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§1er2017 E-Verify: Print Case Detalls - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 20171361044575H
Report Prepared: 06/16/2017
thmw Information
Company ID: 47428 compmyName:EmpbyarSomomShmngGmup
Em @ information
Last Name: Auchampach Firat Name: Christian
Data of Birth: 01/26/1806 Soclal Sacurity Number: *» 395
Hira Date: 05/16/2017 Citizenship Status: A citizen of the United States
Dooument information
List B Dooument; DrNefabemoorlDoardbsuedbyaU.S.ahhoruuWﬁmpmmhn List C Dooument: Sooial Securlty Card
Documant Name: Driver's licanse * Document State: Wisconsin
Driver's License or ID Card Number: a2511168602608 Document Explration Date: 01/28/2023
Casa Status. Information
Current Case Result; Employment Authorized Employer Cass ID:
Case Submitted On; Q8/16/2017 Case Submitted By: 8GLAG832
SENSITIVE BUT UNCLASSIFIED

hltps1Ie-ve|'ify.mcls.gavMeWPrlnlcaseDahlls.aspx‘PCasaVerNum=201 7136104457SH 7




AT,
Ty N PO Box 46270
www.esgstaffingsolutions.com R .~ Minneapolis, MN 55344-995
AN v Tel: 952.835.1288
employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

First Name L'/)Vl‘ﬁ ;%Q Middle Initial Q

[ ’ ¢ Seus AptiSte
City/State/Zip w b\ﬁ' _5 "HZéiL Social Security Last Four XXX-XX- 395?
Phone Number 7]5— H[-2/9% Email Address_Pucl @Mw
LNG

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfacto roof of identity and legal abil to work in the U.S.A,
Are you iegally authorized to work In the United States of America? [PYES [ONo

Applicant Certification and Authorization
I authorize Employer Sojutions Staffing Group (ESSG) to use the Information and statements contained in this application to determine my
qualifications for empioyment. | authorize ESSG to make inquiries of my former empioyers, except as indicated In this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire,
| understand that a comprehensive background check may be conducted to determine my eligibility 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, government reguiations or by ESSG policies.
I release ESSG and other persons or entities from any ciaims 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 materia) Information or provided
false or misleading information, | understand that any material omisslon or misrepresentation will result in my disqualification from
consideration for empioyment or, if discovered after i begin employment, will result in my termination.

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

MMMM Q)@MMW lfblr7
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 corresponden

For ESSG Office Use Only

DOH NHW I-9 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Appllcation
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev. 0472017




