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E-Verify

E-Verify: Print Case Details - Preview

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017102085937HC

Report Prepared: 04/12/2017

Colnm information

Company ID: 47429 GompawNmBrmhyersanuemup

Emglg& Information

Last Name: baitle Firat Name: deron

Dste of Bith: 08/27/1883 Social Securlty Number: **** g583

Hire Date: 04/12/2017 GCliizenship Status: A oftizen of the United States

Document Information

List B Document: meardbsuadbyaus.faderal.amaotbcaluwmrnmmy Llstcbmmuhaouhl&mmcard

Caso Status Information

Currant Case Result; Employment Authorized Employer Casa |D;

Cass Submitted On: 04/12/2017 Case Submitted By: SGLASB32
SENSITIVE BUT UNCLASSIFIED

htlps:lle-veﬂfy.uscls.guvMaNPrlntCaseDetails.asp(?CaseVstn=2017102085937Hc
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A copy or facsimile ("fax") will be considered the same as an original signature. Email will ONLY be used for employment correspondence

A
Y o z PO Box 46270

‘,A | Minneapolis, MN 55344-995¢
=3 4 Tel: 952.835,1288

www.esgstaffingsolutions.com

N

<

employer solutions staffing group..

New Hire Application
Personal Data- PLEASE PRINT LEGIBLY IN INK

Last Name M First Name &mn Middle Initial L_f

Street Address 2 AptiSte
City/State/Zip . aw[ p M M S5 Olp Social Security Last Four XXX-XX-GS R

Phone Number 62/ 2- 476" 0271 Email Address ME%ML

Staffing Agency/Recruitment Partner

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

Are you legally authorized to work in the United States of America? [JYES [JNO
Applicant Certification and Authorization

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

1 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 regulations or by ESSG policies.

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

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

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

@me’l 5&1‘/“/’[{ Mﬂ &a/ [2,22¢7
Name (Print or type) plicant's S Date !

