E-Verify: Print Case Detxils - Praview

E-Verify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 201 7138144154ND
Report Prapared: 05/18/2017
Comgm Information
Company |D: 47429 Company Name; Empioyer Solutions Staffing Group
Ele_uxu Information
Last Name: Ayala First Nama; Karime
Date of Birth; 01/26/1996 SoohlsmuyNumbar: e 9730
Hire Date: 05/18/2017 Citizenship Status: A lawfu] Ppermanent residant
Document information
M‘
List A Dooument: Parmanent Resident Card or Allen Registration Regeipt Card (Form 1-551)
Alisn Number; 204789885
Card Number: MSC1380892878 Dosument Expiration Date;
Casea Status information
w
Current Cass Result: Employment Authortzed Employer Case ID:
Case Submitted On; 05/18/2017 Case Submitted By: 8GLAS832
SENSITIVE BUT UNCLASSIFIED

hﬂps:Ila-verify.uscis.govMebIPrmCaseDehils.aspt?CmVeern=20‘l7138144154ND
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employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name MJ Cq e

Street Address 3) 0/ | {74 fe S-
/)

City/State/zIp

First Name ,Z;ﬂ_n}n»c

VY

774

S5 .

Phone Number /.3~ 573 (23 JY

Email Address

Staffing Agency/Recruitment Partner

PO Box 46270

Minneapolis, MN 55344-995¢
Tel: 952,835.1288

Middie Initial

Apt/Ste 2
. Social Security Last Four XXX-XX- q?&?

@

All offers of employment are conditional upon satisfactory proof of Identity and legal ability to work in the U.S.A.

Are you legally authorized to work in the United States of America? [JYES [No
Applicant Certification and Authorization

I certify that all statements made in my application are true and accurate and that | have not
ng information. | understand thata
consideration for employment or, if discovered afte

omitted any materiaj information or provided

ny material omission or misrepresentation will result in my disquaiification from

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

rim,
Name (Print or e)

o1ty ho

r I begin employment, will result in my termination.

Ay pme Y 4t Bagho g_// c?//} :
Appilcant's Signatdre Date

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

For ESSG Office Use Only
DOH NHwW -9 8850 W4
Emergency Contact Info Background Release Form Background Resuits Unemployment Letter ESC Application
(if appilcable)
For ESSG Client Use
DOH ROP Work Site Lac. WC Code
ESSG - CMG

Rev. 04/2017




Form W4 (2017)

Purpose. Complete Form W-4 50 that your
employer can withhald the correct faderal Income

from your pay. Consider completing a new Form
W-4 each cglaar and when your personal or finanalal
situation changes,

Exemption from withholding. If you are exempt,
form to Valieta 1. Yo ot o1 for S0 e

m our exemption for res
Fabrg;y 15, 2018, See Pub, gg&, Tax Wltl'ahgﬁng
and Estimated Tax,

Note: If another Person can olaim youas a dependent
on his or her tax retum, you can't claim exemption
from withholding i m olal income exceads $1,050
and includes more $350 of uneamed income (for
exempls, Interest and dividendsy,

ns. An empli be able to dlaim
on from wlthhgl ng emvgg if the employes Is
8 dependent, If the employes:

© Is age 65 or oider,
® Is blind, or

The exce ons don't apply to sy emental wages
greater thg-tr'n $1.ooo,oog.py e .

Basio Instruotions, If You aren’t exsmpt, com%l_lsta
the "l:;:ggmml Allowagtfzus:h Woaﬂ;uhsget below. The
wo)| on page Br your
withholding allowances based on itemized
deductions, cartain credits, ag]':mentsto Income,
or two-aamera/mumplejobs ations.

Complete all workshests that apply. However, you
may olaim fewer (or zerg allowances. For regular
Wwages, withholding must be hased on allowances
you claimed and may not be a fiat amount or
percentage of wages,

Head of ha'gsehnld. Generally, you can claim head
[o]

of flling status on your tax return aniy i
Yyou are unmarried and mora than §09% of thg
Gusts of ing up a home for Yyourself an

d your

dependent(s) or other ualifyl lndivlduals.&e

g. Sommpﬂo qStandanngeductlon, and
Filing Information, for rmation.

