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Case Verification Number: 2017107135150CS
Report Preparad: 04/17/2017

Company information

E-Verify: Print Case Detzils - Preview

SENSITIVE BUT UNCLASSIFIED

b 4 e e 5+ e e e e

Company ID: 47428

EmE_lg!ae information

Company Name: Employer Solutions Staffing Group

Last Name: ahmed
Date of Birth: 03/01/1896
Hire Date: 04/17/2017

Document Information

First Nams: hawo
Saclal Security Number: ** * 0018
Ciiizenship Status: A oltizen of the United States

List B Document: Drivar's license or ID card issued by a U.S, stats or outlying possession

Dasument Name: Driver’s license
Driver's License or ID Card Number;

List C Dogument: Soalal Sesurity Card
Document State: Minnesota
Document Expiration Date: This document has no expiration date

Casa Status Information

Current Cass Result: Employment Authorized Employer Case ID:

Case Submitted On: 04/17/2017 Case Submitted By: SGLABB32
SENSITIVE BUT UNCLASSIFIED

hitps://e-verify.uscis.gaviweb/PrintCaseDatails.aspx?CaseVerNum=2017107135150CS

n



employer solutions staffing group. el EL R
Leveraging Resources in a Changing Market - e asolehonn

www.esgstaffingsolutions.com

New Hire Application

Personal Data~- PLEASE PRINT LEGIBLY IN INK

Last Name _ ||\ [ W U0 First Name __\ 2 N2 Middle Initial \ *___
Street Address [\ .0 LT [ Aptiste __ —©
City/Statefzip ___ " V1. ¢ Soclal Security Last Four XXX-XX- 00 %
Phone Number [\ .~ L\ U A0S \7 Email Address 0~ 2 el - Nalnve, @ '-_-,- N ¢

Staffing Agency/Recruitment Partner

Are you legally authorized to work in the United States of America? [7JYES [INO

Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibllity for rehire.

| understand that a comprehensive background check may be conducted to determine my ellgibility for hire by certain clients of ESSG.
This may include but Is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, govemment regulations or by ESSG policies,

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

| certify that all statements made in my application are true and accurate and that | have not omitted any. material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
conslderation for empioyment or, if discovered after | begin employment, will result in my termination.

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

; - - . - ) 3 A\ 3t
{ { WAL A, NS WA A e - b S —
} N Y

Name (Print or type) Applicant's Signature Date .

