v ; E-Verify: Print Case Details - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED

Case Varification Number: 20171281 43044TK

Report Prepared: 05/08/2017

com& information

Company ID: 47428 CnmpanyNama:ErerSnmumeﬁimeup

Emy 8 Information

Last Name: Ayala First Name: Angelina

Date of Brth: 07/21/1984 Social Securiy Number: *** 7233

Hire Date: 05/08/2017 cukemhlpsmAhﬂMpennanemraaHem

Dogumant Information

List A Document: Forelgn passport with temporary 1551 stamp or printed notation on 8 MRIV

Allan Number; 084468194

Passpart Number: loa080080704 ] Document Expiration Data;

Case Status Information

Current Case Result: Emplaymsnt Authorized Employar Case ID:

Case Submitied On: 05/08/2017 Case Submitted By: SGLAG832
SENSITIVE BUT UNGLASSIFIED

hﬁps:lle-verifymcis.gwMaHPﬁntCaseDetalls.asMCaseVefNum=2017128143044TK
T ——

n



A PO Box 46270
www.esgstaffingsolutions.com : ,'{ ‘| Minneapolis, MN 55344-9956
_ . ™3 Tel: 952.835.1288
employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name A:% oda_ Em; First Name _&%QM Middle Initial

Street Address Yor 24w AptiSte
City/StateiZip SO (A Y g;m]ﬂl: Eg(zl M 85015 Social Security Last Four XXxx. 32 23
Phone Number (5] -AF) ~A54 Email Address @

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfacto roof of ide| and legal abllity to work In the U.S.A.
Are you legally authorized to work in the United States of America? ﬁ YES []JNO

_ 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, performancs, compensation and eligibility for rehire,
1 understand that a comprehensive background check may be conducted to determine my eligibllity for hire by certain clients of ESSG.
This may inciude but Is not limited to, Investigations of criminai and/or conviction records, driving records and/or a drug screen test as
required by cllents, government 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 appiication are true and accurate and that | have not omitted any material information or provided
faise or misleading information. | understand that any material omission or misrepresentation will resuit in my disqualification from
consideration for em pioyment or, if discovered after | begin employment, will result in my termination.

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

% /a Ba>cey $-O08./%
/\ﬂpli%ﬁs Signature £Yala = f'lfte

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

For ESSG Office Use Only

DOH NHW 19 8850 wa

Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)