The exceptions don'’t apply to emental wages Nonwage income, If U havea | e amount of
F Ol'm W'4 (2 01 7) greater th%?n $1,000,00 .p AT e nonwagge Income, sucxnas lntamstag dividends,
consider making estimated tax ents using For
the Pernatruations.  you arert exempt, compiets 104D-ES, Estimated Tax for Indlviduale, Ofir 0.0
Purpose. Complets Form W-4 80 that your the Personal Allowances Worksheet below, The oU may., ® additional tax, if yor h ension or
Smloyer can withhold the correct fedem Income Wwarkshests on page 2 further adjugt your gnnuﬂym{n‘g:lme 558 Pub. oL %oﬂndaggtplf 4 ghgl
from your pay. Conglder completing & new Form Withholding allowances hased on itemized st Your Withholding ar oo Wea w_’;?,
W-4 each x:grand Wwhen your personal or financla] deductions, certain cradits, ad‘{uustments to Income, adjust your g on Form W-4 o .
situation changes, or twu-eamars/muluple Jobs sftuations, M"deamem or multiple jobs, i )ng tgave ath
Exemption from withholding. jf U are exem Complete all workshests that . However, you foridng spouss or mora than one jo » tgure the
somplate only lines 1, 2, 3, 4.9an 7and algn the may claqm fewer (orzeﬁrgz allowa:pcg;.y For nagl.llau-yo mwa"""'obs’ 'bfl"aﬁf a&%mﬁ%m;ﬁfgm‘“
form to validats it, Your Sremgtion for 2017 expires youes, Withholding must be based on allowerc e W %ur withholding ustially wil batyos ooty
Feblm 16, 2018, See Pub, 505, Tax Withholding you olaimed and may not be a figt amount or when all llow oo Lk claln¥ed perl Fonnmw T
and Estimated Tayx, Percentage of wages, for the highest ing job and zero allowances arg
Note: if another Person can claim you as g dependent Head of househoid, Generally, you can claim head claimed on meﬁ?."m. 8es Pub, 505 for details,
on his or her tax retum, you can't glajm exemption of household ﬂllng Status on youir tax retum only if Nonresident aflen, if yo onresident aj
from withholding Ift\;;l.gtutal Income exceads $1,050 you are unmarried and pay more than 509 of the Not'i'c':s 2 °“|' mm W 2 Introien: vy
and Includes more than $350 of uneamed Income (for coats of kesping up a home for yourself and |your Nanresident AlpeD sl‘:“afora completing thig fon o 10
example, interest and dividands), depend sfnr otger qualifying Individuals, See N J Pleting m,
Exvsptions. An emp] be able to claim Pub, 501, mptions, Standard Deduoction, and Check your withholding, After your Form w4 take:
exsmption from ,,,,,,,,,g,g};ﬁ:;{,’gg ifthe employes Is Fiiling Information, for Information, effeot, use Pub, 505 to &8 how the amount you are
2 depanden, f the empioyce: cEeoin ot o ke pojcte rop M feving wibheld om "::,';‘;&zﬁ'ﬁ';’é‘i.‘:"éﬂmgm"'g:”
* 15 88 65 or older, Whnoling g Your Credis for chl o Sependert. ~ axoaos $130,000 (Single) or $130,000 Married),
¢ s blind, or care expenses and the chilg tax credit may be claimed Future developments, Information about any future
* Wil claim acjustments 10 Income; tax credits; or gsln tt!lJe gersfgn?l Allowances Worksheet below, lde\{'!allcv memsctad ol Form YV-4 (sucvl}' "ag
Hemizad cclictions, on s or ey e crcite i i o OMVRG Your oer S gy, e e85 i posta
Personal Allowances Worksheet (Keep for your records,)
A Enter“1"foryourselflfnooneelsecanclalmyouasadependent. P 2 o BN e ST « « . A
* You're single and have only ons job; or
B Enter*17j * 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 $1,500 or Jess,
C Enter™1”for your spouse. But, yoy may choose to enter #-g-» if you are married and have ejther a working spouse or more
than one job, (Entering =-0-» may help you avoid having too little tax withheld) . . , | ° 9 0 0 0 0 o o o c
D Enter number of dependents (other than your Spouse or yourself) you wiii clalm on your tax return D
E  Enter®4"j You will file as head of household on your tax return (see conditions under Head of household abovs) E
F  Enter®1” you havs at |east $2,000 of child or dependent care expenses for which You pian to claim a credit F

G Child Tax Credit (including additional child tax credft), See Pub, 872, Child Tax Credit, for more Information,

* If your total income will be iess than $70,000 {$100,000 Married), enter “2" fop each eligible child; then less ~1» if you
have two to four eligible children or less #2" i Yyou have five or more eligible children,

® If your fotal income will be between $70,000 and $84,000 ($1 00,000 and $119,000 if married), enter “1” for each eligiblechild,. @
H  Addiines A through G and enter total herg, (Note: This may be different from the number of exemptions you claim on your tax retum,) » H

® |f you plan to Hemize or claim adjustments to Income and want 1o reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.

complete ail * It you are single and have more than one job or are married ang you and your spouse both work and the combined
worksheets aamlnFs from all jobs excesd $50,000 ($20,000 i married), see the Two-EamWMulﬂple Jobs Worksheet o page 2
that apply. 1o avold having too [itte tax withheld,

® if nefther of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 bejow.
Separate hers and give Form W-4 to your employer. Keep the top part for your records.