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

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

ESSG - Supermoms CMG Rev. 0512015



Form W-4 (2017) e A B D DD P e e ot e our, of

Basio Instructians. If you aren’t exempt, complete gansider making estimated tax'nlaymems using Form
Purpose, Complete Form W-4 so that your the Personal Allowanxogs Worksheet below. ?he 1030'53-0553';‘3?#0;:"‘&"'} Ehu:l\: 051353'{"3}
tear:;ggiruer elajrl'_l wnmgcl:dngdeasuoompl%ﬂg Lnacv‘v“lggnn m’:&'ﬁﬁ &?m:cﬁs%g;ﬁugﬁgd gnuﬂy come, see Pub, 5056 g)o find outplf you should
W-4 eacgnsarpgd when your personal or financlal deductions, certain credits, adjustments to Income, adjust your withholding an Form W-4 or W-4P.
situation changes. or two-seamers/multiple jobs situations. 'l‘wo"deamera or mulﬁplaﬂl_;ln:s. if %og have am
Exemption from withholding. If you are exempt, Complets all workshests that . Howsvar, you Wworking spouse or more than one job, figure the
complete only lines 1, 2, 3, 4, amr'; and sign the may clalpm fewer (or zero allnwaralggé.y For mgularyo m;‘g’& er l"f aﬂm?;my%g’%re :ly . °g ,;'gnﬁ'lﬂ""
form to valldate it. Your exemption for 2017 expires wages, withholding must be based on allowances W our\lrlv.ﬁ &"é’m usually will ge mogt o
Fehrg{ly 16, 2018. See Pub. 505, Tax Withholding you claimed and may not be a flat amount or when all allowances agra olaimed on the Form W-4
and Estimated Tax. peroentags of wages. for the highest ng job and zero allowances are
Note: If another person can claim you as a dependent Head of household, Generally, you can claim head claimed on the others. Ses Pub. 505 for details.
on his or her tax retum, you can't clalm exemption of household filing status on your tax return ontlx i Nonresident allen. if you are g nonresident alen, see
S inlcen mae e O3B0 0 UnSamad PHOMOTor  Lostsof emeis .8 Tonle Yoy Nolle 1503, Suprlementa Forn W.s spusions o
ncludes more g up a home for ur »
example, Interest and dividends). de anden%s&?; ather quallfylngylgdlvlduala. gge Nonresident Allens, before completing this form. .
Exceptions. An empl may be able to clalm Pub, 6§01, ptions, Standard Deduction, and Cheock your withholding, After your Form W-4 takes
¥ g{” Filing Information, for Information. effect, use Pub, 505 to see how the amount you are
exemption from withholding even if the employee is having withheld com t0 your projected total tax
AT I R :&ﬁmu :llnl Isﬂ. Yl?l:gm l‘:’;‘;,g,’,‘gﬁ,"e“,,u,‘:"b; of“ s for 2017, Sse Pub, ﬁgg espeglgléyﬂ‘ your earnings
* |s age 85 or older, withholding g,,,,wa,,";’e& Credits for child or dependent exceed $130,000 (Single) or 180,000 (Manied),
s |s blind, or care expenses and the child tax credit may be claimed Future developments. Information about any future
Imcem st e oo S0LID ECOTAI ooy, dmaggnerm et Fer i e
temized deductions, on his or her tax retum. credits Into withhoiding allowances, ks aetg www.irs.gov/iwg. -
Personal Allowances Worksheet (Keep for your records.)
A Enter 1" for yourself if noone else can claimyouasadependent . . . . . . . . . . . . . . . . . . A
* You're single and have only one job; or
B Enter*1"if * You're married, have only one job, and your spouse doesn’t work; or B
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,600 or less.

€  Enter *1” for your spouse. But, you may choose to enter *-0-* if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avoid having too [ittle tax withheld.) . o o |t
Enter number of dependents (other than your spouse or yoursetf) you will cialm on your tax retum . 0" O
Enter “17 if you will file as head of household on your tax return (see conditions under Head of household above)
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit
(Note: Do net include chlild support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls,)
G Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, 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” if you

have two to four eiiglble children or less “2” if you have five or more eliglble children.

® if your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each eligblechild. G
H  Add lines A through G and enter total here. (Note: This may be differant from the number of exsmptions you claim on your tax retumn.) » H

e If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
For accuragy, and Adjustments Worksheet on page 2.

complete all © If you are single and have more than one job or are married and you and your spouse both work and the combined

worksheets earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Warksheet on page 2
that apply. to avoid having too [ittle tax withheid.

s |f neither of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 below.

3

Tmgoo

mTmgo

Separate here and give Form W-4 to your employer. Keep the top part for your records.

W"'4 Employee’s Withholding Allowance Certificate OMB No. 1646-0074
Form
veasury P> Whether you are entitied to claim a certain number of allowances or axemption from withholding Is
Fﬁ;’?gﬁg&gmw subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 2 @ 1 7
1 Your first name and middle Inﬁd Last name 2 Your soclal seourity number

[
.a":_.+,

Home a&d;ass- (number and street or rural route)

3471 single L] Married L1 Manied, but withhold at higher Single rate,
Note: If married, but legally saparated, or spouse ls a nonresident alien, check the “Single” box.
4 M your last name differs from that shown on your soclal security card,
DN E DU, - YY - check here. You must call 1-800-772-1213 for a replacement card. » |
5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld fromeachpaycheck . . . . . . . . . . . . . . AE]
7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. Yy
= Last year | had a right to a refund of all federal Income tex withheld because | had no tax liability, and
e This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
If you meet both conditlons, write “Fxempt*here. . . . . . . . . . . . . . .»[7] VX
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it is true, correct, and complete.
Employee’s signature
(This form is not valid unless you sign it.) » P A ; ) Date »
8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) 9 Office code (optional) | 10  Employer identification number (EIN)

City ortowh. state, and ZIP code

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



Employment Eligibility Verification

-l
P

J—"‘J?’?-»
¢A‘-
gﬁ 2] \.