For ESSG Client Use

DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev. 04/2017




4 The exceptions don't apply to supplemental es Nonwags income. If you have a large amount of
F OI' m W (2017) greater m'?ﬁ $1 .ooo.ooo.p d i = nonwagge Income, such as lntarastaor';- dividen
e Parra Alowagis et conplte  SO18He marg et e o
Purpose. Complate Form W-4 so that your the Personal Allowangces Worksheet below. The U tay owe addlﬂonglxtax. if you have ension oy
employer oan withhold the correct federal Income Worishests on page 2 further adjust your gnnuﬂy’fncoma. see Pub. 808 f?ﬂncl out  you sheuld
tax from your pay. Conslder complsting a new Form withholding allowances based on ftemized st your withholding on Form W 4 or W-&P
W-4 eac year and when your personal or financlal deductions, cartain credits, ﬂ&ugnanta 1o Income, adjust your olcing on Form g
situation changes, or two-eamers/multiple jobs ons. mr?dn 8arnars or multiple jobs, Ifajrog I}Igva a'th
Exemption from withhoiding. if you are exem Complets all workehests that apply. However, you total P oe OF Mars then ane jab, figure the
gomplate only lines 1, 2, 9, 4, &nd 7 and Sne o may Ciaim fewer (or stre allowanose, For regai” mﬁg’g‘s ) ”’“wﬂ:"h&yg‘; “’3:,""5?:? ot
form to validats i, Yolrr exemption for 2017 expires Wages, withholding must be based on allowances W4, Your withholdine re Wil ba e S
Febrg:? 15, 2018, Ses Pub. 605, Tax Withholding you clalmed and may not be a fiat amount or when all allowances aie ooy iy onthe Form W g
and Estimated Tax. percentage of wages. for the highest gﬁ\ylng Job and zero allowances are
Note: f another person can clalm you as a dependent Head of household. Generally, you can claim head claimed on the others, See Pub, 605 for detsilg,
on his or her tax retum, you can't olaim exemption of household mlng status on your tax retum only if Nonresident afien, If onresident al
from withhoiding if your total Income excasde, $1,050 you are unmaried and pay more than 6096 of the Notiee 1382, Supm; )gma n Wé lnstrucﬂg?fssfg?
&nd includes mors than $350 of uneamed Incame {for costs of ng up a home for yourself and your Ne rasldsnt'Alle’rJng ei':nefore "“,eﬁ this 1o
example, Interest and dividends), degendan%a‘a::- ar qualifylng individuals, See i g completing ik
ns. An employee may be able to clalm Pub. 501, pitions, Standerd Deduction, and Check your withholding, After your Form W-4 takes
aﬁ"ﬂ" Y gfee Filling Information, for Information, effect, use Pub, 505 1o ses how the amount you are
Sxemption from withholding even if the employee is having withheld com 10 your projected total tax
a dspendent, if the empl : Tax unt | mu 2 talg pﬂm tag of i forzrl'ﬂl See Pub, 505, aspscyloal our earnings
clsageSSoroider, || WO SlonAoes, S ooy SLZOIT Sea P {Single or $180/00) aemiry
» s blind, or care expenses and the child tax credit may be clalmed Future developments, Information about any future
» Wil claiim acj ents to Income; tax & ~ gsln%ﬂll,s gg?fgnla‘\_lﬁsllnwanm Work;lileat below. 'devlasllo ments affecting Form }N—4 (suc‘zlrv\" ?18;
ustm 'ad“a: X rmati on enacted after @ release osted
Rtemized deductions, on his or her tax retum, m:em: Into withlioldl ,,.33,2,’,‘,,‘?.‘;""‘ Al 39 www.flr'.::.gav/m. jiniy y 5 K
Personal Allowances Worksheet (Keep for your records.)
A Enter *1” for yourself if no one else can claim youasadependent. , ., , . © o o o o o A
» You're single and have only one job; or
B Enter*1” i * You're married, have only one job, and your spouse doesn’t work; or o o o [
y ® Your wages from a sscond Job or your spouse’s wages (or the tota] of both) are $1,500 or less,
C  Enter *1” for your Spouse. But, you may choose to enter "-0-" if you ars married and have ejther a working spouse or more
than one job. (Entering #-0-* may help you avoid having too little tax withheid) . . , ., . . 0 0 % o g c
D Enter number of dependents (other than your spouse or yourself) you will ciaim on your tax retum , o o & & D
E  Enter *1” if you will file as head of household on your tax retum (see conditions under Head of housshold above) E
F  Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F

for detalls.)
rmation,

® If your total income will be less than $70,000 ($100,000 i marnied), enter “2” for each eligible child; then less *{* if you
have two to four eligible chiidren or less “2~ If you have five or more eligible chiidren.

® If your fotal income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each eligible chid. &

H  Addlines A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum.) > H
. lLyou plan to lter‘rrlllza ﬂgl;' clalm ad]usttznems to Income and want to reduce your withholding, see the Deductions

For accuracy, an

complete all * If you are single and have more than one Job or are married and
worksheets t?o:arnln?s from all jobs exceeen?hsr?él%l) ($20,000 if married), see the
avo

that apply. d having too little tax

|

you and your spouse both work and the combined

Two-Eamers/Multiple Jobs Woricsheet on page 2
* If neither of the above situations applies, stop here and enter the humber from line H on line 5 of Form W-4 below.

