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Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name Mo“s

employer solutions staffing group.

Leveraging Resources in a Changing Market

Street Address 7)) &&'uaﬁj Ave S

Clty/StateiZip Co™Y agp Geave MW 5oan\G
Phone Number G 5\ -235 -2\ &

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288
www.esgstaffingsolutions.com

New Hire Application

First Name %: h) amt 7

Staffing Agency/Recruitment Partner C. WG |

All offers of emplo

Middie Initial L&

AptiSte

Social Security Last Four XXX-XX- T}A%
Email Address bex dubois 92

@ VG)\_@—LGM

ent are conditional upon satisfactory proof of identity and legal abil

Are you iegally authorized to work in the United States of America? MYES [INO

Applicant Certification and Authorization

to work In the U.S.A.

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

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

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

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

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

Name{Print or type)

gt s

J1-1% -15

Applicant’s Signature

Date

A copy or facsimile ("fax™) will be considered the same as an original signature. Ematl wili ONLY be used for employment correspondenc

For ESSG Office Use Only
DOH NHW -9 8850 w4
Emsrgency Contact Info | Background Release Form Background Results Unemployment Letter ESC Appiication
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - ESSGCLIENT
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employer solutions staffing group.
. Leveraging Resources in a Changing Market

Direct Deposit/Payroll Debit Card Aunthorization

Employees have the option of recelvmg wages by Dn'ect Deposit and/or Payroll Debit Card.
If aid by Payroll Debit Card.

SSN# (last 4 digﬁs)g 7 q g Ef'fﬁc .}leé)s

Note: Direct Deposit accounts may take up to 7 days to be activated.

R TR [ (BN NI CHRDACTTTE IR
EmployeeName

ewraven Quidas
S e 2 IEANYING L [l IS TS

[ ] Direct Deposit (Please complste Sections 3 and 5 below)
p—~{ Payroll Debit Card (Please complete Sections 4 and 5 below)
SECEIOR S DIRECE DEPOSE

[ Update Bank Account
Bank Name:

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

Initial Date

Account Type: [ Checking O Savings Clother

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
If you change banks, do not close your old bank account nntil your direct deposit has started at the new bank, which may take 2 pay periods,

SEc ot = PAN ROFE DEBEE ¢ NP cGEOB AN CASELCNRD))

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, BSSG will provide the necessary information and issus you a Payroll Debit
Card to pay your wages, Far your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroil Debit Card account or
transactions, On your first payday, yon 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 an each payday you receive
wages,

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

First Name M1 LaﬁN e -~ Date of Birth
WO L 8//3 w(m/:# 2
(PO BOX NOT ACCEPTABLE) Social S
'7'1]\ 'H-Cw\mgum. Ave S H47%8-21-819%
State Zi Cell Phone (mobi
Cﬁy%ﬁ_ (;{_z_we MW PSS oV6 da) 3380116
RE OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Ac # .
| e sl Db Card Aot WG C2J D0 D SGG- §¥T

1 have 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. 1
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedute that is part of the program terms,
conditions, and disclosures.

Employee’s Signature; é!_h é‘*’&&, Date:_// / 13 ] /35

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 account(s). * E-mail is required for pay stub information.

*E-mail: L‘D w AU&J NS ‘83 @ yaWn ao . Co M

this information nlybe used to send your paystubs electronically

Employee's Signature: @"'—"\. Date: '/]/ | ‘3) 15




Form W-4 (2015)

Purpose. Complete Form W-4 so that your empl

can withhold thg correct federal lncomgo tax froguc;yyoetrxr
pay. Consider completing a new Form W-4 each year
end when your personal or financial sltuatlon changes.

on from withholding. If
eompeteo fines 1,2, 8, 4, an ‘Iandelgasthefnrm
‘our exemption for 201 m
Feb 18 2(_)I_16.See ub, 505, Tax Withholding

Nele. If another person can claim you as a dependent
on his or her tax ratum, \ﬁm cannot claim axerggﬁon
from wlmholdh:ganyour

Includes more uneamed lneome (for
example, lntereet and dlvidends)

be able to claim
exemﬁon from wlthhol evm:ny ifthe empioyee isa
tlependent;if the-em

* |sage 85 or older,
* |s blind, or

= Will clalm adjustments to income; tax credits; or
itemized deductions, on his or her tax return.