For ESSG Office Use Only
DOH NHW 1-9 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_SM Rev. 04/2017
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The exceptions don't to supplemental es Nonwags Income. If you have a large amount of
F Or I'I'l W'4 (2017) greater ﬂ'lpﬂ';l $1 ,ODD,Dgg.ply i — no%e Income, suc¥| as llgl;‘restag edln\tr'!da}ds,l:
Basic Instructions. if you aren’t exempt, complete consider making estimated using Form
Purpose, Complete Form W-4 so thet your the Personal Allowances Worlmheet;l::telow. 8 1 g:ms'om“}‘i‘go.;:glﬁd&?%“"; Og‘n:{:‘gsg",
employer can withhold the conrect federal Income workshests on page 2 further adjust your gnnulty Income, see Pub. 606 fo find out if you should
tax from your pay. Consider complating a new Form withholding allowances based on ftemized Withholding o Form W4 rw-ﬂ
W-4 gach cx::r and when your personal or financial deductions, certain credits, adjustments to Income, adjust your withholding on Form W-4 o .
situation ges. or two-samers/multiple jobs ons. Twr?deamers or multiple jobs, If 3;0; raave ath
Examption from withholding. If you are exem Complete all workshests that . However, you working spousa or mors than ane job, figure the
complete only lines 1, 2, 8, 4, and 7 and sign ﬂ'lpat' may clsm fewer (or zero allowaanggg For tagularyo ?t:'“"‘;g's 3’;“" a"om%yggarze o °g|§° olaim
form to validate it. Your exsmption for 2017 expires wages, withholding be based on allowances “',‘ by ourwlﬂq J'ﬁn w'l'l‘l bghr,nogt a:wmrate
Febrg:gnw, 2018, 8es Pub. 505, Tax Withholding you claimed and may not be a fiat amount or when all allowanons agreuf:ul:l‘mlyed on the FormW.4
and ated Tax. percentage of wages. for the highest ng job and 2ero allowances are
Note: If another person can claim you as a dependent Head of household. Generally, you can olalm head olaimed on the others. Ssa Pub. 505 for dstails.
on his or her tax retum, &,mn‘l claim exemption of housshold ﬂllgg status on your tax retum ontlg i Nonresident allen. If you are a nonresident allen, see
from withholding If m income exceeds $1,050 you are unmarried and pay more than 5036 of the Notlce 1395 Sueni % Foarrg \;} I lnslru:ﬂun's o
and Includes more than $350 of uneamed income (for tosts of keeping ol:ﬁ a home for yourseif and your Nonrssidert Allapp el;nefa completing 1his fo
example, interest and dividends), daﬂends sfor er quallfying Individuals, Ses ns, belors completing o
An empk may be able to claim Pub. 601, Exemptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
E"’,ﬁ’ﬁb"" Flling Information, for Information. effeot, use Pub, 505 to see how the amount you are
exemption from withholding even if the employes Is having withheld com oD rojectedgml Hs
& dependent, if the employee: :::onm' “,l,.,"aﬁg' T,f.',: m:ﬁg&efemn:ul :xb;'ofa =k for zncﬁ 7. 8ee Pub, 585, espeoyi:l ﬁ ur earnings
* Is age 6 or older, withholding allowgny:es. Credits for child or dependent exceed $130,000 (Single) or $180,000 (Maried).
» |s blind, or care expenses and the child tax credit may be claimed Future developments. Information about any future
e Will claim adjustments to Income; tax e gsln%ﬂ;:a ggsrafgnrl Allowances WQrkillleet I:oelt:l‘:'v:‘:l ldavlsellm ments m Fomrle] W-4 (?tg)mwhl ﬁ.
ustm oredits; 3 rmati o] sase e posted
itemized deductions, on his or her tax retum. craa';:llt: Into wlm{]g?&?Eg a||gmcg‘ b b e ae‘g www.llns.egnaavlm. rwe ’
Personal Allowances Worksheet (Keep for your records.)
A Enter“1"foryourselfifnooneelecanclaimyouasadependent. 8 o 00 0.8 & o o o o o o o 5

* You're single and have only one job; or

B  Enter*1”if { ® You're married, have only one job, and your spouse doesn't work; or }
» Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less.

C  Enter“1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more

than one job. (Entering “~0-" may help you avoid having too little tax withherd)) . . . . . . ., . . . . . . .

Enter number of dependents (other than your spouse or yourself) you wili claim on your tax retun ., . 0 o

Enter *1” if you will file as head of household on your tax retum (see conditions under Head of household above)

Enter “1” if you have at least $2,000 of child or dependent care expenses for which you pianto claim a credit .

(Note: Do not Inciude chlld support payments. See Pub, 503, Child and Dependent Care Expenses, for details,)

G  Child Tax Credit (including additional child tax credit). See Pub, 872, Chlid Tax Credit, for more information.

® If your total Income will be less than $70,000 ($100,000 if married), enter “2" for each eligible child; then less “1” if you
have two to four eligible children or less *2" if you have five or more eligible children.

» If your total Income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each eligible child. G Z
H  Add lines A through G and enter total here. {Note: This may be different from the number of exemptions you claim on your tax retum,) » H

® if you pian to ftemize or claim adjustments to income and want o reduce your withhoiding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2,

mmo

AR R

Mmoo

complete all * If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets aamlni;s from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too iittle tax withheid,

» if nelther of the above situations appiles, stop here and enter the number from line H on line 5 of Form W-4 beiow.