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

4 w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
Department of the Treasury » Whether you are entitled to claim a certaln number of allowances or exsmption from withholding is 2 @ 1 7
Intemnal Revenus Servica Subject to review by the IRS, Your employer may be required to send a copy of this form to the IRS,

1 Your first name and middie inftial Last name 2 Your soclal security number

A3e/=-2] FP 22

}?gzﬁg lg fevo/a Barcengs as
% H%HIE address (number and strest or rural routs) 3 D Single

B Married [T Merrieq, but withoid o higher Single rate,

Y.'E,V}Jf 'Q Note: If manied, but legally separated, Orspouse is a nonresident allen, check the “Single” box,

City or town, state, and 7 code

4 If your Iast name ditfers from that shown on your soclal security card,
-772-1213 for a replacement card. P 0

Total numbek gf allowances you ars claiming (from iine H above or from the applicable worksheet

Additional amount, if any, you want withheld from each paycheck

\'Y\\} {)(- %\l\oq m AA §§0 r) LD check here. You must call 1-80p.
5
6
7

I claim exemption from withholding for 2017, and | certify that | meet both of the followin

® Last year| had a right to a refund of all federal Income tax withheld because | had no tax liabllity,

If you meet both conditions, write “Exempt” here, . . .

on page 2) E §
R C1E

and
® This year | expect a refund of all federal Income tax withheld because | expect to have no tax flability.

. P

[7]

Under penalties of perjury, | declare that [ have examined this certificate and, to the best of my knowledge an

d belief, it is trus, correct, and compiete,

Dater oS- BR />

Employee’s signature
(This form Is not valid uniess you sign t) >[5 Yaa vela Ba rCeno
8 Employer’s name and address (Employer; Complets lines 8 and 10 only if sending to the IRS.)

8 Office code {optional)

10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2017)



Employment Eligibility Verification = . = . USCIS

Department of Homelsnd Secrity c mﬂl:’;:nI;GIJ 7
U.S. Citizenship and Iminigtation Services e 6:1315'0“; B

»START HERE: Read instructions carefully before completing this form. The Instruetions must he avallable, either in paper.or eiamnleally,
during complstion of this form. Employers are llabie for errors In the complstion of thisform. _ _ o
ANTI-DISCRIMINATION NOTICE: It Is Nlegal to discriminate against work-authorized Individuals. Employers CANNOT specify which
* document(s) an employee may present to establish employment authorization and Identity, The refusal to hire or continue to employ
an lnd_lvi_d_ual becquse the documentation presented has a future expi_raﬁon d_ate may alsa ¢onstitute illegal dlscrlminatlon.

repon % Himpleysb Tnfarmietian and Kiestalloh [Enaleyass i piste an sign Seoton 1 of P -4 a Tgror |
thant the first day af employment, buﬁmtqmawaﬁb ) e G m e
Last Name. (Family Name) First Name (Given Name)

Middie initisl | Other Last Names Used (famy)
la '

A a¢elina
Address (Street Number and Nams) Apt. Number

City or Town State  |ZIP Code
| 127 Moavcoy Yioe stw et A 2aia) Bol
Date of Birth (mm/ddfyyyy) U.S. Social Security Number Employee's E-mall Address

Employee's Telephone Number
Loz /a1/ey “leld] -[Aef3ld

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

1 attest, under penalty of perjury, that 1 am (check one of the following boxes):

[ 1. Acitzen cfthe unied states ~ NJ /A

[] 2. A nancltizen national of the United States (Sse instructions) \Vis :
B 3. Alawiul permanent resident  (Alien Reglstration Number/USCIS Number): ocHH 6 B194

]:] 4. An allen authorized to work  until (expiration date, if applicable, mm/ddiyyyy): E ; ! /A
Some allens may write "N/A” In the expiration date field. (See instructions)

Allens authorized to work must provide only one of the fallowing document numbers fo complste Form 1-9: . m;m"ggm
An Alien Reglstration Number/USCIS Number OR Form 184 Admission Number OR Foreign Passport Number. - -

