy may be amended at any time. The Policy was written to ensure compliance with Arizona Revised Statutes, 23-493.

THE UNDERSIGNED FURTHER STATES THAT HE OR SHE HAS READ THE FOREGOING
ACKNOWLEDGMENT AND UNDERSTANDS THE CONTENT THEREOF.

SIGNATURE DATE

PRINTED NAME

3707 N 7'" Street, Suite 300, Phoenix, AZ 85014 (602) 778-9856
www.sunwestes.com



Sunwest

Employer Services Inc.

INJURY INCIDENT PROCEDURES

Please read carefully and keep this form for your personal records. This form defines your responsibilities in the
event you are injured on-the-job.

®
0.0

R/
0.0

R/
0.0

R/
0.0

R/

0.0

R/
0.0

If an injury occurs on-the-job during designated working hours, assess the injury and provide first aid whenever
possible. Employees are responsible for notifying their supervisor immediately.

Sunwest Employer Services, Inc. (Sunwest) requires ALL injuries that occur on-the-job be reported before leaving
work for the day. Failure to report on the day of injury may result in a denial of benefits.

If the injury is life threatening, proceed to the nearest emergency room. Provide facility staff with the name of your
employer including the name of Sunwest (i.e. ACE Construction/Sunwest Employer Services). In addition, please
provide the following workers compensation contact information:

Sunwest Payroll Contact: Katie Klassy Yvonne Wagner Brenda Graziano
Phone No: 602-386-3556 602.386.3555 602.386.3557

Toll Free: 888-284-3736 x234 888-284-3736 x233 888-284-3736 x232
Fax: 602-386-3587 602.386.3586 602.386.3588

If medical attention is required beyond first aid and it is not an emergency, employees must seek initial treatment at
the nearest approved medical provider. Please provide clinic or physician with the workers’ compensation contact
information listed above.

Approved medical providers lists are available at each employer location or you may contact the Sunwest Payroll
Department.

Employees are required to submit to a post-injury drug and alcohol test within 24-hours of notification of injury
on all injuries treated at a medical facility.

If an employee fails to pass, refuses to cooperate with, or refuses to take the post-injury drug and alcohol impairment
test, workers’ compensation benefits may be denied.

The supervisor must immediately notify Sunwest at the time of injury or within 24-hours. If the supervisor is
unavailable, the employee may report the injury directly to Sunwest immediately or within 24-hours.

The supervisor and employee must complete the Client Report of Injury/lliness and fax to the Sunwest Payroll
Department @ 602-778-9857, on the day of injury or within 24-hours.

Failure to follow the above instructions may result in the denial of workers’ compensation benefits. If benefits are
denied, employees will be responsible for all costs incurred related to the injury.

For all questions regarding work related injuries, contact the Sunwest Payroll Department @ 602-778-9856.

3707 N 7'" Street, Suite 300, Phoenix, AZ 85014 (602) 778-9856
wWww.sunwestes.com



Consent for Release of Medical Information

| hereby authorize representatives of Patriot Risk Services to be permitted to obtain and
review copies of all medical records refated to my workers' compensation injury. This
pertinent information will be discussed with other professionals involved in my medical
treatment and any institution that, through the “Workers’ Compensation Program” or
otherwise, is paying all or part of the cost associated with my medical care.

Name of Employee

Sacial Security Number

Claim Number

Telephone Number of Employee/Email address

Name of Employer

Date of injury

Signature of Employee Date

Submit to:
Patriot Risk Services

A PHOTOCOPY OR FACSIMILE COPY OF THIS AUTHORIZATION IS AS VALID AS
THE ORIGINAL.
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— Sunwest

- Employer Services Inc.
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SUNWEST EMPLOYER SERVICES INC.

DESIGNATION OF BENEFICIARY AND CONTINGENT BENEFICIARY(IES)

Basic Term Life Insurance through Humana is a benefit provided by Sunwest (at no charge) to all full-time employees.
This benefit becomes effective first of the month following 90 days of full-time employment with Sunwest. Sunwest
considers full-time employment as working 30 hours per week.

Humana Group Policy: #547722 Insured employee’s social security number:

Primary Beneficiary Designation

FULL NAME (Last, First, Middle Initial) RELATIONSHIP | DATE OF BIRTH | ADDRESS (Street, City, State, Zip) SHARE%

Payment will be made in equal shares or all to the survivor unless otherwise indicated. Total share designation must equal 100%
In the event said primary beneficiary(ies) predecease(s) the insured, | designate as contingent beneficiary(ies) below:

Contingent Beneficiary Designation

FULL NAME (Last, First, Middle Initial) RELATIONSHIP | DATE OF BIRTH | ADDRESS (Street, City, State, Zip) SHARE%

Payment will be made in equal shares or all to the survivor unless otherwise indicated. Total share designation must equal 100%

If no primary or contingent beneficiary designated shall be living following the insured’s death, the amount payable by
reason of the insured’s death shall be payable as provided in the Group Policy.

I, the insured, reserve the right to change this designation at any time.

This designation becomes effective upon receipt by the Benefits Department at Sunwest Employer Services.

Name and address of Insured or Owner (if assigned). (Please print)

Signature of Insured of Owner (if assigned) Date Signed

Please print your full name for clarification purposes

Please do not elect yourself as a beneficiary. Life benefits are paid out upon the death of the “covered employee”.
Without a beneficiary elected, the life benefit cannot be paid out.

Please note = Do not erase or attempt to mahe any corrections, please utilize a new form for changes and/or
correctionse When the beneficiary is not related to you by blood or marriage, the “Relationship” designation
should read “Nonrelative”.

3707 N 7'" Street, Suite 300, Phoenix, AZ 85014 (602) 778-9856
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Sunwest

Employer Services Inc.

EMPLOYER REQUEST FOR DISCLOSURE OF WAGE ASSIGNMENT ORDER TO
PROVIDE CHILD SUPPORT

Arizona Revised Statute 23-722.02, states that after an employee is hired, rehired or returns from an unpaid leave of absence, the
employer shall request that the employee disclose whether the employee is subject to a wage assignment order to provide child
support. If the employee is subject to a wage assignment order to provide child support, they shall provide a copy of the order of
assignment to the employer.

In accordance with the foregoing statute, Sunwest Employer Services, Inc. (Sunwest) requests that every employee disclose whether
they are subject to a wage assignment to provide child support. If an employee has multiple orders, the employee shall provide
Sunwest with a copy of each order. On the disclosure of an obligation to pay child support along with a copy of the order, Sunwest
shall begin withholding the support payments according to the terms of the order. An employee who is ordered to pay child support
and who fails to comply with this request is guilty of a class 3 misdemeanor.

Are you subject to a wage assignment order to provide child support? Yes If yes, please attach a copy of the order of
assignment

No

By signing this request, I certify that the information presented in this request is true and accurate.

Employee Signature Date

Employee Name (Printed)

Name of Work-Site Employer

3707 N 7'" Street, Suite 300, Phoenix, AZ 85014 (602) 778-9856
www.sunwestes.com