Tax oredits. You can take Projeoted tax credits Into
account In figuring your allowable number of
withhalding allowarnces, Credits for hild or dependent
oare expensas and the child tax credit may be claimed
using the Personal Allowances Worksheet below,

Allowances Worksheet

Nonwage income, lfcnou have a large amount of
nonv:gge mac'gme, 8u ata:':‘lr{.gu;‘raat or dnltvs!dm}ds.Fo
conslder m; estim ents using Form
1040-ES, Esﬂn'}gtsd Tax for lndﬁﬂms. Omerv?rlae.
you owe additional tax, If f\gau have pension or
annuity Income, see Pub, 505 find out if you shoulg
adjust your withholding on Form W-4 or WP,

Two earners or muitipie jobs, If you have a
working spouss or mora one job, figura the
total number of allowances yo
on all jobs ualnﬁ worishests from only one Form
W-4. Your with olding usually will b
f\f;h%l'l a|l1] 'Sil.‘owanosa arja glalged on atlhe Form W-4
rthe est paying job and zerp lowancas are
¢laimed on the others, See Pub. 6§06 for detalls,

Nonresident aflen. If you re & nonresident aflen, sge
Notice 1383, Supplem!&tal Form W-4 Instructions for
Nonresident All , before completing this form,

Chesk your withholding, ARer your Form w-4 takes

having Withhei o ”ggm‘”t';““ u propect e
com Ur proje

for 20%7. Sse Pub, 505, aspeclalyo lyg suur eamings

exceed $130,000 (Single) or $180,00 (Married),

Future devalopments, Information about any future
as

develoj (¢

* Will claim adjustments to Income; tax credits; or

ftemizad o edgl Ctions, on his or ey fes Tt g:e drl:anlﬁtgos furér'lfomn:'t'lnn on cgg.nwrung your other l:tglalaggg z%%g after we release it) will be posted
Personal (Keep for your records.)

A Enter "1 for yourself if no one else can

claimyouasa dependent .

® 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

* Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or legs, }
C  Enter “1” for your Spouse. But, you may choose to enter “-0-" if you are married and have

than one job. (Entering “-0-» may help you avoid having too little tax withheid) .

mTmy

Enter number of dependents (cther than your spouse or yours
Enter “1” if you will file as head of household on your tax retu
Enter “1” if you have at jeast $2,000 of ohild or dependent
(Note: Do not Include child Support payments. See Pub, 50

m (see conditions under Head of household above)
care expenses for which You plan to claim a credit
3, Child and Dependent Carg Expenses, for detalls,)

y o s - . .

elf) you will claim on yourtax retum. , , | . . D
E

F

either a working Spouse or more

G Child Tax Credit (including-additional chiid tax credif). Ses Pub, 972, Child Tax Credit, for more Information.

* If your total Income will be less than

have two to four eligible chlldren or less 2" if you have five or more eligible chlidren,
* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter “1” for each eligblechild. @

H  AddlinesA through G and enter totaj here, (Note: This may be different from the number of exemptions Yyou claim on your tax retum) > H

For accuracy, and A
complete all
worksheets
that apply.

$70,000 ($100,000 if married), enter “2” for each eligible chlid; then less #1* ifyou

* If you are single and have more than one Job or are married and you and your spouse hoth work and the combined
earnlnFs from all jobs exceed $50,000 ($20,000 if married), see the Two-Eam

1o avoid having too ittle tax withheid,

@ If neither of the above Situations appiles,

ers/Multiple Jobs Worksheet on page 2
Stop here and enter the number from line H on jine 5 of Form W-4 bejow,

Form W'4

Separate here and give Form W-4 1o

Employee’s Withh

your employer. Keep the top part for your records.

olding Allowance Certificate

OMB No. 1545-0074

Department of the Treasury P Whether you are entitied to claim a certain number of allowances ar exemption from withholding s 2 @ 1 7
Intemal Revenue Sarvics 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 Initial Last name 2 Your social security number
asrfme. Polq Castro
4