1. Alien Registration Number/USCIS Number;
OR
2. Form |-84 Admission Number:
‘ OR
3. Foreign Passport Number:

Country of issuance:

Signature of Employee

Today's Date (mm/iddlyyyy)
M&m@_@%__aw -OF ./ ,

“" A w s e 2 ar!q:: i r‘-"':wrui '-"" Wiy Ry -v*u,: rrr :‘- T : r' 2 -‘ i et a2 v Ll R i——
1 r ) WA e sy iy e

| d 4 v ._':;.:.'5;'.:_ [+ aw?”a .-_p_-" _. (ﬁ Y 5 b ; 1, " . . :

| attest, under penalty of perjury, form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Today's Date (mmAldfyyyy)

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

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

D impiger complets Ny poge @

FormI-9 11/14/2016 N




Employment Eligibility Verification

USCIs
Department of Homeland Security Form ¥-9
U.S, Citizenship and Immigration Services OMB No. 1615-0047

- Expires 08/31/2019

' mwmmcﬁWowm%u

Employee Info from Section 1 L&N*:mﬂo‘ Nama) ' 'p:lg‘m{ ' Nama)&_ M. Cﬁwwmsm
.\ N o
TR N g

Identity and Employment Authorization Identity
Title 5‘_ ‘| Document Title Document Title

lssulngAum:ﬁg o I = A | 1ssuing Authority Issuing Authority

wat&ber é‘ a L,' , - Document Number Document Number

Expiration Date {lfanjo(mn'l/dd/yyyy) Expiration Date {il’any){mm/dd/yym Expiration Date {irany)(man/yym
U—-0< -2017

Document Title

Employment Authorization

Issulng Authority | {Additional Information . Dod Not Wit i T e

Document Number

Expiration Date (7 any){mm/ddjyyyy)

Document Title

Issuing Authority

Document Number

Expliration Date (if any){mm/ddivyyy)

Cortification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named empioyee,
{2) the above-listed document(s) appear to he genulne 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. '

(\he employee's firat day of employment (mnvdd/yyyy): CE_-_O&:_E_Q_[}“ Instructions for exemptions)
Sinature pjayer opsiift oﬂthep Today's Date{mmnidyyyy) | Title EﬂlployarorAumarized Representative
URW OS ~0O2-20\7) £

ihctieed Representative ) of Employer or Authorized Representative | Employer's Business or Org on Name
5;3 EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or Olganization Address (Street Number and Name) | Citylor Town State  |zIP Code
7480 FLYING CLOUD DRIVE  SUITE 200 MN

MINNEAPOLIS 35344
Iction 3. Reverification inmll‘dt;ﬁb'ﬁe'cotnpleted and signed by employer or authonzed reprosentative) P
A, New Name (if :

B. Defe of Rehire (f appilable)
Last Name (Family Name) First Name (Given Nams) Middie Infttal | Date {mm/dd/yyyy)

[G.TTThe employee's previbus grant of emplayment authorizaflon has explred, providle the Informalion Tor The doournent or recelpl That eslabliches ]
continuing employment autho

tion in the space provided beiow.
Document Title

Document Number Expiration Date (if any) (mmtidiyyyy)

1 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 Today's Date {mm/ddAryyy) Name of Employer or Authorized Representative

FormI-9 11/14/2016 N
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EMERGENCY CONTACT INFORMATION

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

Employee Name: A%Mm %ﬂ% ;%g/(‘w

Address:

Home Phone; ‘Qﬁ, *Z;ESS? 'R‘Sai/

Relationship;

' o . EMBRGENGY Cdtie’i’ACTS e
Plepse Jist two people (fn priority order) who éould be aontaatad Iri onse of ah emargency
Contact #1 Home Phone:
Name: %m Cell Phone: U5’ = 4254‘ 600
Relationship: ,ﬁ -UV@ Work Phone:
Contact #2 Home Phone:
Name: 60.‘ \[&&r Cell Phone: Lfo’ ] -8‘5,’/\- 8:}-54/

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.




employer solutions staffing group..

