7301 Chms Lane  Suite 405
Eding, MN 55439

Tel: 952.835.1288 « Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

T ! s FENY
CMDIOYET o

Personal Data~ PLEASE PRINTLEGIBLY ININK

Last Name __ N\ 2 = ) First Name __ A ?Ji\UQﬁH P AN nsigdie Initial /A
street Address_2o 0 Suedide v Ade bWy AT apuste 10X
CityiState/Zip Cw\’“‘—\g Wend L AN < San ™y

5
Phons Number _(a\ L~ ey ~C 2\ Ematl Address _2_ 4 ol @ “qorpd ©Oma

Stalfing Agency/Recruitment Pariner

Are you legally authorized to work in the United States of America? YES [INO

Applicant Certiflcation and Authorization

| autharize Employer Solutions Staffing Group (ES8G) to use the information and statemerdts contalned in this application fo determine my
gualifications for employmert. | authorize E&8SG {o make inquiries of my former employers, except as indicated in this application,
regarding my previous dulies, responsibiiities, performance, compensation and eligibility for rehire.

i undersiand that a comprehensive background check may be conducted to determine my sligibility for hire by certain clients of ESSG.
This may include it is not fimited to, investigations of ariminal and/or conviction records, driving records andfor a drug screen test as
required by clients, government regulations or by ES8G policies.

I release ESSG and other persons or entities from any claims that might be based on ES8G's decision fo conduct a background check.
{ certify that all statements made in my application are frue end accurate and that | have not omitied any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will resull In my disqualification from
considerstion for employment or, if discovered after | begin employment, will result in my termination.

If hired, 1 agree to abide by the policies and procsdures of ESSG.

Avdral o o e, ?ZWW") N @;ﬂ nzl20yU
Name (Print or type) Appi}gms&gww Date

% sopy or facsimile ("fax™) will be considered the same as an origingl slgnature, Emall will ONLY be used for employment correspondenc

For EG8C Office Use Only
DOH NHW 12 8850 Wi
Emergenoy Contact Info Background Relesse Form Baskground Resulfs Unemploymerd Letler ESC Appilestion
{f applicablel
For ESSG Client Use
DO e | ROP Work Site Loc, WG Code

ES8G - CMG Rev. 1172013



Form W-4 (2014)

Purpose. Complete Form W-4 so that your employer
can withhold the correct federal income tax from your
pay. Consider completing a new Form W4 gach vear
and when your personal or financlal suation changes.

Exampiion from withhokding. If you are exempt,
complete only nes 1, 2, §, 4, and 7 and sign the form
to validate & Your sxemption for 2014 expires
February 17, 2018, Ses Pub. 508, Tax Withholding
and Estimated Tax.

Hote, I another person oren claim vou as 8 dapendent
an his oy her tax return, you cannat elaim exemption
from withholding I vour income excesds $1.000 and
includes more than $350 of uneamed Income for
example, interest and dividends).

Excapiions. An employes may be able o claim
exemption from wihholding even Fthe employes s 8
dependent, if the employes:

» iz ags B8 or oider,
e iz bling, or

® Wit claim adjustments o incoms; B oredity; or
ftamized deductions, on his or her Bx rekum,

The sxceptions do not g 1o supplemenial wages
greater than $1 ,Bﬂ%},ﬁff&p ad P

Basic nstructions, K you are not exempt, complets
the Personat Allowances Workshoeet below. The
worksheats on page 2 further adjust your
withholding allowances based on lemized
deductions, cariain credits, adjustments o Incoms,
or two-eamers/muifiple jobs situations.

Complete all workshests that apply. Howaever, Ezoz.t
may claim fewsr {or zero} allowances, For regular
wages, withholding must be based on affiowances
vou clgimed and may not be s et smmount or
percentage of wages.

Haad of household, Ganarally, vou can olalm head
of housshold filing stetus on your tax retum only i
you are unmamied and pay more than 50% of the
costs of keeping up & home for yourself and vour
depandentls) or other qualifving individuals. See
Pyp. 801, Exempiions, Standerd Deduction, and
Filing Information, for information.