USCIS
A Department of Homeland Security OME ;:nllsﬁzo .
\-’i»,.mpf / U.S, Citizenship and Immigration Services Expires 08/31/2019

P START HERE: Read Instructions carefully before completing this form. The Instructions must be available, either In paper or electronically,
during completion of this form. Employers ars liable for errors In the completion of this form.

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

document(s) an employee may present to estabiish employment authorization and identity. The refusal to hire or continue to empioy
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Bédtlon 1. Employee Informatlon and Alestatioh @mpioyees mys{ eampliete and slgn Secfjan 1 of Form 1§ na late
than the first day af employmient, but not befarg acospting g fop offer) . ol
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (i any)
SR U ELI B € 2
Address (Sﬁegt Number and Name) Apt. Number | City or Town State ZIP Code
Date of Birth (mm/dd/yyyy) | U.S. Social Security Number | Employee's E-mall Address Empioyee's Telephone Number

1am aware that federai 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):
[3'1. Acitizen of the United States

[] 2. Anoncitizen national of the United States (See Instructions)

|:| 3. A lawful permanent resident  (Allen Registration Number/USCIS Number):

|:| 4. An allen authorized to work  until (expiration date, if applicable, mm/ddfyyyy):
Some aliens may write "N/A" In the expiration date field. (See instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form I-9;

QR Coda - Section 1
Do Not wm: In Thl:gpaca
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.
1. Alien Registration Number/USCIS Number:
OR
2, Form |-84 Admission Number:
OR

3. Forelgn Passport Number:
Country of Issuance;

Fﬁﬁa'ture of Employee S . Today's Date (mm/idpyyy)
[Bfeparet andlor Trapalator Certification (6heck onélit 7 -
1 el hal use a preparer o tranalatp. [:] A preparer(s) and/or tranaiptir(s) asgisted the employee In geihsﬂqﬂnfg Sgaqeﬂ 1
(Fisids balow must be vompleted and signed when graparers enllor trendigiars agsist an employee in eambieting Seation 1)

I 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 correct.

Signature of Preparer or Translator

Today's Date (mm/dd/ryyy)

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

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

@ Emplayer Completes Next Page @

Form1-9 11/14/2016 N



-Employment Eligibility Verification USCIS

Department of Homeland Security _ Form I-9
U.S. Citizenship and Immigration Services OMB No. 1615-0047

s et

A OR Liot E AND N7

N Identity iml Employment Authorization t identity o | __Emplojmlml Authorization
i A O L =

el e
e (R o 5 ) oS TETTEL 00\ &
Expiration Date (if any)(mm/dd/yyy) F, Expiration Date (i any)(mm/idiyyy) ‘ Expiration De:-‘(ifac‘:y)grg(mﬂwyyyy)
Document Title i AT

Issulng Authority E Additional Information (G G e S ]
Document Number {

Expiration Date (¥ any)(mm/#dd/yyyy) F

Do;mment Title E

Issuing Authority :

Document Number

Expiration Date (¥ any)(mm/dd/yyy) L

Cortification: | attest, under penalty of perjury, that (1) | have sxamined the document{s) presented by the above-named employee,
(2) the above-listad document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowiedge the
employee Is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): (-\.-\") —~ 20\ " {see instructions for exemptions)

Dyer or Auliitrized Repi Today's Date(mmaidyyyy) Employer or orized Representative
L\ Uw oY\ -\1-20\7] D(L.)AC‘R-E(&:

thdxized Representative of Employer or Authorized Representative | Employer’s Business or Organization Name
(:\ \CA-% 2 N\ F—hg‘-_\_g_ L EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organikation Address (Street Number and Name) | City or T |State - |ziIPCode
7480 FLYING CLOUD SUITE 200 MINNEAPOLIS MN ,Sg“
Last Name (Family Neme) First Name (Given Name) Middle Initia) | Date (mmAidyyyy)

contipwing empioyment authaoritaten | the spapeprovidedtbelow: - T T
Document Titie ' Document Number Expiration Date (i any) (mm#tidyyyy)

1 attest, under penalty of perjury, that to the best of my knowledgs, this employee Is authorized to work in the United States, and If
the employee presented document(s), the document({s) | have examined appear to ba genuine and to relate to the Individual.