Wage Payment Method Authorization (Minnesota)

(Please complete Sections 3 and 5 below) NatszaaDepnsﬂacwthsmaymkaupaﬂda)smbeawvamd

Card (Please completeSecﬁons4and5beIoW) || Paper Check (Plsase complete Section 5 below)
DIREER DEROSEE

Tunderstand and acknowiedge that if I do not Pprovide a

voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs

incurred if the acconnt number that I provide is incorrect,

you

Except for the routing and account mumber, 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 ail of the terms and conditions. You will
then sign acknowledging that

ﬁ)ﬂowinginfmmaﬁnnthatwﬂlenabletheﬁnmnialﬁmﬁhnionmidanﬁ&yomlf

you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroli Debit

Cardtupayyourwages.Foryonrpmlncﬁon,ﬁeﬁnnncialinsﬁtnﬁonmayaskyoutopmvidethmnaddiﬁona]idenﬁ.ﬁcaﬁoninformaﬁonsotheycan
iR identity, ;

received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive

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

; ?i?fhm
Street

MI. Ni Date of Birth
2% Fj [0 Bayenas ’
f-\ddreasa:omxnormamx) A .

Social Security#

City

State Zip Cell Phone (mobile)

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

mads in error to my account(s).

*E-mail:

Payroll Debit Card Routing # Payroll Debit Card Account # = - &

_ 073972181 @(A& %3
lhavamcaivedmyPaymllDehn Card, weloumehmchnra,pmgrmnﬁes,pmglmtenns, canditions, and disclosures, By activating my Payroll Dehit Card,
I am agreeing to the program terms, conditions, and dmclosmesﬂmtareincludedormadeavailahletomeﬁomﬁmetoﬁmeﬁumthsﬁnancialinsﬁtutinn. I
autharize the financial Institution to debit my Payml]DebxtCardacconntﬁ)rtheﬁes described in the fee schedule thatispartofﬂlepmgramtenns,
conditions, and disclosures

1 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 entrieg

* E-mail is required for pay stub information.

@

Employee's Signature:

this information will only be nsed to send your paystubs electronically

Date;




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information ahout you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; {c)

and/or Orange Tree Employment Screening may Investigate your education, work history, professional
licenses and credentials, references, addreés history, sotlal security number validity, right to work, crimi-
nal record, lawsuits, 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 Yorik’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: ﬁ:«:? eina _ycla Basrcosra s
Fi Middle (3 Last
none)
Other names used:
Current county of residence:
Current and former addresses:

9/206 current 21 Mavcovthoyr § X E7 Ghed My
from Mo/Yr to Mo/Yr City, State & Zip
Zl2117ey  q/90]¢ le Mool 0 25T .
from Mo/Yr to Mo/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. ‘

_Z212) 1w YRY 6/ 7L 22
Date qf birth Social security number
N /A AL f4
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: 0.

gngfb'na BYala Larcerrpse 05 0% /X
Signature Date




)

\ o

employer solutions staffing £roup..

STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 201_, 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 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.

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.

,&Eafiéha_&fglgmm
Employee Signature

fnge fino mvala Beyveenas
Employer Solutions Staffing Group LLC, Representative




L

employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), 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 wiil 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 g police report before we can re-
issue the check. Once you have done so, Yyou 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, efc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Sise puede verificar que el cheque no ha sido cobrado,
ESSG se detendrs 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 Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): 4,4 el a Byvalg ﬁﬂy; cexnas

Signature/Fima: g1,z /00 4 2 vala Beoy cpae




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:

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

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.

Notify your employer immediately of any new injuries or conditions that impact
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.