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

i w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
m
» Whether you are entitied to claim a certain number of allowances or exemption from withholding Is
m&ﬁ%ﬁmw subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS, 2 @ 1 7
1 Your first narnz and middle Initial Last name 2  Your soclal sscurity number
bersn L, LHe

Home address {number and street or rural routs)

_/
8 [ singie ™ Manted (] Married, but withhold at higher Single rate.
/208 fr : dol Y

Note: If mamied, but legally separated, or spouse Is a nonresidsnt allen, check the "Single® bax.
4 If your last name differs from that shown on your soclal security card,

5 or town, stats, gnd ZIP code

o AL O check here. You must call 1-800-772-1213 for a replacement card, P O
§ Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 /
6  Additional amount, if any, you want withheld from each paycheck . . . . . . ., . . . . . .. 6l$ 2.000
7  Iclaim exemption from withholding for 2017, and | certify that | meet both of the following conditlons for exemption. | = il

° Last year | had a right to a refund of all federal Income tax withheld because i had ne tax liabllity, and

® This year | expect a refund of all federal income tax withheid because | expect to have no tax liability.
if you meet both conditions, write “Exempt” here. . . . . . »l7l

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, It is true, correct, and complete.

AL bate» B [ (2, 207

f sendingtothe IRS.) | 9 Office code {optional) | 10 Employ'er Identification humber (EIN)

8  Employer's name and address [Employd&-@dfplete

Employee’s signature
(This form is not valid uniess you sign it) » /O

L
fines 8

/

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



Employment Eligibility Verification USCIS

Department of Homeland Security 0M1l: ;:TJ;?OD 47
U.S. Citizenship and Immigration Services Expires 08/31/2019

P>START HERE: Read instructions carefully before completing this form. The instructions must be avallable, either in paper or alectronically,
during compietion of this form. Employaers are Ilable for errors in the completion of this form.
ANTI-DISCRIMINATION NOTICE: it Is lllegal to discriminate against work-authorized individuals.

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

eoflan 1. Eriployee Infarmation and Altestalon @maiopess Ml oomplete and sign Sevtian 1 of Form -8 ng [afer
thart the first day ef empfoyment, but not befofe gsospting a job offer)’

Employers CANNOT specify which

Laatiplame amily Name) Firgt Name (Given Name) Middle Initial Other Last Naumes Used (if any)
" (on .
Address (Street Number and Nams) Apt. Number |Cityor T State ZiP Code
_ au( W | 55/06
Date of Bith (mm/dd/yyyy) U.S. Sociai Security Number Empioyee's E-maii Address Empioyee's Teiephone Number
08/27//725 |BEIE-[B- frwttobs @amail.coy 2978037

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

| ayet. under penalty of perjury, that | am (check one of the following boxes):
[¥] 1. A citizen of the United States

[] 2 A noncitizen national of the United States (See instructions)
|:] 3. A lawful permanent resident  (Allen Registration NumberfUSCIS Number):

]:I 4. An allen authorized to work  untii (expiration date, if applicabie, mm/dd/yyyy):
Some aliens may write "N/A" in the expiration date field. (See instructions)

Allens authorized to work must provide only one of the foilowing document numbers to compiete Form I-9: Do ﬁzm;,?ﬁ'::’g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number;
OR

2. Form i-94 Admission Number;
OR
3. Foreign Passport Number;

Country of issuance:

Signature of Employee : : 2 Today's Date (mm/dd/yyyy) M‘” P
Fraparer Bndise Tranelalar Goriifioa Toh TkhEek orah , = .

| i nal use & proparer or tanslator.  [] A prepararie) aictr ransiator(s) asaisted the empléyee in semplefing Bectin 1.
Fleldy befow must ha canialeted and sigiad when preparers andor frengietors assist ari emplayee in gompleting Baption 1)

| attest, under penalty of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

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

@ Em};la yer Completes Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security OME‘})lrnl‘GlI-g
. 0. 1615-0047
U.S, Citizenship and Immigration Services s 08172019

lEmployeo Info from Section 1
ListA C
Identity and Employment Authorization ___Employment Authorization

Bocument Tie mo =]
issuing Authorly 1= e o€ (AN twasony
Document Number m[ 17 A3 m—u—%" bg 6 3

Exgpiration Date (7 any)(mm/ddiyyy) | Explration Date (it any)(m ) Explration Date (i any)(mm/ddiyyyy)
o R-)"2a3C -