Fax cradiis. You can fake profected tax oredits into account
in fguring your allewable nurmber of withholding sllowsnces.
{redits for child or dependent cars expanses and the child
tax credh may be claimed using the Personal Allowences
Warisheat below, See Pub. SUS for information on
corwerting vour other oredits inlo withholding aflowances.

Romwege income. If you have a largs amount of
nonwags incormes, such as interest or dividends,
consider maldng estimated tax payments using Form
1040-E8, Estimated Tax for individuals. Otherwise, you
may owe additional tax, K ﬁvsm have pension or annulty
fincome, ses Pub. 505 to find out if you should sdjust
yaur withholding on Form W-4 or W-4R. .

Twe eamers or multipls jobe. fvou have s
working spouse or mors than one job, fgure the
total murbaer of slfowances you are entitied o cleim
on afl jobs nsérsg worksheats from only one Form
W-4. Your withholding usually will be most accurste
when sl sliowances are claimesd on the Form W-4
for the highaest paying job and zero aliowanoes are
claimed on the others, See Pub. 808 {or detalls.

Nornreskdant alien. i vou are 2 norvesiderd alien,
sae Noties 1382, Supplamental Form W4
Instructions for Nonresident Aliens, befors
campleting this form.

Gheek your withhiolding, After vour Form W4 takes
effect, use Pub. 808 {o ses how the amount you are
having withheld compares to your projected total tax
for 2014. Ses Pub. 505, especially i your samings
exosed $130,000 Singls) or $180,000 (Married).
Future dovelopments, informetion about any futurs
cawiopments affecting Form W-4 Buch ss tggﬁsysﬁm
enscted after we reloass i) wil be postad at www.is.goviwd.

Personal Allowances Worksheet (Keep 10f your records.)

A Enter "V ioryowrseffrnoone else cancleimyoussadependent . . . . . Ce e e e . A |
= You are singls and have only one jolby or
8 Erger *1" i « You are married, have only one job, and vour spouse does not work; or . B
« Your wages from a sscond job or your spouss’s wages {or the total of both} are §1,500 or less.
c Enter “1” for your spouse. But, you may choose io enter *-0-" if vou are married and have sither a working spouse or more
than one job. Entering “-0-" may heip vou avpid having foo fittle fax withheld} . . | B
3] Enter number of dependents (other than vour spouse or vourssifl vou wili claimon yourtaxretum . . . . . . o
E Entar *17 f you will file a3 head of household on vour tax return (8ee conditions under Head of household above) . E
F

[ Enter “1” f you have at least $2,000 of child or dependent core expenses for whichyou plan toclaimacredit . . .
{Note. Do not includs child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls)
& Child Tax Credit (ncluding additional child tax credif). See Pub. 872, Child Tax Credit, for more information.
= if your total income will be less than $85,000 85,000 i married), enter ®2” for each eligible child; then less “17 if you
have three to six eligible children or less “27 ¥ you have seven or maore aligible chiidren.
« If your folal incoms will be batwesn $65,000 and $84,000 ($05,000 and $118.000 if mared), enter "1 foreach elighlechid . . . @
M Add linss Athrough G and enter total here. flofe. This may be different from the number of exemptions you daim on vowr tax retum.) B H
& If you plan o itemize or cleim adiustments to income and want to reduce your withholding, see the Deductions

P ]

[—————

For acouracy, and Adjustrnents Worksheet on page 2.

complete all ® i you are single and have more than one job or are married and you and vour spouse both work and the combined
worksheels earnings from all jobs exceed $50,000 ($20,000 if maried), see the Two-Bamers/Multiple Jobs Worksheet on page 2 1o
Hhat apply, awvoid having oo little tax withheld.

e If neither of the above situations applies, stop hore and enter the number from line H on line § of Form W-4 below.

Separate here and give Form W4 to your emplover. Keep the top part for your records.

Employee’s Withholding Allowance Certiflcate

B Whether you are entitiad to claim 2 ceriain number of alfowances or exempiion from withholding is
subtject to review by the RS, Your employer maey be requived 10 send & copy of this form to the IRS.