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

SiQHEd:)&—Eﬂ;gﬁ.MZQ_/Q_M

Printed Name: Bnge e BVolg Bosernos
- SO AT




rom SOD0) Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
.?1‘;",‘.’,'5“ m&%mw P Information about Form 8850 and its separate instructions is at WWww.irs.gov/form88s0,

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

Your name _Eggﬁl;&a_m_gg”e 90 8 Soclal security number 5 22/~ 6/ - Z222
Street address where you live 1232 M@\: g& L\Q![ %’I"U

City or town, state, and ZIP code ijuf\'h &A-\ﬂx’ P@Q‘_ }/i l\! A0 ?5
County Telephone number I = ,_%0”

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

1 [ Check hers 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 family that has received assistance from Temporary Assistance for Needy Familles (TANF) for any 9
months during the past 18 months.

* Iam a veteran and a member of a famlly 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 rehabiiitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

® | 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. Recsived SNAP benefits {food stamps) for at least 3 of the past § months, but is no longer eliglble to receive them,

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

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

* |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 totaling at ieast 6 months during the past
year,

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

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

6 [ Checkhereifyouarea member of a famlly 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 earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

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

7 [ 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 recelved 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 knowledgs, true,
correct, and complete,

Job applicant’s signature b = 92 / —HQ g vo /Q Bﬂa YCEMo o Date 05-aR /¥
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company;
Location: Position:
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
122 Y P &wthg:a_ftl_ﬁim Hcts
Date of Birth: Age: Have you worked for | If yes, location:
this company before?
L Yes D No D
Please complete all questions, and sign and date the form, Yes No
1. Have yon or has anyone living with youn received Temporary Assistance to Needy Families (TANF) O [l
at any time since Angust 5, 19972 (If yes, please provide information below.)
Nams of'the person receiving benefits; Relationship to you:
City: County: _____ State:
2. Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? | ||
(If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State:
3. Have yon received Supplemental Security Income (SSD) at any time within the past 3 months? O ]
Please note, this i the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,

*If you checked yes Pplease provide q capy of your SSI documentation,

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

Name of Agency: Phone #:
City: B
*If you checked yes piease provide a copy of your active Individual Work Plan and Ticket 1o Work documentation,

S. Areyou a Veteran of the U.S. Military? *J1: yes, please provide a copy of: Your DD-214 and letter of separation,
(If yes, please provide information below. If no, please continus 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 nnemployed 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, in which state did Yyou receive unemployment compensation? ___

O O oo
O O go

7. Have yon been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date; Release Date:

Was thisa [] Federal or [] State conviction? If State - County: State:

—_—

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

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above to be true and accurate (o the best of my lmowledge, and 1 hereby authorize any agency, organization, or
indviduals to supply such verification or information that may be needed 10 determine 1ax credis eligibility to my employer, employer representative {Associated
Consultants, Inc. dba Retrotax), or the Department of Labor,

New Employee Signature: ﬁaﬁ@lz&q&a&__@‘mﬁﬂ a Date: ©0S5. O _ /z




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

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

knowledge.

New Hire’s Signature: fuge Lina Avala Bavcenas Date (5 5% -47
New Hire Name: feuge a0 1o Raycenas

Social Security Number:

Employer Name:

Please check the statements below if they apply to you.

| | declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period I received unemployment
compensation.

O | declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Code of 1988, Section 51, as amended and its enacting legislation, P.L. 104-188, specify that the State Workforce Agencies are the
"designated" agencies responsible for administering the WOTC cerfification procedures of this program. The information You have provided complefing this
form will be disclosed by your employer to the State Woridorce Agency. Provislon of this Information is voluntary; however the Information s required to
determine your employer's ellgibility for the federal tax credit,

@Ot e ¢ 0 ¢ b o—

Persons are not required to respond to this callection of Information unless it displays a currently valid OM B control number. Respondents' obligafion to
complete this form is required to obtain or retsin benefits (P.L. 111-5). Public reporting burden Is estimated to average 10 minutes per response, inciuding the
fime for reviewing instrucions, searching exisfing data sources, gathering and maintaning the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden esfimate to the U.S, Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C, 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms fo this address,
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employer solutions staffing group..