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

Form I-9 11/14/2016 N
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Thxs card belongs to the Social Secunty Admlmstmnon and‘you must
retummfweasqunt 3 i vk g i
: If you find a card that isn’t yours. ple return it to: ‘_ "3"
;,-t 3 oy -3 %ocnal)Secunty Admlmstmnon S
§ : PO Box 330(58 Balt\more EJD 2‘!290-3008‘r =
ol ,:},e. ’ “ t
Socxal Sec\mty bumness/mfonimnm, contaci.your local
above address for any business

g

-For an’
SOCI Secunty office. If you write to the
\ ll nm receive a resggnse

olher than remmmg a found card you
% \ "_\ & : L 4"
5% Social Security Admlnlstratlon ) , i _'5 L2
‘w. Form §SA-3000 (082011« | = .-%238538()455";—’{Qf
e R RN Ui




MinnesoTA DriveR's LICENSe/ENHANCED DRIVER'S LICENSE
!osrmncmon CARD/INSTRUCTION PERMIT APPLICATION

2017602101033

A APPLICATION RECEIPT
v ¥ Tis 1s NOT A STanDALONE IpenTIFICATION DOCUMENT YYPE R0 i 1 1
Aiwisora Drven's License, InsTaucnion Peamir on Ioeniricarion Caro Numnen __BiRTH Date (MONTH/DaY/YEAR O RrRec [JEDL
Pad (STATE EXAM USE ONLY)
Ve PP FRDR] AT MG | o cor o
Fuu Lecat Name as g g:jz E‘l :A/I(B:OP
YA WO PN Ay Pwedy ObuwP Gk
CoMmpLeTE FIRST NAME CompLeTe MinoLe Name COMPLETE LAST NAME PROV  [J DUP O AR
Previous Leaar Name (ONLY APPUES IF YOU CHANGED [T SINCE LAST MIN Darver’s License, EDL, ID or [P appucation) o 0 bup 0O coms 5
OMBOP [ODuUP {0 DBL/TRIPLE
CommeTe FIRst Name ComPLETE LAST NAME EES 8 ] PASSENGER
g‘rn”l) .’3\':. L ELh O SCHOOL BUS N
> O REGIP
Chae e g 1 TANKER
FutL RESIDENCE Anon:ss (whERE You uve) Nore: Mase sure THis 1s Your CURRENT AND vALID ADDRESS. THE poST orrice wi NOT FORWARD YOUR CARD. INDICATORS O HAZMAT
v \ [ SENIOR 0 owml ]
Nsaen - ) 20 Py A SN ¢ >\ am 502 /] j;? 0] LTD MOBILITY 4
P ) : X ] SNOWMOBILE {0 RT Passed
. DO NE G \D&\\6 N SIS |9 Hn ] FIREARM [ RT Waived {
State 2Zir Cont MN County OSorTC *
D’Tnomu. MAIRING ADDRESS (SEE #1 ON BACK OF WHITE COPY) MAKE SURE THIS IS A VALID ADDRESS. THz POST oFFice Wil NOT FORWARD YOUR CARD. [ VETERAN
1 AFFRM THAT THE U.S, PosTa: SERVICE wiLL NOT DELIVER MAIL TO MY RESIDENCE ADDRESS SHOWN Asove. INITIAL HERE TO HAVE YOUR CARD SENT TO THE ADDRESS BELOW. N
OTES:
Numser STREEY Arr# @\Q,W
| was provided all prncy warnings as required by state ar1.
Crr constitutes consent to registration with the selective servic
Stare Zip Cons MN County the Information on this application is correct. If | am applyit
— responsibiiities, and penalties outlined in M.S. § 169.444 i
APPUCANT
o [N (9l O Jw DMZ[O] [
e Eve Coror HeaeHT WaeHT v Pounps Mais Femars
X Yo B B l
AppIiEant Signature Sait
b (DVS USE ONLY)
Visit dvs.dps.mn.gov to: THIS DOCUMENT IS A RECEIPT FOR
« Check the status of your driving privileges AND IS NOT A STANDALONE IC
*/ Schedule a road test +  This receipt, in conjunction with an in
Q %Q W permit or ID card, may be used as ide
5 L . 4 3 0 g
QU estions? Contact Us: Q% \'\f ?‘ This receipt is valid for the type of car

Driver’s License Questions:
License Status, available 24/7
DVS'Ldcations:

Motor Vehicle Questions:
TDD/TTY:

651-297-3298
651-284-1234
651-297-2005
651-297-2126
651-282-6555

proper validation stamp, for a maximi
date shown above.