CRME No. 1545-0074

2014

y |
Form m@

Depariment of the Tressury

intema! Revenus Senvice
H Your first ngme and middle inftial {ast name £ Vour social sacurity number —
AR T NNV . R4 ~1R -00WJ
Haome aadress (Wimoer and strest of i rolts) 3 7 single [l Married L1 Marrisd, but withhold at higher Single rate.
Aq }% < S, st AN TN APL H7en Nots, If married, bust legally separeted, or spouse is & norvesicert alien, cheok the “Singfe” hox.
ity oF town, state, and ZIF coce ,__ 4 ¥ vour kst nane Jiffers frony that shows on vour soolel sesuly sard,
Oy ade LAl SN AT check hers. You must call 1-800-772-1213 for a replacement card, [ ]
§  Total number of aliowances vou are claiming ffrom line H above or from the applicable worksheet on page 2} 5 §
6  Adcitional amount, i any, you want withheld fomeachpaycheck . . . . . . .. 6%

¥ lclaim sxemption from withholding for 2014, and | certify thal | mest both of the following conditions for exemption.
« L ast yezr | had a right to a refund of all federal income tax withheld because | had no tax liability, and
& This yvear | expect a refund of all federal income tax withheld because | expect {o have no tax liability,
If you meet both conditions, wite “Exempt® here . . . . . . . . . . . . . . . »17]
Under penalties of perjury, | declare that | have examined this cerlificate and, 1o the best of my knowledge and belief, it is true, correct, and complete.
Employes’s signature

P
(This form Is not valid uniess you sign it) » ?L_p Dater {3 ]'3'}_.% L?..& ()

) Employer's name and address (Employer Gyﬁimw if sending o the IB8.) 48 Employer identification number EiN)

@ Office code {optional}

For Privacy Act and Paperwork Reduction Act Notive, see page 2. Cat. No. 102200 Form W~4 (2014)



Employment Eligibility Verification USCIS

. Form I-9
Department of Homeland Security OMB No. 1615-0047

11.8. Citizenship and Immigration Services Expires 03/31/2016

BOTART HERE. Resd instructions carefully before completing this form. The Instructions must be avaliable during completion of this form.
ANTI-DISCRININATION ROTICE: 1tis Hlegal to discriminate against work-authorized individuals. Emplovers GANNOT specify which
document(s) they will accspt from an emploves. The refusel o hire an individual because the documentation presented has a fulure
expiration date may also constitule Hlegal discrimination,

Section 1. Employee Information and Attestation (Employess must complete and sign Section 1 of Form 1-8 no later
than the firet day of employment but not before acnepling & job offer }

Last Name (Family Kams) First Name (Given Name} Middie Initinl | Other Names Used (Fany}
NXSYASASINY ARONR AR AN A
Addrass (Sheat Number and Name) Apt Number | Clty or Town State Zin Cods
206lo Suwdae Ave 2\ [ 208 | Cvast ol M| e
Date of Birth (mmAddiayy) (U8, Social Security Number | E-mall Address Telephbons Number

10 waw 1981 BT BHoe o] edpledt @Nabed (own ] RR-206-352

| am aware that federal law provides for imprisonment andfor fines for false stetements or use of false dosuments in
connecstion with the completion of this form.

i attest, under penally of perjury, that | am {sheek one of the followingh
7 A citizen of the United States
1 A noncitizen national of the United States (See instructions)

{:} A lawiil permanent resident {Allen Registration NumberfUSCIS Number):

5 e
|_"An slien authorized to work until (expiration dale, if applicable, mmfddivyyy) & 3} X ?,L§ LN . Some aliens may vrite "N/AA” in this field.
{See instructions}

For afiens authorized fo work, provide your Alien Registration Number/USCIS Number OR Form .84 Admission Number.
4. Alien Registration Number/USCIS Number ‘LQ"; '% ég -5 ‘E"Qx
-3 Barsods

Qﬁ Do Not Wiite In This Spase
2. Form -84 Admission Number:

i you obtained your admission number from CBP in connection with your arival in the Unlied
States, include the following:

Foreign Passport Number,

Country of Issuance:
Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fislds. (See Inshuctions)

Signature of Employee: ‘?L 9‘& ' \;wwS\ Date (mm/ddlyyyy): @ 2 1"5}3 l%lfﬁ g
P s

Preparer and/or Translator Certifieation (To be completed and signed if Sectior; 1 is prepared by a person cther than the
emplovee )

| attest, under penalty of perjury, that | have assisted in the complstion of this form and that to the best of my knowledge the
information is frue and correst.