Home addrass (number and street or rurg) raute)
OIS Ave 1
City or town, state, and 2P code

M

\ T8

3 Msingle [ Marieq [ Maried, but withhoid a2 higher Singe rate,
Note: if marled, but legally separated, or 8pousa is a nonresident alien, chack the “Single® box,

4 Hyourlast name differs from that shown on your socia] security card,
chack here. You must call 1-800-772-1213 for a replacement card, P[]

5  Total numbe¥ of allowances you ars claiming (from line H above or
6  Additional amount, if any, you want withheld from each paycheck
7 lclaim exesmption from withholding for 201 7,and | certify

» This year | expect a refund of all federa) Income tax
If you meet both conditions, write "Exempt” here. |

from the applicable worksheet on page 2) 5 5

. 16]|8$

T X—w.w;?

Under penalties of perjury, | declare that I have examined this certificate and, to the best

Employee’s signature

{This form Is not valid uniess you sign it) » %‘J’—- | e A4{')/{ﬁ C/ﬂLS’h’D

of my knowledge and bellef, it Is true, correct, and compiete,

paer <7 i9 /17

8  Employer's name and address (Employer: Com

plete fines 8 and 10 only if g¥nding to the IRS.)

9 Office code {optional} | 10 Empioyer identification number (EIN)

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

Cat. No. 10220Q

Farm W-4 (2017)



R Employment Eligibility Verification USCIS
g e ! Department of Homeland Security owf ;:"11611;3047
& U.S. Citizenship and Immigration Services Rxpires 08/31/2019
5 carefully hefore completing this form. The Instructions must be available, either in paper or electronicaly,
- Employers are liable for errors in the completion of this form,

Sechion 1. Employee Infarmation and ARteatatlon Empioyees must Mplatq orid sign Sealion 1 of Porm 18 o Tater
tian thg st day o employmen tut not bafory 2a09pting a job offer) . ' -

Last Name (Family Name) First Name (Given Name) Middle Initiai Other Last l\;ames Used (if any)
ALA- (AsTeD Kngimgs

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

320) ish AVE S PP |y nneqpalis MN | sl

Date of Birth (mmfddlyyyy) |u.s, Social Security Number Employee's E-mail Ad

Employee's Telephone Number
O\- 2 199w R RVIEE [113)88-a358
I am aware that federaj law provides for Imp!

of false documents in
connection with the compietion of this form

I attest, under Penaity of perjury,
L] 1. Acitizen of the United States
[] 2. Anoncitizen nationaj of the United States (Seg Instructions)

B’a. A lawful permanent resident (Alien Registration Number/UScCis Number):

risonment and/or fines for faise statements or use

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

D 4. An allen authorized to work  until (expiration date, if applicable, mm/ddlyyyy):
Some aliens may write *N/A" In the expiration date field. (Ses Instructions)
Allens authorized to wark must Provide only one of the following document numbers to compiete Form /-9; Do 35,%;,?;‘,‘:,“:;;,,@
An Allen Registration Numberruscis Number OR Form F94 Admission Number OR Forejgn Passport Number.

1. Alien Registration Number/USCIs Number;
OR

2, Form i-84 Admission Number;
OR

3. Foreign Passport Number:
Country of issuance:

-

SlgnamreofEmployee%e»;mJ au(d (_a‘mo Today'sDate{mlrl/tldl}'yyy)5/181P7
Prapater andlor Trans ater In (eheBk brighy

|19 ot uee & hteharer or tranalator. (] A pregarens) andrgr tranelator(s) assisfed the empiayes in pampleting Sestian 1.