= This receipt is void if the applicant is |
indicated on the driving record.

« Not valid as Enhanced Driver’s Lice

» Lost, stolen and duplicate EDL card
used for border crossings.




EMERGENCY CONTACT INFORMATION

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

Employee Name: AR QO G —&_
Address: A0 DU X2 np& ) \ N
' {' Wl Fal ¢ {
Home Phone: ¥ (NS A
| " EMERGENCY CONTACTR , ;
Plaase list two peaple (In priority order) wh gould be goritaated in case of an emergéncy
Contact #1 Home Phone: L4
Name: 0o\ (0 P Cell Phone:
Relationship: — Work Phone:
Contact #2 Home Phone: “\
Name: NOY Cell Phone:
Relationship: (& S Work Phone:

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

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




Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by paper Check.
SECHON T BASIC INEORNALON

e "@f}x‘ QWG <\ e U

‘\'l:I_C‘H(')\: 2 PANIR@O T P s @

| Direct Deposit (Please complete Sections 3 and S below)  Note: Diract Deposit accounts may take up to 7 days to be activated

D Payroll Debit Card (Please complete Sections 4 and S below) | |Paper Check (Please complete Section 5 below)

SECEON 5 DIREEE DEROSTE
[J Update Bank Account

Bank Name:

I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

-, - Y = r I,
| ZLgg & 524

Account Type: [} Checking [J Savings [JOther

Account# - N
Initial - Date Vi

= Tohelp us avoid making an errar, please attach a copy of a voided check. (a deposit slip will not work)
¢  Ifyou change banks, do not close your ald bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SECTIONERANROE DEREE GARD (GEOBAL CASH EARD)

Federal law 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/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your 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.

bARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)

First Name MIL Last Name Date of Birth
Street Address (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)

Payroll Debit Card Routing # Payroll Debit Card Account #
073972181
IThave received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
T'am 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
authorize the financial 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 Signaturez »j Lol \\, — - b ot ~ Date: 4 /1 1 / 7 7

I 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: V- Cle @ L ‘:35),_ 1V
this information will only be used to send your paystubs electronically

Employee's Signature; £ DR hed e Date: [/




HAWO H AHMED
920 24TH AVE NE UNIT 302 97
MINNEAPOLIS MN 55418-3482

DATE U O lD
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Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC ("ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsulits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal Information: Please print the information requested below to identify yourself for BGC.
Printed name: ¢ a

First Middle (O Last
none)

Other names used: Nal@ O\
Current county of residence:

Current and former addresses:

: current 7| \ L - O 00N |
from Mo/Yr to Mo/Yr -, Street City, State & Zip
frdm Mo/Yr to Mt_)/Yr Street | City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

Date of birth Social security number

Driver’s license number & state Name as it appears on license

Report Copy: if you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: [1.

Signature Date



employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_“| _day of 7/ , 201/ between
Employer Solutions Staffing Group LLC, hereinafter referred to as “‘employer”,
and Cyno ALL hereafter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

Employe LLC, Represent?ive



<~ employer solutions staffing group.

Leveraging Resources in a Changing Market

Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, 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 to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):

.§.i..9,natu re/Firma: XN




- 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1600
}?,?Sma’;l'“ﬁ;“\,:.ﬁ.}’;%m"” P Information about Form 8850 and its separate instructions Is at www.irs.gov/form8850.

Job applicant_:_ Fill in the lines below and check any boxes that apply. Complete only this side.