|

o W"4 Employee’s Withholdlng Allowance Certificate OMB No. 1545-0074
m
Department ofthe Trezsury > Whether you are entitled to clalm a certain number of allawances or exemption from withholding Is 2 @ 1 7
Internal Revenue Servics Subject to review by the IRS. Your employer may be required to send g copy of this form to the IRS.
1 Your first name angd middie Initial Lﬁ:ﬁme 2 _Your social security m¢ber
i
@z@b qu& [ b —15—3¢5
[ gy ¢ 2 address (number and stret or roral route) 3 & single [ Mariea [] Married, but withhold at higher Single rata,
%A‘ ah (% Nots: If maried, but legally Separated, or spousa s a nonrasident alfen, cheok the "Single” box.
City or town, state, and 2IP code 4 Hyourlast name difters from that shown on your soclal security card,
&/ I S%@& check here. You must cay) 1-800-772-1213 for a replacement card. b d

§*  Total number of allowances Yyou are claiming (from line H above or from the appiicabig worksheet on page 2) 5 , '
6 Additiona amount, if any, you want withheld from each Paycheck ., ., . , | 9 0 0 0 o0 o o o
7 Iclaim exemption from wi

correct, and complete,

ouer 5/ /6/]7

r- Complete lines 8 angd 10 only if sending to the IRS) | 9 Office ¢code (optional) I 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220qQ Form W-4 (2017)
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Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9

) OMB No. 1615-0047
g U.S. Citizenship and Immigration Services Expirea 08/31201

P START HERE: Read instructions carsfully before completing this form, The Instructions must be avallable,

d b

estatlon @Employeas myst compiete and
Socepting  fob affer )

First Name l(Given Name) Midgdle Initia Other Last Names Used (ifany)
Oayie p\

{Strest Number and Name) Apt. Number City or Town & ZIP Code |
Ctdoyy fune tresott WT LS
i?te Szldh éﬂé!de/yym U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number
[} "

' Auch 19960 bbmif, 23, (715~ -3 a6
I'am aware that federaj law providas for Imprisonment

and/or fines for faise statements or use of false documents in
connection with the completion of this form,
| attest, under Penalty of perjury,
Bl 1. A citizen of the United States
[[] 2. Anncitizen national of the United States (See Instructions)
[] 3. A lawful permanent resident (Allen R

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

that i am (check one of the following boxes):

eglstration Number/USCis Number);

0 document numbers to complete Form 1.g: D et atoil
Form I-94 Admission Number OR Foreign Passport Number, he - et

1. Alien Reglstration Number/USCIS Number:
OR

2. Form 1-94 Admission Number;
OR

3. Foreign Passport Number:
Country of Issuance:

Signature of Empioyee (MT < o Tﬁfg 'P?S (mmtddpyyyy) J

or Translator Dertification \sheak ohej: f )
% | 8 nal use a preparey of transtator. | A pregiarens) dndrar ranaiator(s) Bsgiitad ia braglayee i dompleting Shotion |
(Floldg balow must be campleted any 16d when preparers andfr trerslatars 8asst an employee in completing Sedtion 1)

| attest, under Penalty of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of niy
knowledge the Informatlon Is true and correct.

Signature of Preparer or Transiator Today's Date {mm/ddiyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form1-9 11/14/2016 N

BE——




U.S. Citizenship and Immigration Services

Employment Eligibility Verification USCIS
Form 1-9
»epartment of Homeland Security OMB No. 1615-0047

Expirasl)ll_Sllzow

ListA ' s L0t 0
Identity and Employment Authorization Employment Authortzation
[Document Title Document Title
VL DL
1ssuing Authority . 1 Jseuing Authority Issuing Autho
. : I AL (=] ; \I\) ‘\ % i
Document Number B Number ' Document Number
2 e B ﬁisn 169 626D b
Expiration Date (i any)(mm/iddlyyyy) | Expiration Date (i any)(mmsidiyyyy) Expiration Date (i any){mm/ddyyyy)
4 Oy ) . S~
Document Tile
Issting Authority | [Addtional information 00 Not Ve 1 T ey
Document Number
Expiration Date ( any)(mm/ddiyyyy) :
Document Title
Issuing Authority i
Document Number f
Expiration Date (if any)(mm/id/yyyy) L
Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named amployee,
(2) the above-iistad document{s) appear to ba genulne and to relate to the employee named, and (3) to the best of my knowledge the
employes Is authorized to work in the United States.
The oﬁloyoe’n first day of employment (mmvded/yyyy): -Qs-l—\hlﬂ%“ Instructions for exemptions)
Signa pioyer or Rep Today's DatefmmAiddyyy) | Title ployer or Authorized Representative
' 12017 uvte v
of Emplayer or Authorized Representative Authorized Representstive | Employer's Business or Organization Name
O SV~ B ( — EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Busingss or O Address (Street Number and Name) CWTWM State  |zip Code
7480 FLYING CLOUD DRIVE  SUITE 200 MINNEAFPOLIS MN ,ﬂ“
Last Name (Family Name) Firat Name (Given Name) Middle Initial Date (mmddiyyyy)