(Flelds below must b chrmplbled and samed whah preperars phcor trengleers assist an g ves i aompisting Segrion 1), s,
| attest, under Penaity 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 (mmAddyyyyy)
Last Name (Famity Namg) First Name (Given Name)
Address (Streef Number and Name) City or Town State ZIP Code

@ Employer C‘oq@letés Next Page @

FormI-9 11/1412016 N

EEEe——



Employment Eligibility Verification USCIS

Department of Homeland Security . Form ¥-9
U.S. Citizenship and Immigmﬁon Services omB ""63,2'1’,?5‘{37

$ign Bectfon 2 within 3 business days bioyen's first day
1 af one document from List B and on  document frony List G es
L B A I Slsemic LE NG EYE S :

E‘ Name ¢} ) ame (Given Name) M.. | Citizenship/immigration Status
lﬂP‘% (2N ‘%\- (A9 I Aviwn % ;I
List A ' ListB ND (4]
Identity and Employment Authorization Identity Employment Authorization

D Tile " | Document Title Document Title _
EWM , Issuing Authorily Issuing Authority

D.oac\uge._né E__urq{g 2. LS ! Document Number Domm Number

Expiration Date (i any)(mm/dd/yyyy) | Expiration Date (7 any)(mm/idlyyyy) Expiration Date (i any)(mm/dd/yyyy)
L0t -_01-2053 § '

Document Title : _

Issuing Authority | [Additional Information BoNorWiis e 288
Document Number “

Expiration Date (7 any)(mm/idyyyy)

Do;zument Title

Issuing Authority

Document Number

Expiration Date (i any)mmidhg)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appsar to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States.

employee's first day of }ngloyment (mmvdd/yyyy): BS A% ADL ) (Seeinstructions for exemhtlons)
: (uincfizegRepresentajive Today's Date(mmAidlyyyy) meofmyeroﬂ\uﬂm Repregentative
{ ~1%-30\7) R OL+re
Ive, of Empi Authorized Representative Employer's Business or Organization Name
AN 2y W( EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or 0manfaﬁon Address (Street Number and Name) | Citylor Town State - |ZIp Code
7480 FLYING CLOUD DRIVE SUITE 200 MINNEAPOLIS MN 0
A. New Napu T
Last Name (Family Name) First Name (Given Name)
I the employee's previous gr f employment authonizallon a8 exp @ document or recelpl that establiahes ‘
continuing employment aulnognﬂon In the spage provided below.

Document Title ’ Document Number Expiration Date (if any) (mmAddpyyy)

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 employes presented document(s), the document(s) | have examined appear to ba genuine and to relate to the individual,

Signature of Employer or Authorized Representative Today's Date {mm/ddfyyyy) Neme of Employer or Authorized Representative

Form I-9 11/14/2016 N
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EMERGENCY CONTACT INFORMATION

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

HomﬂjPhone: . (7/ ) gm%

Employee Name; f%&bﬂem-& A;&AQ C A.S:ﬂ-fa
Address: _ A0 lé?f gz& —— ﬂﬁ:f‘ =7 M?nné@{_ﬁ

’ L EMHRGENCY CONTACTY ' ’
__ Please list two Heopla (in prigrity order) wha dould he oantavted Ih case of an emergenicy

Contact #1 Home Phone:
Name: \/adi’ra Castro amiaywﬂ. Cell Phone: ((#1Q)) 22| -S)ys
Relationship: 5“ logienl Motner Work Phone:

Contact #2 Home Phone:
Name: /g/aw/y ﬂ.i,.la (istro Cell Phone: B2 ) §90~4 969
Relationship: [y’ Sfgtesr 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)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card
i L i g ‘d Ape

If you do not p;
SEGEION BASICINEORN N [

videawrittenelecuon, wag

SIC 55 5 LASROTIE IO N
|| Direct Deposit (Please complets Sections 3 and 5 below) EiDeposit accounts may take up to 7 days to be activated
__| Payroll Debit Card (Ploase complete Sections 4 and 5 below) LBaper Check (Please completo Section § below)
SEGH w3
I nnderstand and acknowledge that if T 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,

ayrol.lDebltCardfm'yml,wemustprovuleallofthefo]lowinginformaﬁonthatm]lenabletheﬁnanma]msﬁtunonm you, If
You do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary informatian and issue you a Payroll Debit
topayyourwages.meommommon,ﬂleﬁnmalinsﬁmﬁonmayaskyoumprovldethemwmmﬁ so they can
verify your identity.