Your name [ Soclal security number P

Street address where you live

City or town, state, and ZIP code

County AlA Y\ ¢ Telephone number

If you are under age 40, enter your date of birth (month, day, year)

1 [0 Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 [ Check here if any of the following statements apply to you.
= | am a member of a famlly that has received assistance from Temporary Assistance for Needy Familles (TANF) for any 9

months during the past 18 months.

* | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food

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

® | was referred here by a rehabliitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

e | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligibie to receive them.

= During the past year, | was convicted of a felony or released from prison for a felony.

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

e | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

3 [ Check here if you are a veteran and you were unemployed for a period or periods totallng at least 6 months during the past
year,

4 [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

5 [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
» Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

e Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

7 [0 Check here if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complete.

t

Job applicant's signature > Date

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)
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Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Employer Solutions Group
Location: Position: Starting Wage: §
EMPLOYEE SECTION:
Employee Name: Street Address; SN City/State: , Zip:
SS#: Date of Birth; Age: Have you worked for | If yes, location:
_ = 9/ ; (U , this company before?
_ ~\ [] Yes No
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 (TANF) I:l D
at any time since August 5, 19972 (If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? I:I I:I
(If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you:
: City: County: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? ] O

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*If you checked yes please provide a copy of your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? O O
If yes, please indicate which type of agency you worked with and provide their location information below:

]:] Vocational Rehabilitation Agency D Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
Clty‘ County: State:

*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

S. Areyou a Veteran of the U.S. Military? *If yes, Please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, please continue to question #6.)

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

Are you entitled to or are you receiving compensation for a service-connected disability?

O
O

6. Have you been unemployed at any time during the last 12 months?

If yes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment?
If yes, dates received unemployment compensation - From: / / To: / /

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: / / Release Date: / /
Was this a D Federal or D State conviction? If State - County: State:

O O O)-
O O oo

Additional Tax Credity
TEC (Native American): Are you or your spouse a member of a Native American Tribe? D D
*If you checked yes please provide a copy of your CDIB card.
CA Residents: Are you the child of foster parents? D Do you receive CalWorks? I:I Workforce Investment Act?
Are you a migrant or seasonal farm worker? I:I Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, 1declare the information above to be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility 1o my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the Department of Labor. -

Il

New Employee Signature: - o ] . Date:




Spacialiats inlifaxiCredit Adiministration

Qualified Long-Term Unemployment Recipient

ADDENDUM TO: IRS Form 8850 Pre-Screening Notice and Certification Request for the Work Opportunity Tax Credit

Client: Company:

Employer Solutions Group

Location: Employee Name: | | - SSi#:
EMPLOYEE:

Please check the statement(s) that apply to you and sign where indicated below.

O I have been unemployed at any time during the last 12 months.

If applicable, dates of unemployment - From: To:
From: / / To: / /
From: / / To: / /

O I received unemployment compensation during my unemployment.

If applicable, dates you received compensation - From: To:
From: / / To: / /
From: / / To: / /

Please read, sign, and date:

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

Employee Signature: Date:

£) ot ~ z 3 /
r g

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

317-925-0553
wotc@retrotax-aci.com

www.retrotax-aci.com



- employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepls 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 assignment ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

£ L2 il hd L o~ / N e,
e \ , S / f / { _r‘*

Employee Signature: _ Date:

M EULTEE Y~ e A

Employee (please print your name here)

CMG_SM - Rev. 09.2013



m 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 concems
during my orientation. Additionally, | understand and support the following:

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either 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 to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

4. 1am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: N

g

Associate's Signature:

24



Acknowledgement of Receipt Antiharassment Policy

I certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | 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 (Please Print)

_,.'ng_.,'i‘} L U=\ DN

Employee’s Signature:

Date:

22



RECEIPT DF 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, responsibilities and obligations of my employment with the company. | understand
and agree that it is my responsibility to abide by the rules, policies 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.

I 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.

DATE_ %~

EMPLOYEE e
NAME = O8N
PLEASE PRINT
EMPLOYEE : -
SIGNATURE Q

ESSG
REPRESENTATIVE

23



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

your physical condition.
If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive

compensation for the time away from work. The physician must complete a
Report of Workability.

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

Signed: O Y s, G0 T e I

Printed Name: e Prnvue A
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Enhanced MEC Plan_Plan 1 Benefit Plap Admiplsteators, Inc.