Document Titie

lssuing Authority | [Additional Information N Batas

Document Number

Expiration Date {ﬁanmmm/ud/yyyy)

Document Title

Issuing Authority

Document Number
Expiration Date (# any)(mm/id/yyyy)

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

ae employee's first day of employment (mmvdd/yyyy): Oﬂ—l Z -6l ? (See instructions fo_r exemptions)
of Emp Autho ntative Today's Datefmm/tdlyyyy) | Title of Employer or Authorized Representative
2 ST ey o e I e e ccovke s

Name of Empioyer or Representative | Fi of Empl Authorized Representative | Employer's Business or Organization Name
L?f\ q_fg—., — WT,L [ EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or Orgajiization Address (Street Number and Name) |City fTown State | ZIP Code
7480 FLYING CLOUD DRIVE  SUITE 200 MINNEAPOLIS MN 55344

Bection 3. Reverlfication and Rehires (7o be compieted and wnadbyemploxeroraammdmnmenuﬂm

A. New Nams (if agpiicable) B. Date of Rehire (If applioabig)
Last Name (Family Name) Firat Name (Given Name) Middle Initial Date (mm/dd/yyyy)

B T7The émployee’s previous grant of employment duthorizalion has expifed, providé the Information for The dodument of recelpt that establibhes
continuing empioyment authorization in the space provided below.

Document Title Document Number Expiration Date (if any) (mm/didyyyy)

| aftest, under penaity of perjury, that to the best of my knowledge, this employee Is authorized to work In the United States, and if
the employee presented documentys), 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/dd/yyy) Name of Employer or Autharized Representative

Form 1-9 11/14/2016 N









EMERGENCY CONTACT INFORMATION

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

Employee Name: M_M
Address: ../_Z&MM 4?1 "[

Home Phone: (0/2”47{"0377'

e EMER&"EN'EV'({?NTA("}T&, i 4
Plepse list two peaple (In priarity order) who could be aontaoted in case of an emergency

Contact #1 Home Phone:
Name: Soraunda, BajHe Cell Phone: (5 |- L{3Z2~ 2279
Relationship: (,d‘,&_ Work Phone: — T
Contact #2 Home Phone: ——
Name: Aom's ca. Scodd Cell Phone: 2.1q-290- 77/
Relationskip: [Hlohe Work Phone:

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

A/m,e

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



~ employer solutions staffing group.

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

Employees have the option of receiving wages by Dire
If you do not provide a written election, wages
SECEIONTT T BASTE INEORNA IO

Employes Name / o - SSNi# (Iast 4 digits)

(eron Bttt 25 @
SECGEION 2 PANROLL TLEC FION
|| Direct Deposit (Please complete Sections 3 and 5 below) Note: Direct Deposit accounts may take up to 7 days to be activated

|| Payroll Debit Card (Please complete Sections 4 and 5 below) |:|Paper Check (Please complete Section 5 below)
SEION S DIRECTE DEROSE

.

I understand 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 1 provide is incorrect.

witin . £, B pue flor 7

Tohelpnsavoidmakinganm,pleaseattachampyofavoidedchedc. (a deposit slip will not work)
Ifyouchangebanks,donotcloseyonroldbmkamumnnﬁlyonrdirectdepoaithasstartedatﬂmnewbank,whichmaymkezpaypmiods.

SECTFTON

FRAYROLTDEBFE GARD (GLOBAL GASTTEARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account, In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. Forylmrprotectinn,theﬁnmcialinsﬁmﬁonmayaskyoumpmvideﬂlemaddiﬁonalidanﬁﬁcaﬁminfomaﬁon so they can
verify your identity. _

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages,

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

First Name ML LastName Date of Birth
Street Address (FoBOX 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

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

Employee’s Signature: Date:
SECHION S N TORTIZN FION

T authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries

made in error to my acconnt(s). * E-mail is required for pay stub information.
“E-mail: 2700 M0 b 5 @ amayflcops

this information will only be used 16 send your paystubs electronically

Employee's Signatuw Date: &,r, Z 2,20/ 2




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree °
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, 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 York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal information: Please print the information requested below to identify yourself for BGC.