Signature of Freparsr or Translalor: Date fmm/ddiyyv): -
M 02Inzlaoud
Last Name (Family Name} First Name {Given Mame}

A T el AP DO AR AR
Address (Street Number and Nams) City or Town Siate Zip Code
2060 Sewmiey AN ol ALHARISR] ¢y ek M| SS4T
= Employer Completes Next Page

Form -9 (3/08/13 N



Sectlon 2.Em pioyer or Authonzed Representatlve Review and Venflcatlon
(Employers or their authonzed representatlve must complete and sign Section 2 w;thln 3 bus:ness days of. the emp/oyee s f/rst day of emp]oyment You ;
must phys:cally examine ‘one document from List A OR examine a combination of ( one document from List B and one document from List C as fisted on
the “Lists of Acceptable Documents”on the next page ‘of this form For each document you rewew record the followmg mfonnatron document t/fle ’
issuing authority, document number and expiration date ifany.,) e : S : s g

Employee Last Name, First Name and Middle Initial from Section 1:

List A

Identity and Employment Authorization

OR ListB

Identity

AND

ListC
Employment Authorization

Dgcument Title:

Enplogment futined 2dion B

“{Document Title:

Document Title:

Issuing Authority:
usus

Issuing Authority:

Issuing Authority:

Document Number:

UIN 441103500

Document Number:

Document Number:

1824 201<

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

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

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

Document Title:

Issuing Authority:

Document Number:

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

Document Title:

Issuing Authority:

Document Number:

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

3-D Barcode
Do Not Write in This Space

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 employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy). \)3/3 (D Wig

(See instructions for exemptions.)

SrgnaCﬁe of Employer or Authorized Representative

g4/\/\/\/

Date (mm/dd/yyyy)

Title of Employer or Authorized Representative

Pdmin AgSistany

Last Name (Fam/ly Name)

QOO

Cairiin

0220|201

First Name (Given Name)

Employer's Business or Organization Name

EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or Organization Address (Street Number and Name) | City or Town
7301 OHMS LANE SUITE 405

EDINA

State Zip Code
MN 55439

Section 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative;). -

A. New Name (if applicable) Last Name (Family Name) First Name (Given Name)

Middle Initial | B. Date of Rehire (if applicable) (mm/dd/yyyy):

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

Document Title:

Document Number:

Expiration Date (if any)(mm/ddfyyyy).

| 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 individual.

Signature of Employer or Authorized Representative:

Date (mm/ddiryyy):

Print Name of Employer or Authorized Representative:

Form I-9 03/08/13 N




DISCLOSURE AND AUTHORIZATION [IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE RECARDING BACKGROUND INVESTIGATION

Emplover Solutions Staffing Group LLC {ES5G) may obisin information about vou for employment purposes from a third party consumer reporiing
agency. Thus, vou may be the sublect of & “consumer report” andfor an “investigative consumer report” that may include information about your
character, genersl reputation, persenal characteristics, and/or mode of living, and that can involve personal inferviews with sources, such as vour
neighbors, friends, or associates. These reports may contain information regarding your credit history, criminal history, social security number
validation, motor vehicle records (Fdriving records”), verification of vour education or employment history, or other backaround checks. Cradit
history will only be requested whare such information i substantially relsted to the duties and responsibliities of the position for which you are
applving. You have the right, upon wrilten request made within a reasonable time, 1o request whether 2 consumer report has been requested and
compiled about you, and disclosure of the nature and scope of any investigative consumer report and o raguest a copy of vour report, Please be
advised that the nature and scope of the most commen form of investigative consumer report obtained with regard o applicants for employment
& an investigation into vour educstion andfor emplovment history conducted by Orange Tree Emplovment Screening, 7275 Chms Lane,
Minneapolls, MN 55439, Tel.. 800-886-4777 or 952-841-8040. Fax: 800-886-0774 or 852-541-8041. ORANGE TREE EMPLOYMENT SCREENING's
website is ot wWww.oranpebreescresning com, or another outside organization. The scope of this notice and authorization is all-encompassing,
however, allowing ESSG to obtain from any oulside organization sll manner of consumer reports and investigative consumer reports now and
throughout the course of vour employment to the sxtent permitted by law. As & resull, vou should carefully consider whather to exercise vour
right to request disclosure of the nature and scope of any investigative consumer raport.