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

First Name Ml Last Name Date of Birth
Street Address poox NOT ACCEFTARLE) Social Security#
City State Zip Cell Phone {mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pickup your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Acconnt #

] 073972181

IhmmcmvedmyPaymnDebitCmd,walcumehonmne,pmgmmﬂses,mgrmntams, cnndiﬁnm,anddisclosmes.ByacﬁvaﬁngmyPaymllDebitCard,

METHORIZA LN
I anthorize ESSG to dire

other required withholdings
adjustmentsfor any credit entries

*E-mail: @
' this information will only be used to send your paystubs electronically

Employee's Signatures NAA e [Iys [2 (4 sho Date:_fjld’. //7




Authorization

Authorization: By signing below, Yyou authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Authorization:

Employment Screening to request information ahout you from any public or private information source;
(b) anyone to Provide information aboyt you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Em ployment 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

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Faijr 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,

Printed name: 1mne, . A&/ al G Cas 'I'V‘é
First Middle (O Last
none)
Other names used:
Current county of residence:

Current and former addresses:

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

O1/2w/r/9%¢ 123-93-97 39
Date of birth Social security number
Driver’s license number & state Name as it appears on license

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

?ém’g‘fuf’w* Lyale 5//?//7

Date




e

employer solutions staffing group..

Importantllmportante

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 wiil 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, ete), usted debe notificar a sy reclutador de persona| que el cheque no
Se puede encontrar. Sj se puede verificar que el cheque no ha sido cobrado,
ESSG se detendrs el cheque de pago Yy reemitir el cheque a usted, descontando

un cargo de entre $ 25 - § 35,

Si su cheque de Pago fue robado, primero debe denunciar gj robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): M%vam £. Va / ;! g z [/+3 tro>
/

Signature/Firma:g a G/Li—zbm 2_ @ a[q _/_,,W




om OO0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit COMB No. 1645-1500

E:gmall am‘i{.}é‘%lm ) P> Information about Form 8850 and its Separate instructions is at www.irs.gov/form8sssn,

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

Your name M me. v a,l& ( Gstro Soclal security number >
Street address where you live 3’2’0\ \Sih HO& g IAP—\— A@L _l

City or town, state, and ZIP code ﬁf_'ﬁ N1 <€ Pch‘: EIL; SL‘D_LQO—]
County Telephone number !‘1 ) 52 83!2"'2358

If you are under age 40, enter your date of birth (month, day, year) ' 7 7

1 [ Check here i Yyou 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 recelved asslstance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months,

* lam 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 rehabllitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affalrs,

® | 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 8 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but Is no longer eligible 1o 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 80 days,

* |am a veteran and | was unemployed for a period or periods totallng at least 4 wesks buit less than 6 months during the

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:
* Recelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earilest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

© Stopped being eligible for TANF payments during the past 2 years because federal or state Jaw 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 al] or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under penafties 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, trus,
correct, and complete,

Job applicant’s signature p %ﬁ%ﬁ— ﬂ 74 ""iv/q ( ‘Zf?ﬁ@ Dag// 7 // Z

For Privacy Act and Paperwork Reduction Act Notice, see page 'L:/ Cat. No. 228511, Form 8850 Rev. 3-2016)
117-




4

Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

Client: Company:

Location: Position; Starting Wage: §
EMPLOYEE SECTION:

First Name: Last Name: Suffix: Street Address: City/State: Zip:

SS#: Date of Birth:

SSUe)

aCashd [0\ \Sth Jor S potd Mnaafsliis M
Age: Have you worked for X yes, location:
this company before?