Printed name: ron Z ’ &4_#/&

First Middle (O Last
none)

Other names used: &M [Zﬂﬂ‘!ﬂ
Current county of residence: «J </

Current and former addresses:

March ,22015 current /205 frcade Slreet 6#&%//@ 550k

from Mo/Yr to Mo/Yr Street City, State & Zip
2 March 2006 72.% Mﬁﬂzglﬁzz Vs am‘ﬂgim :ﬂl 55470
from Mo/Yr to Mo/Yr Street Clty, State & Zip
20 5@@[; 20/ ' Y6324

framh Mo/Yr to Mo/Yr Street City, State & Zi
Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

04/27 /1943 Sl 13—t
Date of birth Social security number

63/l 7323 Decon Dattle
Driver’s license number & state Name as it appears on license

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

. e
W Dﬁﬂl//Z'Z/7




employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this _Lﬁday of Aoril , 2017, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and on_ Paitde hereafter referred to as “employee”.

WITNESSETH:

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

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




employer solutions staffing group.

Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, 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 will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de moldeMe,’“iﬂ M

Signature/Firma: /@es = S 77




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

your physical condition.

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

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

Signed%hﬂ

Printed Name: &M 54)4/8




—_—_—

o SOD0 Pre-Screening Notice and Certification Request for

(Rev. March 2018) the Work Dpportunlty Credit OMB No, 1545-1500
Departmant of the Treasury
Intemal Revenue Service » Information about Form 8850 and its separate instructions is at www.irs.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name &MM(_ Soclal security number > /¢, <3~ Se>
Strest address where youlive /27 0SS éﬁ& dy 5&;:24: )4-?!.‘ L—[
City or town, state, and ZIP cods ﬂ, Eagl Mrﬂ t ssgab

County ﬁ awl 24,/ Telephone number (/7 ~ c:/7g 031/

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

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

2 [] Check hereif any of the following statements apply to you.

* | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 montha.

® | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

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

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

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

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

* lam 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 [1 Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

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

§ [ 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 8 months during the past year.

6 [ Check hereif you are a member of a family that;
* Received TANF payments for at least the past 18 months; or
* Recelved TANF paymenits for any 18 months beginning after August 6, 1997, and the earliest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

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

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

Signature—All Applicants Must Sign

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

Job applicant’s signature p> % /% ﬁﬁ Date Lf,~ 7

For Privacy Act and Papemorkﬁedd&lon Act N'eﬂﬁ, see page 2. Cat. No. 22851L orm 8850 (Rev. 3-201 6)




Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Employer Solutions Group

Location: Position: Starting Wage: §

EMPLOYEE SECTION:
Empjoyee Name: Street Address: Zip:

0 Bt (205 Bresde Skeet ) ool il 12500

SSi: Date of Birth: Age: t;ll;ye you wor:ed fo; If yes, location:
3G I3 ~6563| 2812112017 |22 | "1TVE"MNe | Adyus

Please complete all questions, and sign and date the form. Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) ] |
at any time since August 5, 19972 (Ifyes, please provide information below.)
Name of' the person receiving benefits: Relationship to you:
City: County: State;

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? I:l I:I
(if yes, please provide information below.)