The exceptions do nut ly to supplemental wages
g IFﬂ 000 ﬂPP y PP

Basic lnstruclione. Ifyou are not exempt, com, lete
the Personal Allowances Worksheet below.
workshests on page 2 further ad]ust your
withholding allowances based

deductions, certain credits, ents to Incoms,
or two-eamers/multipie ]obs ations.

Complete all workshests that apply. However, you
may claim fewer (orze&gl allowangces. For regular
wages, withhoiding must be based on allowances
you clalmed and may not be a flat amount or
percentage of wages,

Head of househoid. Generally, you can claim head
of household filin, stalue on your tax retumn on If
you are unmarni pay more than 50% of
costs of kee| lng ahomafor urself and ur
qualifying individuals.

:gendeng;:; Standard Deduction, and

Filing. mfonnatlomfo nformation.

Tax credits, You can take projected tax credits Into account
mghl;hg your allowahle num er of withholding allowances.
for ehlld or dependem care expenses and the child
clalmed using the Personal Allowances
Worlmheet below See Pub. 505 for Information on
converting your other credits Into withholding allowances.

Nonwage income. If you have a large amount of
nonwage lncome. suchas tntereet or dlvldends
congider making using
1040-ES, Estlmdeaxfor Individuals. Othetwlee,
may owe additional tex. if you have pension or annu
income, see Pub. 505 to find out IWou should adjust
your withholding on Form W-4 or

Two earners or muitiple u have a
working apouse or more one figure the
total er of allowances you are e ed to claim
on all jobs waorkshests from only one Form
W-4. Your withholding usuallywm be most accurate
when all allowances are claimed on the Form W-4
for the highest %t‘:xlng job and zero allowances are
claimed on the others. See Pub, §05 for details.

Nonresident allen. if you are a nonresident alien,
see Notice 1382, Supplemental Form W-4
Instructions for Nonresident Aliens, before

completing this form.
Check your withholding, After your Form W-4 takes
affect, use Pub. 505 o ses how the amount you are

wlmheldcom toyour rojecmdtohaltax
for 2015, See Pub.

excesd §130,000 (smgie) or$18!|¥ 00D (Manex (Merﬁed)

Future developments. lrrfnnneﬂun about any
developments affecting Fo -4(mmas|egialaﬂun
enamdefterwereieaeelt)willbepostedetwww.lre.gwlm

Personal Allowances Worksheet (Keep for your records.)

A  Enter *1” for yourself if nooneelse canclaimyouasadependent. . . . . . .
 You ars single and have only one job; or

B Enter“1”if: [ » You are married, have only one job, and your spouse does not 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 avold having too little tax withheld.) .

mmo

Enter number of dependents (other than your spouss or yourself) you will claim on your tax return . . ey
Enter “17 if you will file as head of household on your tax return (see conditions under Head of household above) o
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you pian to claim a credit

TmUOUO

(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)

G  Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more information.
« If your total income will be less than $65,000 ($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.

» [f your total income will be between $65,000 and $84,000 ($100,000 and $119,000 if married),

enter “1" foreach eligiblechiid. . . G

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

For accuracy,

complete all

worksheets eamings from a“éttl
that apply. avoid having too Iittle

* If you pian to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2.

» |f you are single and have more than one job or are married and you and your spouse both work and the combined

mdhglsdo ,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to

o |f neither of the above situations applies, stop here and enter the number from line H on line 6 of Form W-4 below.