O\ [zoltaae [, Yes[] No

Please complete all questions, and sign and date the form.,

Yes

No

L

Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since August 5, 19979 (If yes, please provide information below,)

Nams of the person receiving benefits: Relationship to you:

City: County: State:

Name of the person recefving benefits: —— Relationship to you:
City: ___ County: —__ State:

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

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

———

O

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

Ifyes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
If yes, in which state did You receive unemployment compensation?

g\

7
\

Conviction Date: Release Date:
Wasthisa [] Federal or [ State canviction? If State - County: State;

——

I R TSR [ i)

3
|

SC Residents: [] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalies of perjury, I declare the information abave 10 pe true and accurate 1o the best of my knowledge, and | hereby authorize any agency, organization, or
be neeZed to determine tax credit eligibility to my employer, employer representative (Associated

[ p‘iﬁ‘)& Date: 5/18/’7

indiiduals to supply such verification or information that may
Consultants, Inc, dbg Retrotax), or the Department of Labor.

E)
New Employee Signature: Do Tne




U.S. Department Iabor 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 pew target
group.

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

P
New Hire’s Signature: %}"l md#e._ %MDate QS Z /¥ / /7

New Hire Name:
Social Security Number:,

0
Employer Name: %Afl e / {4 / a3 ’/VO

Please check the statements below if they apply to you.

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

O 1declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice;

The Intemal Revenue Code of 1888, Section 51, as amended and fts enacting legislation, P.L, 104-188, specify that the State Workforcs Agencies are the
"designated” agencies responsible for administering the WOTC certification procedures of this Program. The information you have provided completing this
form wil be disclosed by your employer to the State Workforce Agency. Provision of this Information i voluntary; however the Information is required to
determine your employers ellgiblity for the federal tax credit

—..—..—‘._.._.._..—.._.._..—..—..—.._..—..—..—.._.._.._..—..

Public Burden Statement:

Persons are not required to respond to this collection of informaion unless it displays a curmently valid OM B eontrol number. Respondents' obligation to
complste this form is required 1o obtain or retain benefits (P.L. 111-8), Pubiic reporting burden Is estimated to average 10 minutes per Tesponse, including the
fime for reviewing instructions, searching existing data Sources, gathering and maintaining the data needed, and completing and reviewing the collecion of
Information, Send comments regarding this burden estmate to the U.S, Department of Labor, Divislon of National Programs Tools Technical Assistancs,
Room C-4510, Washingtan, D.C, 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms o this address,

117-
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“"__leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute 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)
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.

| understand by signing this form that | am responsible to contact ESSG within 5

calendar days once an assignment ends. | also acknowledge that | have recelved
a separate copy of this form. (Initial)

@gﬁ)% )sz/ﬁl DateS’://Y/ﬁ

Employee Signature;

A )| AL A / Aq.
Employee (please print your nayfe here)

CMG_SM - Rev. 09,2013



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 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 resuit
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.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect 3 body component (blood,
urine, breath, or any combination thereof) from me for testing for alcoho| and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the Sample provided by me. | further voluntarily consent to the laboratory's
disclosure to ESSG of the resuilts of my drug and/or alcoho] test and other information
related to the test,

e/

Individual’'s Nam

gY/ /&//7

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer solutions staffing group. wf? ESN G "":.:.]

Leveraging Rescuras na Changing Marke, youy
¥na R > geﬁtl’lm Admitistrators, Inc.
Enhanced MEC Plan_Plan 1

I New Emploves [J Rehire RehireD“tq\

Benefits Enroliment Form
Employeellnformation

Name (First and Last) Soclal Security Number
lﬁa,ﬁme/ 4{@[ Qa 645'/70
ddress p City State Zip Code
220) 1S Pt st Minneapsis| Mnl SSUpy
Gender LI pigje Marital Status ingle | Date of Birth Dato of Hire
B fomste | D a1y e 26 [ 199
Phan mbey: Emall Address:
EIT2T 631, -2258 -
Please Select Desired Coverage:
Employee Only - D Employee+Spouse - Employee+Child(ren) - D Family -
$24.00/Week -~ $38.00/Week $36.00/Week '$63.00/Week
Social Security # Birth Date | Sex Relationship .
ML Last Name E ::;le EISpousl;) o " Chﬂdp :
‘ .Smﬂﬂl Security # .Blrth bata Sex Relaﬁonshié
e Child
ML Last Nams g lia:ale & SPEI“’ Dm?eatlc Partner
e Sockl Seouyg Birth Date | Sax ' Relatios bi
First Name WML ame E ,gii:,e o Sporjse DoEesﬁ(E:hlj’l:rmer
P:AME O'F PERSON.COVE.RED (FIRST, LAST): !
EFF. DATE
EFF. DATE
: EFF. DATE
limployea Acknowisdgement and Authorization - | hereby apply for the group henefit(s) as Indicatad 1 acknowladge that aj] entries are true and complete and that
any misstatements or faflure o raport information may be used as the basis for cancellation of coverage for me and my dapendent(s), i any, from the originaj
effective date, Further, | authorize my employer to make the nacessary payroll deduction of premiums for coverages | have elacted,
’IF ENROLLING - YOU MUST SIGN HERE