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

3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? D I:I
Please note, this is not the same as Social Security benefits (88) or Social Security Disability (SSDI) benefits.
*If you checked yes please provide a copy of your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? | ]
If yes, please indicate which type of agency you worked with and provide their location information below:
[[] Vocational Rehabilitation Agency || Dept. of Veterans Affairs [] Employment Network (Ticket to Work Program)
Name of Agency: Phone #;
City: County: State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

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

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

O
O

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

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

O O O
LGS} T ] i}

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: / / Release Date; / /
Was 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? D D
*If you checked yes please provide a copy of your CDIB card.
CA Residents: Are you the child of foster parents? I:] Do you receive CalWorks? D Workforce Investment Act?
Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

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

New Employee Signatur%,ﬁ Date: jyﬂ‘ /-/ (2 # A4




e — —

Speciehsis in Tax CradiAdminiatention

Qualified Long-Term Unemployment Recipient

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

Client: Company:
Employer Solutions Group

Location: Employee Name:Aa . E ! E 5 SSi#:

EMPLOYEE:

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

[0 Ihavebeen unemployed at any time during the last 12 months.

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

[0 Ireceived unemployment compensation during my unemployment.

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

Please read, sign, and date:

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

Employes Signature: —— i Date: .
g ““W “Hocil 12,2007

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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



employer solutions staffing group..

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement -

Unemployment Acknowledgement

According fo 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 fo
affirmatively request an additional suitable Jjob 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. /)£, 8, (Initial)

%ﬁéﬁﬁ el 12 2007
ployee Si e: Date: 5

Employee (please print your name here)

CMG_SM - Rev. 09.2013
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Acknowledgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952,835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG’s policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)

" Ao

Employee’s Signature:

[@%ﬂﬁ vete: Apri[ 12,2007

22



l‘ ACKNOWLEDGMENT

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

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, o meet these
changing needs. -

3. lagree fo 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,
return this handbook to my ESSG Consultant.

Date: ﬂ?ﬁr] I 12 4 2017

4

Associate's Signature:

Associate's Printed Name:

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 fuj}

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol 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 results of my drug and/or alcohol test and other information
related to the test.

e
Individual's Name

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This Is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as

and agree that it is my responsibllity to abide by the rules, policies and standards set forth In the
Handbook.

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,

employment with the com pany may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

I understand the foregoing agreement concerning my at-will em ployment status and the
company’s right to determine and modify the terms and conditions of employment is the sole

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

oatedpe| 12, 2047

EMPLOYEE
NAVEE. L ran Putlle

PLEASE PRINT
EMPLOYEE
SIGNATUR

ESSG
REPRESENTATIVE ar(\““‘xx

23
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Enhanced MEC Plan_Plan 1 :

Benefits Enrollment Form 1 New Emploves

Employee Information
Soclal Security Number

Name (First §nd Last)
|Address City State ' : : 2ip Code

Ll lieate _steel 1P i | sep,

employer solutions staffing group wﬂ‘x ES

L] Rehire Rehire Date

N?al Date of Hire
] Female Mamied [ Divorced| Z27/.0993
Phone Number: Emall Address:
612 -47%-027/ thw 2bs @gmoal com
Please Select Desired Coverage:
D Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Social Security # Birth Date | Sex Relationship
: O Mate OSpouse [J cChild
= Last Name 3 Female Domestic Partmer
Social Security # Birth Dats | Sex Relationship
[l Mae C1Spouse [ Child
M. .Last Name [J Female [0 Domestic Partner
Sot;ial SBcurity#. Birﬂ!-Daﬁ éex :
Other coveraga injormation including Medicare/Medic ajdl
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employas Acknowladgemant and Authorization - | hereby apply for the group benefit(s) as indicatad, | acknowledge that all entries ara true and complete and that
any misstatements or failure to report information may be used as the basis for canceliation of coverage fo

F me and my dependent(s), if any, from the original
offactive date, Further, ! authorize my smployer to make the necessary payroli deduction of premiums for

coverages | have electad,
IF ENROLLING - YOU MUST SIGN HERE

Employes Signature Vs

EMPLOYEES DECLINING M _|am DECLINING coverage

tunderstand that | and/or my dependents, if any, walve any coverage and desire to participate in the pian at a jater dat. lfwe may be considered a late enroliee and
must meet the requirements defined In the Certificate of Coverage for the company’s medical or denta) Plans. If 1 decline enrollment for myself or my dependents
(inciuding my Spouse) because of other coverage, | may, in future be ahle to enroll myseif or my dapend in this plan, provided 1 request enrollment within 31
days after the other coverage ends. in addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be ahle to enroll myself or my dependent, provided | request enrollment within 31 days of the avent.