Form w-4

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

Employee's Withholding Allowance Certificate

OMB No. 1645-0074

Hime address (number and street or rural route)

Department of the Treasury » Whether you are entitied to claim a certain number of allowances or exemption from withholkding is 2 @ 1 5
Internal Revenue Service subject to review by the IRS. Your employer may be required to send a capy of this form to the IRS.
1 Your first name and middle Initial Last name 2 Your social security number
v \OMw hmboé / Hv3-21-3748

29 \\emm_qma-f_}\ua_s

Single L_.| Married I:l Married, but withhold at higher Single rate.
Nele. If married, but legally separated, or spouse is a nonresident aflen, check the “Single” box.

City or town, state, and 2IP code
CoYsaae b rave

MmN SsnG

4 I your last name differs from that shown on your soclai security card,
check here. You must call 1-800-772-1213 for a replacement card. P[]

5 Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5| &
8 Additional amount, if any, you want withheld from each paycheck . .

7 1claim exemption from withholding for 2015, and | certify that | meet both of the followlng condltions for exemptlon

89

= Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and |

» This year | expect a refund of all federal Income tax withheld because | expect to have no tax liability.

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

P71 Exempt

Under penalties of perjury, | declare that | have examined this certificate and to tha best of my knowledge and belief, it Is true, correct, and complets.

Employee’s signature
(This form Is not valid unless you sign it.) »

8 Employer's name and address (Employer: Complehe lines 8aMd 10 on;y if sending to the IRS.)

pater ] - 18 -5

9 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 (2015)



4 L

SLIND 219301-EMP | QRFICEUSE 4 oo arion

Rehire Date __/ /

RS R Cm— ——— ——
e

ENROLLMENT FORM ESC UNAV F2M v15.1

OPTION |
FINED INDEMNITY PEAN

EQUIRED EMPLOYEE INFORMATION
PRINT USING BLACK or BLUE INK
(Must Be Filled Out)
Social Security Number 4. 2.8 -2) -3 1A%

DaeofBih DY /3 ) /Y AL o
vame Ponamen Qb S
Street Address "2 41} Pemere viaq
ciy Gothige Bcove st Nzil8e\ S
Home Phone E__S_\_'S_LS_'Z.A_lé
~ Do you or any dependents have Medicare? ——————

[ Yes \A'No 1 Yes:
Medicare Health Insurance Claim Number (HICN)

Medicare Effective Date __I _..._I N N e
Names of Covered Person(s)

Social Security Number - 3

DateofBirth ./ _ /g
Relationship: []Spouse [ Child [J Domestic Partner

SELECT COVERAGE LEVEL

You MUST select a coverage level before adding any benefits. Your |
W level will be identical for each benefit.

Employee Only D Employee + Family
Employee + 1 NO to all indemnity benefits.

Name

Social Security Namber " "

DateotBith /! g [M][F]

Relationship: [JSponse [ Child []Domestic Partmer

SENEFICIARY INFORMATION

For Term Life / Accidental Death & Dismemberment, please write
in your beneficiary information.

NAME OF BENEFICIARY

RELATIONSHIP

Accidental Death & Dismemberment is part of the Term Life Benefit.

FIXED INDEMNITY MEDICAL

D yEs $20.91 Employee Only
$42.44 Employee + 1
ENO $56.67 BEmployee + Family
This coverage is not available to residents of New
Hampshire, Hawaii, or Puerto Rico.

DENTAL

D yEs 9 6.17 Employee Only
$12.34 Employee + 1
E[NO $20.36 Employee + Family

€|

TERM LIFE

Q X

D YES $0.60 Employee Only
$0.90 Employee + 1
MNO $1.80 Employee + Family

SHORT-TERM DISABILITY '
&

[]ves

$4.20 Employee Onl
Sto St

Short-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island.

:;;Dsssm ~ Employee Only
la $87.73 Employee + 1
Qs =

D $186.99 Employee+ Family

MNO to MEC Wellness/Preventive Plan

I have read the benefit packet and understand its limitations. 1 understand that open enrollment is only available for a limited time and I
understand that making,no benefit selection is a ination of coverage.

P> Signature

-~

Date _L.L./Lgll-o_.}_é_