days after the othey coverage ends. In addition,
of adoption, | may be ahle to eproll

IF DECLINING- YOU MUST SIGN HERE

Employee Signature é ;Zﬂ e 1&/4 /é\ Date S‘/ /8//’7

Employer{Soluﬁons Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-9956
Phone: 852-767-9519 Fax: 952-767-9515
Email; Health@employersoluﬂonsgmup.com




T T Teesewasassany AVAGRLEGLE DCIICIIIS_P l.an 2
¢ VS| 219301-ESG-1 OFFICE USE ONLY LOCATION Rehire Date — Al ___/

—_—— e

ENROLLMENT FORM ESC CU{UNAC-MN) P1 v18.:

A. REQUIRED EMPLOYEE INFORMATION

| PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Name /) | Social Security # Home Phone S —
e -"" da . (712) eot—23sm ™ W)
d
_Ad P2t 1S Aoe. S Apt. # -
g & Date of Birth
ltym mf\eqmct\ I tate S'S Yo bart3°2d 1qq

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYesDNo If Yes, please continue,
Medicare Health Insurance Claim Number (HICN) ' Medicare Effective Date

- | — S YLt v et e e vt s o

Name of Covered Person (s)

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates
o n TTeeXly Rates
You MUST select a coverage level before any benefits in Section C. Your i i i

ldentncal The Fixed lndemnrty 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.

FIXED INDEMNITY SHORT-TERM
SELECT COVERAGE LEVEL MEDICAL® DENTALA VisioN | TERMLIFE D,SAB"_mz |
114 $6.17 $2.42

Employee Only D $20.25 L
Employee +1 [ ] $41.10 $12.34 $4.92

$54.88 $20.36 $6.56 $1.80

_El‘(es DNO DYes DNOJ DYes DNOJ DYes DNO DYes DNO

e s . 4 2 v—

Emplayee + Family

NO to ALL Beneﬁis

T e e e e e £t e e e

blé to residents of NH, Hl, or PR. . or PR. 2STD is not available to persons who work in CA, HI, NJ NY or Rl
1128 OF N, 1 et 2 11 1N VY, OF

e trrerate v e e et s et erapemespom

Death & Dismemberment, please write in your beneficiary Information. Accidental Death &
the Term Life Benefit.

For Term Life / Acciden
Dismemberment is part

Name Relationship

Name Social Security # ' Date of Birth i Sex Relationship

/7 i IE [ 1Spouse ] Child ] Domestic Partner

Name T wmrédc:al Security # | Date of Birth Relationship e
! / @ . i _ISpouse[ ] Child D Domestic Partner
Name o i'é?é?ai'é';;ﬁnﬁ _Da:c-e;f.l—Blrth Relatnonshlp N
e ’ e *{_ {_ - @E I:] |Spouse D Child D Domee’c_rc_:_Pain_er_
Name , Socnal Secunty # Date of Birth Sex Relatlonshlp -

/ / i @. D Spouse D Chlld D Domestlc Partner

YdU’MusT SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
have read the benefit packet and understand its llmltatlons T understand that o 1 i

_a limited time and | understand that making no beneﬁt Sselection j

oatE S/ 200119 4 ¢s e SIGNATURE

e T oo SN

This Is an Essential StaffCARE Enrollment Form.