IF DECLINING- YOU MUST SIGN HERE

Employee Signaturs

Date

b o fhoril 12, 2017
Employer Solutions Staffing Group Health Benefits Team 4

7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 962-767-8515
Emalil; Health@employersolutionsgroup.com



wavw anuciuty Medical Benefits Plan 2

« VS| 219301-ESG-1 | OFFICE USE ONLY LOCATION e ) RehireDate____ s AL =
ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2

——

PRINT USING BLACK o BLUE INK (Must Bo Filled Out)
el Sy or BLUE INK (Must Be Filled Ou

mesommaromseomm.

A. REQUIRED EMPLOYEE INFORMATION
Name

. Social Sec::-r.i;y# Home Phone IS
) 241 @M&___..____-,L_szmz_é Z-472037( M

Address - 'Apt. #
1205 Breads gh g,/ | e b

City P 4 f State M | Zip , Date of Birth

. J_J L Mitesola s 06 108271993
B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFT<s | YesDNo. Vs ple;;;_r;é;;.___ﬁ_
Medicare Health Insurance Claim Number (HICN) l Rh;é}é;éﬁeaive Date - I
N';rne of Cover‘e'a‘lserson"(;);‘ i ity ot P e e e e i e 1t R ettt S LT T e e

1. 12 3,

C. LIMITED BENEFITS PLAN SELECTION ___Payroll Deducted Weekly Rates
You MUST select a coverage leve| before any benefits in Section C, Your coverage level for the all benefits in Section C will be

identical. The Fixed Indemnity Medical Plan, Denta 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 F "‘En';s'l';'lgi'l‘_“?m DENTAL VISION TERMUFE | SHORETERM

Employee Only [ ] s2025 [ se17 T saas B s0e0 )| sz (@
Employee + 1 [_] $41.10 $12.34 $4.92 $0.90
Emplayee + Family [ ] | $54.88 $20.36 $6.56 $1.80

NthALL Benefits M DYes ,Z[No _J".DYes 'Z]Nb DYes IZ,NQ_ DYes B/NOJ

T 4 a1 e v e i T e s e e ——— ——

[ Ives [Hfio

' This coverage is not available to résidents of NH, l.-l-l, or-]’Enz-é:l:D is not available t;_p-e-r;c;ns who work in CA, HI NJ, NY, or RI.

(4

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information, Accidental D:a'l:h &
Dismemberment is part of the Term Life Benefit,

Name -Relationship

T Sttt e ot ot 40 s e e, e T et —— ey

D. REQUIRED DEPENDENT INFORMATION _ 5 : ¥ _ _
Name ' Social Security # Date of Birth { Sex Relationship

i L M) DSpouseDCh"dDDomest'cPaLtner
Name Social Security # Date of Birth | Sex  Relationship

02 S A T - LSpouse [Jchild [ Domestic Partner
Name , Social Security # Date of Birth | Sex i Relationship
e 4 S [MIfF] LISpouse [] Child [] Domestic Partner
Name Social Security # ' Date of Birth fr Sex i Relationship

. e B T | ._'_DSPQL'%_?_DChi'dD_Domesti_c'.’f'rFtler_

YOUMUETS'GNANP'?ZTE EVEN IF YOU DECLINE COVERAGE NE T L
I'have read the benefit packet and understand jts limitations. | understand that open enrolment is only available for

a limited time and | und_er_sta_nd that r_nakir_)g_nq benefit selection is a__c__iec_li_nation of coverage. _

oae 0911212017 | NIGNATUWWé,%

This is an Essential StaffCARE Enroliment Form.