| attest, under penalty of perjury, that to the best of my knowiedge, this em
the emplayee presented document(s), the document(s) | have examined appear to be genuine and to relate to the Individual.

ployes Is authorized to work In the United States, and if

Signature of Employer or Authorized Representative

Today's Date (mm/ddyyyy)

Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)
Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,

If you do not p; ovide a written election, v ages will be paid by paper Check,
SEEH NS I BSe INFORNIN TIORN

Employes Name ; { A SSN# (1ast 4 digits) Effective Datp
Y YT 3% 17, %%
MECTIOR 2 PANROLL RGO N

| | Divect Deposit (Please complete Sections 3 and 5 below)
| | Payroll Debit Carg (Please complete Sections 4 and 5 below)
SECEION 3 DIRECGE DEPOSEE

B O updas Bank Account
Bank Name;

Note:DiractDepasitacmuntsmaytnkcupm 7 days to be activated
D¢ Paper Check (Please complete Section 5 below)

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

SEE RGN PANROLE DER CARD (GEOy ENSTEEARD)
Federal law requires all onstoobtam,venﬁy,andrecordmﬁ:rmahonthatldenuﬁeseachpersonwhoopensanaccomt.lnordarto
requestaPﬂyrollDebitCardforyou,wemustprowdeallofthafollo

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 recejve 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 wil] be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION (a8 you want your Payroll Debit Card to be issued)
First Name Ml.

Last Name Date of Birth
Street Address gonox 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

i oldings, 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,

emai:_Nogly (994 ¢ e, 157,600

this information will only be used to send your paystubs electronically

Employee's Signature: a/ﬂ/ w; (4 9] AW,Z‘f“‘{f\'(vc[l D Date: 5/ / 6// 7
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EMERGENCY CONTACT INFORMATION

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

Employee Name: (/) Vf?q'} ifq MM

Address: _[057 K@dwy [% |
Home Phone; Zi’;é A'L?.‘G 3

P  EMERGENGY CONTACTA ~ x
Pleasa st two people (in priority order) who pould ¢ 9¢ntagted In cave of gn smergericy
Contact #1 Home Phone:]/ 51}5}-“2503
Name: T@wel [e«c Cell Phone:
Relationship: NV IO Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone;

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




Middle (03 Last
none)

Other names used:

Current county of residence: p T
e cooun‘ly

Current and former addresses:

current @57 A@W 'W{OO %0&’4 WIT .5' VODJ

from Mo/vr to Mo/Yr Street , State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/yr to Mo/Yr Street City, State & Zip

checking for records]?g.v[v)ily’otq‘léz it for any other purposes.é 4 3~ I 5" 3 % (}
Date of birth Social security number
AST=TT9 603600t S Nicher)

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, yoy may request
a copy of the report by checking this box: 0.

LiHi, Awﬁmfwh SI6)17

Signature Date

B
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employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY
= WONFIDENTIALITY

This agreement made this%__day of ‘N !E? » 2017 , between
Employer Soluyons Staffing Gr, up LLC, hereinafte referred to as “employer”,
and wm%reaﬂer referred to as “employee”,

WITNESSETH:

\Apnm N

Employer Soliitions taffin

g Group LLC, Representative
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employer solutions staffing group..

Important/Im pPortante
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 pe found. If it can be
verified that the check has not been cashed, ESSG wi| stop payment on the
check and re-issye 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 myst Provide a copy of the policy
report to your staffing recruiter that the check was stolen, If the check has not
been cashed and jf the loss of the check was not your fault, ESSG wijl issue a
new check and no fee wij| be deducted.