Hew York and Maine npplicants or employess only: You have the right 1o inspect and receive 8 copy of any Investigative consumer report reguested by ES5G by
sortacting the consumer reporting agency identified above directly. You may also contact ESSG 1o raquest the name, addrass and telephons number of the
nearestunit of the consumer reporting agency designeted t handle inguiries, which ESSG shall provide within & days,

New York appiicants or employees only: Upon request, you will be informed whether or not & consumer report was requestad by ESS@, and if such report was
requested, informed of the name and address of the consumaer reporting sgency that fumished the report. By sipring below, vou also acknowledge receipt of
Article 23-A of the Naw York Corrsotion Law.

Sregon spplicants or employees ondy: infi duscribing voir rights under federal snd Oregon lew regarding consumar idantity theft protection, the storage
and disposal of your credi inforr , aner ies syailable should you suspeet or findd that ESSE has not maintained secured records Is avallable to vou upon

reguast.
washington State spplivams or amplovessonly: You alzo have the right to request from the consurnsr reporting agency 2 written summary of your rights and
remedies under the Washingion Falr Credit Reporting Aot

ACKNOWLEDGMENT AND AUTHORIZATION

1 acknowledge recaipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both of these documents. | hereby avthorize the obtaining of “consumer reports”
andfor "investigative consumer reports” by ESSG at any time after receint of this authorization and throughout my emplovment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution, school or
university {public or private], information service bureay, compary, or insurance company to furnish any and all background information requested
by Orsnge Tree Employment Screening, 7275 Ohme Lane, Minneapolls, MN 55433 Tel: 200-886-4777 or 852-841-8040. ORANGE TREE
EMPLOYMENT SCREENING s website 5 st wwworsnestresscresning.com, another outslde orgenization acting on behalf of the company, and/or
the company itself. | agree that 2 facsimile {(*Tax”}, electronic or photographic copy of this Authorization shall be as valid as the original.

Rew York zoplionms or pmplovses only: By signing below, you also acknowledge receipt of Articls 234 of the New York Correction Law.
Biinnseots snd Oldahame snsliennts or prslovess anle: Plesse check this box i vou would ke to recelve & copy of o sonsumer repent  one is obtained by ESS8.

{:} {rust incdude emall sddress; }

Signature: ?\ Qj\«/‘)r%w\ pate: D 5} ’i}-ﬁ) t 3{
AN

BACKGROUND INFORMATION

Last Nama: M\} ? ﬁf“—-\é N First: A\f?“:?}\} %MM&%Q Middie: ME f} D

Other Names/allas:

socalsecurity i _R 4N -1 R ~00 2y Date of Bith (mm/deyis (1.3 11 0 19 R |
Driver's License #: {:‘:” 126 SO0 2 SEDDDT stateof Drivers License: ___RAAL

Present Address: 306D Suwmdey AT Al AR, hone # primary) Alznl-A5 ‘
city/stete/zip__C X Shond 0ARY L (841 TN

*This informuation will be used for background screening purposes only and will not be used os hiring critera,



EMERGENCY CONTACT INFORMATION

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

Employee Name: __ Al w i ol dnovoea B LE Sy v
Address: _20C O sousdenr  Ade N ACTHE P0R | Crntded WM 5o
2

Home Phone: GIL-2o 4 ¢ |

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

Contact #1 Home Phone:

Name: Geldlion oS paeloks  |CellPhone: @ (L-306-95 - \

Relationship: 3> g R Work Phone:

Contact #2 Home Phone:
Name: &“'C‘g}“& VN GRS Cell Phone: & 17 - 2250~
Relationship: vigAc Work Phone:

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

This information will remuoin confidential and will only be used in the cose of an emergency.



Leverag ng Resoqrc s in a Changing Market
Direct Depaosit/Payroll Debit Card Authorization

Employees bave the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
if vou do not provide a written election. wages will be paid by i

B F’ﬁ.cuw lﬁaic

I understand and scknowledge that i I do net provide &

Fank Name: voided check with this divect deposit form, Lam
Ale WX {:&m PNl responsible for any delays in payroll or extra costs
Routing# {9\\ L anp < dzﬁ'\ incurred if the aceount number that 1 provide is incorrect.