Benefits Enroliment Form O NewEmployee L[] Rehire Rehire Date

Employee lnformation

Soclal Security Number

W, < "\
e g -.‘rf 1\ LY 1 \\
5 . bl |

Gender LI Male | WaritalStatus & Single | DateofBith . — o\ s
[1Female | O Maried [ Divorced L=y |
rPhone Number: . f)"‘fk i £ s | Emell Address:

Please Select Desired Coverage:

D Employee Only - D Employee+Spouse - Employee+Child(ren) - :l Family -
$24.00/Week $63.00/Week

$38.00/Week $36.00/Week

Soclal Security # Birth Date Sex Relﬂﬂonﬂhip
FIStNEmE - I Male [ISpouse [] Child
- - M O Female Domestic Partner
Dapanda ! % A
SecaBactiay £ Birth Date | Sex Relationship
O Mae [1Spouse [] Child
[Flst Name 5 [TED Last Name [] Female [0 Domestic Pariner
Social Securily # Birth Date | Sex Relationd] ip
O Mae [ Chid
[ First Name M. Tast Name Ol Peci (m] SpEse 8,

Other coveragelinformationlincluding Medicare/Medicaick

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowladgement and Authorization - | hereby apply for the group hanefit{s) as indicated. | acknowledge that all entries are true and gsomplete and that
any misstatements or faflure to report Information may be used as the hasis 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 I have elected.

(IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date
EMPLOYEES DECLINING é | am DECLINING coverage

| understand that | and/or my dEendenis, if any, walve any coverage and desire to participate in the plan at a later date. liwe may be considered a late enrollee and

must meet the requirements dafined in the Certificate of Coverage for the company’s madical or dantal plans. If | decline enrofiment for myself or my dependents
(Including my spouse) becauge of other covarage, | may, In future be able to enroll myself or my depend In this plan, provided | request enroliment within 31
days after the other coverag s. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to anroll myssif or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

we . % : : —

Employee Signature \, e N Ny = Date 74 / L=/
Employer Solutions Staffing Group Health Benefits Team ¥
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9619 Fax: 952-767-9515
Emall: Health@employersolutionsgroup.com




L

Medicare Health Insurance Claim Number (HICN)

DATE O /L J/22 ) [ D>SIGNATURE ) © —\ ¢

Fixed Indemnity Medical Benefits_Plan 2

VS| 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate_ _ /__ /_ _ _

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
A. REQUIRED PLO ORMATIO PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Name . e At Social Security # \¢1 {i}Home Phone

Address A0 AT ®E, {Apt.# 2

Ci B State. Zp 2y )1 Date of Birth

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYesDNo If Yes, please continue
. 5 b
[}

'[ Medicare Effective Date

H

Name of Covered Person (s): | i o
i 3.

C. LIMITED BENEFITS PLAN SELECTION

-—
N

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 FUCSD INDEMNITY | hepay VISION TERMLIFE | SHORTTERM

Employee Only [ ] s2025 {§| sen7 ]| seaa JB|  sos0 o  sa0 §
Employee + 1 [_| $41.10 $12.34 $4.92 $0.90
Employee + Family [ | $54.88 $20.36 $6.56 $1.80

NO to ALL Benefits ﬁ [Ives [Ino | [ves [Ino | [ves [INo | [ves [CINo | [ves [ INo
'This coverage is not aygilable to residents of NH, HI, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY, or RI.

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

Name

Relationship
:
Name Social Security # | Date of Birth | Sex t Relationshﬁ:;
) . i _L _( ol @ [C]spouse[ | Child[] Domestic Partner
Name Social Security # Date of Birth | Sex ' Relationship
Il i TN /7 @ | [ Spouse [_] Child[_] Domestic Partner
Name  Social Security # ' Date of Birth ! Sex E Relationship
.. o .t lIMlE] [Jspouse[Ichid[IDomestic Partner
Name ' Social Security # Date of Birth | Sex Relationship W

. 4 IMITF] ' Ospouse [ child [] Domestic Partner

B EE RV 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.

e =7

This Is an Essential StaffCARE Enrollment Form.