CHEQUES DE PAGO PERDIDOS 0O ROBADOS

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

AGREED/SE ACUERDA—

-
Name/Nombre (con letra de molde): /LIQEIW“&Q AQQM&EQ
Signature/Firma: QM%_MM‘%




rom OO0 Pre-Screening Notice and Certification Request for

(Rev. March 201g) the Work Opportunity Credit OMB No. 1545-1500
Departmant of thg Treasury
Intema! Revenuz Servige » Information about Form 8850 and its Separate instructions is at Www.irs.gov/formssso,

City or town, state, and ZIP code éﬁ/ NT ﬁ@é l
County “F‘VMM LOfﬁl‘é{l A Telephone number _Zy 5 il (/%‘/ "".}9/ %

/4 » :
If you are under age 40, enter your date of birth (month, day, year) l / LL [ [ 9%

1 [] Check here if You received a conditiona] certification from the state Wworkforce agency (SWA)ora Participating loca| agency
for the work Opportunity credit,

2 [ Check here if any of the following statements apply to you,

* 1am a member of 3 family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 8
months during the past 18 months,

* lamaveteran and g member of a family that received Supplementa] Nutrition Assistance Program (SNAP) benefits (food
stamps) for at jeast g 3-month period during the past 15 months,

* | was referred here by a rehabiiitation agency approved by the state, an employment network under the Tickst to Work
Program, or the Department of Veterans Affairs,

* lam at jeast age 18 but not age 40 or older and l 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 eiigible to receive them,

* During the past Year, | was convicted of afelony or released from prison for a felony,

® | received Suppiemental Security income (SSI) benefits for any month ending during the past 60 days.

§ [1 Check hereif You are a veteran entitied to Compensation for g service-connected disabliity and you were unemployed for
period or periods totallng at least 6 montha during the past year,

6 [ Check here if you are a member of a family that:
* Recelved TANF Payments for at least the past 18 months; or
®* Recelved TANF Payments for any 18 months beginning after August 5, 1997, and the earilest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

* Stopped being ellgible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments couid be made,

7 [ Check here i You are in a period of unempioyment that is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation,

Signature—Ajj Applicants Must Sign
Under penatties of perjury, | declare that 1 gave the above Information to the employer on or before the day | was offered ajob, and itis, to the best of my knowledge, true,

carrect, and compiete.
4 i
Job applicant's signature p {i Date / { 6 / / T
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851, Form 8850 (Rev, 3-2016)
7=



B EEE—— —————— «—._.____.__....a—.__—_.__.___.—_._“—._-_._._‘—u——-__‘—.__..

Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:
Client: /T Company: Sai,_p&;/ Y horm's

Location: 5 < L’ﬁ Position: = Starting Wage: § !0 900
et O Qegd Senl v
EM_JT_LOYEE SECTION:

| First N :: Last N

e: Suffix: %eet ;ddress: [@m«/ éé%f;a;eo. f‘ifo

| 2 Da. of Birth: Age: Have you worked for | It Yes, location;

S5 -5 | I/ 1) el el
Please complete all questions, and sign and date the form. Yes No
[ e s anyone living with you received Temporary Assistance 1o Needy Families (TANT) O w

at any time since Angust §, 19977 (if yes, please provide information below.)
Name of the person receiving benefits; Relationship to you;
City: County: State;

2, Have yon or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? O
(Ifyes, please provide infrmation bolow,)
Name of the person receiving benefits; Relationship to you:
City: County: ____  State:

3. Have you received Supplemental Security Income (S8]) at any time within the past 3 months? ]
Please note, this is not the same as Social Security benefits (SS) ar Social Security Disability (SSDI) benefits,
*Ifyou checked yes please Provide a copy of your SST documentation,

A

O

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

Dates of Service - From; To:
Branch of Servige: iy
Are you entitled to or are you receiving compensation for a service-connected disability?