Acountt 5 A e O R 5Oy miﬁal;}L»éS Date__oy2 Joal U

Account Type: ﬁ”cmmg {1 savings [JOther

»  To help us avoid making an error, please attach 2 copy of 2 voided check. (4 deposit slip will not work)
*  Hyouchage baoks, do not close your old bank sccount until your divect depussit has started at the new bank, which may take 2 pay pefiods.

Federal law requires sll financial Institutions to obtaln, verify, and record information that identifies each person who opens an account. In order fo
request a Payroll Debit Card for you, we must provide all of the following informetion that will ensble the financial institution fo identify vou. I
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ES8G will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the finencial institution may ask vou to provide them additional identification information so they can
verify your identity.

Except for the routing and account number, ESSG does not have access 1o any information regarding vour 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 termos and conditions. You will
then sign acknowledging that you received the Payroli Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday yvou receive
Wages.

CARDHOLDER INFORMATION (as you want vour Payroll Debit Card to be issued)

First Name ML Last Name Date of Birth
Al et e A tAY L ok 1O pao 1SR |
Street AGdress @0 BOX NOT ACCEFTABLE) Social Security#

%s;:(sr\ Cunadex AV ad  ARPL s R Ra-ng-00V"

State Zip Cell Phone (mobile)
Tovraseen M [T gsdan o1l -394 s )

GET TEXT ALERTS, when your paycheck is deposited on yoor card! s, sign me up, for text alerts
All we need to know your cell phone service provider and mobile number above! My mobile service provider is: _ 1 ~ e er bt A
RECEIPT OF PAYROLL DEBIT CARD (fo be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #

73972181

T have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By aciivating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me fom time to time from the financial institution. I
suthorize the fnancial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,

conditions, and disclosures.
Employee’s Signature: . "N o )J—}B Date: i’f}&{ o) §} £

1 authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withboldings, other reguired withholdings
or authorized deductions, info my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my accouri(s). * E-mail is required for pay stub information.

“E-mail: odetd) @ o an. Cown
this information will only be used to send your paystubs elecirenically

Employee's Signature: = O_L“B\ Date: Qg [’Qd U{/ |
el

g
M

e




-mployer solutions staffing
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STATEMENT OF CONFIDENTIALITY

This agreement made this_g % day of aaal ol 2015, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as "employee”.

WITNESSETH:

For the duration of my employment and afier resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose fo 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 agress fo pay fo 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.

Employer Solutions Staffing Group LLC, Representative



Pre-Screening Notice and Certiflcation Request for

Farm
(Rev. January 2012) the Work Opportunity Credit OME No. 1645-1500
m%&ﬁ&ﬁ%ﬁ@w o b See separate instructions.
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name é Al Wb v w1l @M Social security number B R 1 ~1RQ0LY
Streetaddress whereyoulive _ 20 £ Quywmde v ANLS o) Aeidk X
City or town, state, and ZIP code (v s dod PR 5 a7l
- County i3 e AAGo Telephone number £ L ~3% 2}{{:@ (‘L§
i

if you are under age 40, enter your date of birth (month, day, year) ﬁgi i @1\ 19R }

1+ [} Check here if you received & conditional cerlification from the state workforce agency (SWA) or a pariicipating local agency
far the work opportunity oredit.

2 [ Check here if any of the following statements apply to you.
= {am a member of a family thal has received assistence from Temporary Assistance for Needy Families (TANF) forany 8

months during the past 18 months.
e |am a veteran and a member of & family that received Supplemental Nutrition Assisiance Program (SNAF} benefits ffood

stamps) for at least a 3-month period during the past 15 months.

i was referrad here by a rehabilitation agency approved by the stale, an employment network under the Ticket to Work
program, of the Department of Veterans Affairs.

+ [am at least age 18 but not ags 40 or older and | am a member of a family that:

@ Received SNAP benefits {food stamps) for the past 6 months, or

b Received SNAP benefits ffood stamps) for al least 8 of the past § months, butis no longer eligible to raceive them.
During the past vear, | was conwvicted of a felony or released from prison for a felony.