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional Suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952,277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

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)

_Eﬂf_g,@n_a_g_\ga/a Beycengs OS- 0% /7
Employee Signature: Date:

Employee (please print your name here)

CMG_SM - Rev. 09.2013



Acknowledgement of Receipt Anﬂhamesment Policy

| certify that | have recejveg a copy of Employer Solutions Staffing Group’s Antiharassn"nent Poalicy, |
understand that it is my responsibility to read this policy and agk My Supervisor, g member of
management or to telephone Employer Solutions Group (ESSG) at 952.ﬂ35.1288/1.866.496.7573 with
‘any questions I'may have about thig Policy. T agreg to comply with ESSGT% policy on Anﬁheré's"s'ment
and understang failure to comply is grounds for disclplinary action, up to ang including termination,

s
type of harassment including sexual harassment, I will lmmediately contact my Supervisor, Manager,
director or ESSG's Human Resource Department at 952.835.1288/1.868.496.7573 in order to obtain

ce | atters,

Employee Name (Please Print)

—&ﬂﬁ%mmr =R e

Employee’s Signature:

I / —Date: 08 45_,5




If | have Questions regarding the content or interpretation of this Handbook, 1 will bring them to the
attention of ESSG,

DATE + OF_

EMPLOYEE

NAME_ Engeling gy, /Lgalcenos
PLEASE PRINT

EMPLOYEE

SiI GNATURE%». ZYala B, Ceuas By

ESSG
REPRESENTATIVE_

23
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1. This handbook is.__int.ended__as_.a guide and not an employment agreement that
reates a co i i

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

4. lam responsible for the information provided herein ang will, upon my separation,
retumn this handbook o my ESSG Consultant.

Date: OS5 - Ox. (2

Associate's Signature; Enselnog p2yal, Basrcewas

Associate's Printed Name; W

Orientation provided by:

24




DRUG AND ALCOHOL
TESTING CONSENT FORM

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

2, | have read the entire contents of this policy and | am aware and fuily
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct: (c) my rights under the policy and the consequences If |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personne) action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

Eaﬁig("n alzy g/g Qg YCeros
Individual's Name

0509 /7

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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employer solutions staffing grc;upkc

ESSG WORKPLACE SAFETY POLI CY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSG’s duty to:

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.,

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(3) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

(6) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

° Responsihility to work in compliance with OSHA laws and regulations
* Responsibility to use personal protective equipment and clothing as directed
by the host employer

* Responsibility to report workplace hazards and dangers
* Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

* Right to refuse unsafe work

° Right to know or be informed about actual and potential dangers in the
workplace

° Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.
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employer solutions staffing group..

\

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I 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 I may have about this policy. I agree to comply with ESSGQ’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination,

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)
_&ng_&l,’nn Rvola B, >Ccenas

Employee’s Signature:

_&m.g_g_,l&zl/l Yaln Bavecenas Date:_0.F _ 059 -/%




- employer solutions staffing group. wL s ES N G 50
7 Leveging Resources in 2 Changing Marke~ employer sobtons g R Rl

Enhanced MEC Plan_Plan 1 Penet Fan Mt aor

Benefits Enroliment Form 1 New Emplovee [ Rehire Rehire Date

Employec information

Name (First and Last)

Soclal Security Number

: ela Pa yeeyo < —£f-FPS>
d City - 2ip Codo
427 Morarkhe, sly, | M esoms
Gender Male | Marital Status [ Single | Date of Birth Date of Hire
O Female | I Mamied 5 piypreeq
Phons Number: Emall Address:
el 260 2|
Please Select Desired Coverage:
D Employee Only - D Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Social Security # BinDats |Sex Relationship
£ Male OISpouse [J Child
my Last Nams O Female O Domestic Partner
Socia Security # Birth Date s . Relationsl.ﬁp.
Mal [dSpouse [ Child
WL Last Name g Femaale O Domestic Partner
Bm.'alse;‘";ty.#. - . Bn'ml.Dah.a se.x . " 2 aad L leaﬁ.o i e
First Nama M. LastName E l!ﬂ:r:yeale | Spol:ulse o O chid
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employae Acknowledgement and Authorization - | herehy apply for the group benefit{s) as indicated. | acknowledge that all entries are true and complete and that
any misstatements or faflure to report Information may he used as the basis for cancallation of coverage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employar to make the necessary payroll deduction of premiums for coverages | have elected,