——

z

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

Ifyes, dates of unemployment - From: To:
Did you receive unemployment tompensation at any point during your unemployment?
Ifyes, in which state did Yyou receive unemployment compensation? N C)

Oy o olg

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;
Wasthisa [ ] Federal or [ State conviction? 1f State - County: State:

—

£ 0 o

Additional Tax Credita
IEC (Native American): Are you or your spouse & member of a Native American Tribe? O
Ifyou checked yes please provide q copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [] Do you receive CalWorks? [] Worlkforce Investment Act?
[ Are You a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [ Do You receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above to be trye and accurate to the pest 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 (Associateq
Consultants, Inc, dbg Retrotax), or the Department of Labor.

New Employee Signature: (/4 ﬂm Date:




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

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

New Hire’s Signature: MMWMA Date 5//6/ / 7

New Hire Name: [ (n

Social Security Number: 47| s394 q
Employer Name: é&’lfef/ 1% /e %)

(Enter start date)

Privacy Act Notice;

The Intemal Revenue Codg of 1 986, Section 51, as amended and Its enacting legislation, P.L., 104-1 88, specify that the State Workforce Agencies are the
"designated" agencies responsible for administering the WOTC cartification procedures of this program. The information you have provided complefing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this information i voluntary; however the Information s required to
determine your employer's eligiblity for the faderal tax cradit

e —— e —— e — . — .—..—...—..—.._..—..—.._.._..—.._..—..

ETA Form 9175 (Rev. November 2016)



~  Employer
| | Solutions
Statfimgy

Y Group LLC

Notification of Minnesota Law Requirement —
Un‘emgloxment Acknowledgement

without good cause an additional suitable job'assignment offered, or (3)
accepts employment with the client of the staffing service, js considered to
have quit employment.

I 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)

Es su responsabilidad Para ponerse en contacto con ESSG (por ejemplo, llamando a| (teléfono)
(763) 428.2926 o usando de cualquier otra forma de contacto) para tareas adicionales. Sj usted
falla de ponerse en contacto asl, para poder afectar sus beneficios de desempleo.

Comprendo que por firmar esta forma YO soy responsable para Ponerse en contacto con

ESSG dentro de 5 dias de calendario después de finilzacion de una tarea. Yo también
reconozco que he recibido una copia aparte de esta forma. (con Ias iniciales)

Firma: L

Fecha:
' J Cer
Nombre de empleado (en letra de mol

CMG_SM(SP) - Rev. 04/2011

B



Acknowledgement of Receipt Antiharassment Policy

| certify that | hay, received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |

Employee Name (Please Print)

Lhvs$ iy Awlwwh

Employee’s Signature:

Unitfio, Precsipars pate: 216177




lalso 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 muyst be signed by the CEQ 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.

h DATE_glé/ /7

EMPLOYEE

NAME___ Chw/ish we
PLEASE PRINT

EMPLOYEE 3

SIGNATURE

ESSG

REPRESENTATIVE




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

1. This handbook is intended &s a guide and not an employment agreement that

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

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

4. |am responsible for the information provided herein and will, upon my Separation,
retumn this handbook o my ESSG Consultant.

Date: B/ l 6/ / 7

24



employer solutions staffing group...

INJURY MANAGEMENT PROGRAM

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

possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum 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 employer 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 to 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 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.

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: M’? 8 A&w
Printed Name: {"Aa ﬁ QQZm éﬂ &QMQFM




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol,

2, I have read the entire contents of this policy and | am aware and fully
understand: (a) the policy and its contents; (b) what condugt the policy prohibits and tr]e

Individual’s Name !

Il (7

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



TR,

Fixed Indemnity Medical Benefits_Plan 2

VSi 219301-ESG-1 OFFICE USE ONLY LOCATION O Rehire Date ____ l___/

ENROLLMENT FORM ESC CU(UNAC-MN) P1 y
lin' USING BLACK or BLUE INK (Must Be Filled owm
N ’ - Social Security # - Home Phone
s T N L W Py
Address Apt. #
1057 cedwn (@i

Ci

'tygy@;c% fState WI Zip HO};—\ !?ate’S;—B’MFQ‘

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEF|TS?

D Yes D No. If Yes, please continue,
Medicare Health Insurance Claim Number (HICN) , Medicare Effective Date

'Name oon;red Person (s):

T e s 1t e 1y e e e -

3.