¢ | recaived supplemental security income (881} bensfits for any month ending during the past 60 days.
{ am a veteran and | was unemploved for a period or periods totaling at least 4 weeks but less than 8 months during the

past year.

L 3

L

3 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
yenr.

4 [ Check here if vou are a veteran entifled lo compensation for a service-connectad disability and you were discharged or
ralensed from active duty in the ULS. Armed Foroes during the past vear.,

g5 [] Check hers if vou are a veteran entitled to compensation for a service-connscted disability and you were unemployed fora
period or periods totaling at least 6 months during the past vear.

& [ Check here if you are a member of a family that:

« Received TANF payments for at least the past 18 months, or
= Raceived TANF payments for any 18 months beginning efier August 5, 1897, and the earfiest 18-month period beginning

after August 5, 1997, ended during the past 2 years, or
= Stopped being efigible for TANF payments during the past 2 vears because federal or state law limited the maximum time
those payments could be made.

Signature —All Applicants Must Sign

Under penatties of perjury, | declers that | gave the above information to the employer on or before the day | was offered & job, and it s, to the best of my knowledge, true,
correct, and complete.

Job applicant’s signsture b 9\){2}/\4\«9\ Date (38 (@3 (fi

For Privacy Act ang Paperwork aé&msumﬁé'g‘é‘? Cat. No, 22851 Form 8850 (Rev. 1-2012)




Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION;
ESG FEING: ESG Client Name & State:
Hiring Manager: Puosition: Starting Wage: §
EMPLOYEE SECTION:
Employee Name: Street Address: A dhe g City/State: Zip:
Aldodnyotono. WDResr 3000 Juwies AVe A Cvoided M| SXEUT
SS#: Date of Birth: Age: Have you worked for | If yes, location:
o , o | this company before?
g4 -8 -008 | A3/0  9R1 | 33| Ve LrFe
Please complete all questions, and sign and date the form. Yes No

1.

Have you or has anyone living with you received Temporary Assistance to Needy Families (TANE)
af any time sfoce August 5, 19977 (f ves, please provide informstion below.}
Wame of the person receiving benefits: Relationship to you
City: County: State:

Have vou or has anyene living with you received Food Stamps (SNAP) at any thoe during the past 15 months?
(f ves, please provide information below.}

Name of the person receiving benefits: Relationship to you:
City: County: State:

3.

Have you received Supplemental Security Income (887) at any time within the past 3 months?
Please note, this is not the same as Social Security bensfits (88) or Social Security Disability (88D) benefits.
*¥f vou checked yes please provide a copy of your 88T documeriation.

Have vou vecelved any type of vocational rehabilitation services within the past two vears?
I yes, please indicate which type of agency you worked with and provide their location information below:

D Vocational Rehabilitation Ageney Drept. of Veterans Affuirs D Employment Network (Ticket to Work Program)

Name of Agency: Phone #:
City: County: State: e
*¥f you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documertation.

8.

Are you a Veteran of the UL, Military? *Hves, please provide a capy of your DDD-214 and letter of separation.
(1 ves, pleass provide information below. If no, please continue o guestion #6.)

Dates of Service - From: / / To: / /

Branch of Service:

Are you entitled te or are you receiving compensation for a service-connected disability?
Have you been unemploved 2f any Hime during the last 12 months?

Hyes, dates of unemployment - From: / / To: / N

Did you receive unemployment compensation st any polnt during your mnemployment?

]
Al

Have you been convicted of 2 felony or released from prisen for a felony convietion in the past 12 months?

Conviction Date: / / Release Date: / /
Wasthisa D Federal or D State conviction? If State - Couaty: State:

Yy o

Additional Tax Credits

IEC (Native Ameriean): Are you or your spouse a member of 2 Native American Tribe?
*If you checked yes please provide a caopy of your CDIB card.

CA Residents: Are you the child of foster pareats? B Do you receive CalWorks? D Workforce Investment Act?

D Are you a migrant or seasons! farm worker? E Have you ever been convieted of a misdemeanor?
SC Residents: {:] Do you receive Family Independence Benefits?