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

EweLovEesbecLvne TN\ | am DECLINING coverage

1 undarstand that | and/or my dependents, -ary, walve any coverage and desire to participate In the plan at a later date, liwe may he consldered a late enrollee and
must meet the requirements defined In the Certificate of Coverage for the company’s medieal or dental .:tts

ns. If | decline enroliment for myself or my dependents
(Including my Spouse) because of other coverage, I may, in future be able to enroll myself or my depend In this plan, provided | request enroliment within 31
days after the other eoverage ends. In addition, if a new dependent relationship forms as a resuit of marriage, hirth, adoption, placement for adoption of parting suit

of adaption, I may be ahle to enroll myself or my depandent, provided | request enrollment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature

PNGe e, Frola Raycenas b _o0S-08-)z

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-0956
Phone: 852-767-8519 Fax: 862-767-9515
Email; Health@empluyersoluﬁonsgroup.com




rocyu nuemnity Medical Benefits_Plan 2

r——— —— s PUSRRR—

T e e e 0 vt 44 s e, e oner e e e e e e

© VS| 219301-ESG1  ormceuse ONY — LOCATION .. RehireDate__,

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.;

e TSI i sinc BiAcK or L INK (Must Be Filled owt)
Name ' Sodial Security # H

1 Home Phone o
———Geline fyala Baycenas o FE2Y~b[-T22S | o ,E

123 Mocadbper Sy BT
Ci State 1 Zi ate of Birth
__fifm;&h_ﬁqukw_.___-_,__m e M ié’m% In____

ookt e finisaaln L =

DYPE_D.'}'P; If Yes, please continue.

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE. BENEFITS?,

Medicare Health lnsurnce Claim Number (HICN) I Medicare Effective Date
—N;rr;;:fCo\;e;ed '};ersor-nh(s)— e B e s e ] S |

1

. 3 N 3
o S m—
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 FDCRNPEMNITY |\ \ry VISION TERMUFE | SHORETERW
Employee Only [ ] s2025 [f $6.17 ] s242 (@) s0.40 o sez0 @&
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80
_.._NOtoAL Benefts Y, [Tves [Ino | L ves [INo | [es [ 1 Eves CNo | Clves Clno

This coverage is not available to resic.ié;l-ts_-c;f NH, HI, or PR.25TD js nof 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,

Name Relationship

D. REQUIRED DEPENDENT INFORMATION _
Name  Social Security # ' Date of Birth | Sex § Relationship

/7 i @ (] Spouse D Child D qu’_\_ggytjg Partner

e e T S e R ] S et
Name Social Security # | Date of Birth E Sex ' Relationship
ame =L/ |[WIF) |[Jspesse[Jchmal] Domestic Partner
Name ' Social Security #  Date of Birth . Sex i Relationship

Name T ey L LY IMIE] | Dlspouse Dl chid[oemaste Parier
Name ' Social Security # Date of Birth [ Sex | Relationship
e b ] 27 I | Seouse i Dot Partner

N ¥ 57 1N ANS 54, V4 Yo DRl Covaace- S
I' have read the benefit packet and understan

d its limitations. | understand that open enrollment is only available for
a li_mited time_and | undgrstapd__that rpaking no beneﬁt__selec_tion_is__a declin_gyio__n of coverage.

DATE aglaglzarz .1 P> SIGNATURE iz, elina tyela Barcenms

This is an Essential StaffCARE Enrollment Form,