A 2
PeyrolDeducted weskiy o
You MUST select a coverage leve| before any benefits in Section C, Your coverage level for the all benefits in Section C will |

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by Bt
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SPLECTCOVERAGE LBvEL FUCRNDEMNITY | Al VISION TERMLIFE | SHORTTERN

Employee Only [ ] 52025 {3  g6.97 $242 ‘B s0.0 | saz0 i
Employee +1 [ $41.10 $12.34 $4.92 . $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80

NO to ALL Benefits L¥es CINo | [les [ne | D ¥es CONo | [Tlves [ e 1 Eves [ne

ilable to residents of NH, HI, or I;R. 2-STD is not available to persons who work in.CA. HI, NJ, NY, or RI.

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

'This coverage is not

Name Relationship _
Name | Social Security # Date of Birth | Sex Relationship
Namg et (| MIF] | Dispome o] Domestic Partner
Name ' Social Security # ' Date of Birth | Sex Relationship
N e T | MiE L Spouse (] child[J Domestic Partner
Name f Social Security # Date of Birth } Sex Relationship
emsems ot MIE] 1D Spouse [Jchid [ oomesti Partner
Name | Social Security # Date of Birth I 5 Relationship

T o St | L IMIFE L Spouse []child [] Domestic Partner

i
e st e vt e rrcrrmas vios s onr e B S

359;7!!1{'515;!@?@5@ZﬁEfEZE@F!"!EXQ_l!,.'?ECLfNE COVERAGE ™
I'have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
2 limited time and | understand that making 10 benefitselection is a declination of coverage,

ot DLALAIYE | sanarune (fySli, Pra NN

This is an Essential StaffCARE Enrollment Form.




: : . o, (\ 3
employer s_olutrons staffnpg group, (&) ESN 2 m
Leveraging Recources in g Changing, Marke:

solutions group, emplayer solutions nationwide rop,

Vol manek Y 2 i T Atk O e

Enhanced MEC Plan_Plan 1 e

Benefits Enroliment Form 3 New Emplo [0 Rehire Rehire Date

20 Infonmation

Name (First and j Soclal Security N

Lt ﬁthmm'pm 5933’[9 A ét
(057 tedev oy, fececdd | WT 57651

Male | Marital Status ©F Single | Date of Birth / /; 6 / [9% Date of Hire

O Female | [0 Married [ Divorced

Y -3 Y "~ Nuchith @ S/ o

Please Select Desired Coverage:

:l Employee Only - ,: Employee+Spouse - Employee+Child(ren) - :I Family -
; $24.00/Week $38.00/Week $36.00/Week $63.00/Week

Soclal Security # Birth Date | Sex Relationship
[ male [dspouse [] child
NI, Last Name [ Female O Domestic Partner
Social Security # BirthDate | Sex Relationship
O Mae [1Spouse [ Child
First Name M. Last Nama [J Female [0 Domestic Partner
MT S e T e B S T e T D e BN
Soclal Security # BirthDate | Sex Relationship
0 Male [ Spouse [J Child
| FirstName M1 LastName | 0 Female . [0 Domestic Partner
O O 0 0
NAME OF PERSON COVERED (FIRST, LAST);
EFF. DATE
EFF. DATE
EFF. DATE

Employea Acknawledgemant and Authorization - | herehy apply for the group benefit{s) as Indicated. | acknowledge that all entries are true and complete and that
any misstatements or fallure to report Information may be used as the basis for cancellation of coverage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

—
EMPLOYEES DECLINING | am DECLINING coverage
Tunderstand that | and/or my ndents, 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 ned In the Certificats of Covarage for the company’s medical or denta]

plans. If I decline enroliment for myself or my dependents
(including my Spouse) because of other Coverage, | may, In future be able to enroll myself or my dependehts In this plan, provided | request enroliment within 31

days after the other coverage ends. In addition, if a new dependent relationship forms as a resuit of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroll myseif or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

o (e Atidinrpuads = 5115][7

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-9956
Phone: 952-767-9519 Fax: 862-767-9515
Email; Health@employersoluﬂonsgroup.com