Iy

PLEASE EEAD, SIGN, ANDDATE:
Under penalties of perfury, I declare the information above 16 be true and accurate to the best of my knowledge, and I hereby authorize any agency,
organization, oF individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer

represemtative {dssociated Conssltants, Inc. dba Wp&ﬂmsm of Labor.
N e
New Employee Signature: e i Date: 0 ' OKN } N
M‘—‘”

B et



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
minirnum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return 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 empilover 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 fo 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 emplover if you are unable fo
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of vour
status.

Notifv vour emplover immediatelv of any new injuries or conditions that impact
vour physical condition.

If it is necessary to miss scheduled work due fo a work injury, you must be seen
by your primary health care provider the same day in order to recsive
compensation for the time away from work. The physician must complete a
Report of Workability.

| have read my responsibilities and agree fo abide by these guidelines.

Signed: S
A

s

Printed Name: ___Ad0ed i vona O n SAM LR s en
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Leverag ng Resources in a Changing Market

LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, etc.), 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 fo you, deducting a fee of between $25-$35.

I 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 C ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, efc), usted debe notificar a su reclutador de personal gue el cheque no
se puede enconfrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago v reemitir el chegue a usted, descontando
un cargo de entre $ 25 - § 35.

Si su chegue de pago fue robado, primero debe denunciar el robo a Iz 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 v si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque v no hay cuota se deducira.

AGREED/SE ACUERDA~
Name/Nombre (con letra de molde). A~ b s vt b adeon  datf2 & o~

S
Signature/Firma: C}\ Q/Ls/“— >




: - QFFICEUSE
SLIND 2189301-EMP ONIY

LOCATION

/

Rehire Date ._......,..._’{

ENROLLMENT FORM

PRINT USING BLACK or BLUE INK
(Must Be Filled Ount)

BRA 1. 005 >
Date of Birth .2/ LD/ (D& 1 Sex
Name Abmak\rﬂmm LS V7 b

Social Security Number

Street Address 23860 Suanmaen  sue AV ALIRI 0%
Gy Cams SLept  sme Mwy 7ip S5 & 71
1% 2ne -5
Do you or any dependents have Medicare?

] Yes io I Yes:
Wedicare Health Insurance Claim Number (HICR)

Home Phone

~ T ——

ESCNAV*SAD PZM viS,

You MUST enroll in the Indemnity Medical Insurance Plan before adding
any addifional Indemnity benefits, except Dental. Your coverage level
for the Term Life will be identical to your medical plan selection.

FIXED INDEMNITY MEDICAL
$20.91 Employee Only

D $42.44 Employee + 1

D $56.67 Employee + Family

B KO to all Indemnity benefits.

This coverage is not available to residents of New
Hampshire, Hawaii, or Puerto Rico.

DENTAL
[T $5.99 Employee Only

MName

Social Security Number

Sex

Relationship: [1Spouse [ Child [ Domestic Partoer

Date of Birth o)

S R W—— RN SSBINSD SRS

MName

Social Security Number
Dateof Birth oo/ _  sex

Relationship: [1Spouse [ Child ] Domestic Partner

‘or Term Life / Accidental Death & Dismemberment, please write
n your beneficiary information.

NAME OF BENEFICIARY

RELATIONSHIP

Medicere EffectiveDate ./ D $11.98 Employee + 1
Names of Covered Person{(s) L—_} $19.77 Employee + Family
i, D NO

2.

3.

TERM LIFE

$0.60 Employee Only
E/YES $0.90 Employee + 1
(o

$1.80 Employee + Family
SHORT-TERM DISABILITY
[T ves (%\
[ Jno

Short-Term Disability is not available to persons who work ©
California, Hawaii, New Jersey, New York, or Rhode Island.

$4.20 Emplovee Only

82193010-M-EMP

D $58.87 Employee Only

D $87.73 Employee+ 1

D $186.99 Employee + Family

D NO te MEC Wellness/Preventive Plan

secidental Death & Dismemberment is part of the Term Life Benefit.

understand that making no benefit selection is

Giedd

o)

I have read the benefit packet and understand i Eimitaon .I understant open enroﬁg;ent is only avéjiabze for a limited time and
eclination of coverage.

o2 1268 ¢ 5'/



