8/28/2017 E-Verify: Print Case Detalls - Preview

‘EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 201 7240122534XW
Report Prepared: 08/28/2017

Company Information

Company ID: 47428 Company Name: Employer Solutions Staffing Group
Employes Information

Last Name: bietsos First Name: donald

_Date of Birth: 01/20/1987 Soclal Security Number: ** ** 2229
Hire Date; 08/28/2017 Citizenship Status: A cltizen of the United States
Document Information

List B Document: Driver's license or ID cardissuedbyaU.S.stateor ListC Document: Social Security Card
outlying possession

Document Name: Driver's license ' Document State: Minnesota
Driver's License or ID Card Number: Document Expiration Date: 01/20/2020

Case Status information

Current Case Result; Employment Authorized Employer Case iD:
Case Submitted On: 08/28/2017 Case Submitted By: SGLAB832
SENSITIVE BUT UNCLASSIFIED

https:l/e-verlfyuscls.govlweblPﬂntCaseDetalls.aspx?CaseVerNum=2017240122534XW



\ PO Box 46270
i Minneapolis, MN 55344-9956
4 Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

LastName_ 2/ORSpp First Name _ Do~z [ Middle Initial __ &
street Address 325 /4 fie Vip1y Al Aptiste _(10
City/Stateizip _La02¢bviy , M) S §/7 4 Social Security Last Four YXX-xx-Z 22 §

Phone Number 85/~ 283 08 U/ Email Address Mnf&] 308 @ e s, 00
Staffing Agency/Recruitment Partner

All offers of employment ars conditional upon satisfactory proof of Identity and legal abiiity to work In the U.S.A.

Are you legally authorized to work In the United States of America? [B3YES [JNO

Applicant Certification and Authorization

I authorize Empioyer Soiutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for empioyment. I 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.

I understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain cllents 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 cllents, government regulations or by ESSG poiicles,

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

I certify thet all statements made in my application are true and accurate and that | have not omitted any materiai information or provided
false or misleading 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.

Do, o if BlerSap Bk B ol/232 /0>

Name (Print or type) Applicant's Signature Date

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

For ESSG Office Use Only
DOH NHW 1-9 8850 w4
Emergency ContactInfo | 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



don't appl l N I If ]
Form W-4 (2017) Grosor 81 000057 > “Uprementl weges Norwrage ncorre 2 Intorss 3 ok

Baslo instructions. If you aren't exempt, complete consider making estimated tax ents using Form
Purpose. Complste Form W-4 so that your the Parsonal Alluwanzgs Worksheet below. IIJ'he 1 gf"omﬁfgg}‘g{.'a E“:Iv&a gg;;“é"nbg;,
B rom yourpey, Canaiie Somietr s ey B {ohoeta on pago 2 frther acuetyour o ses P 63 i T oy s
W-4 each year and when your pamns? or financlal deductions, certain oradits, adjustments to Income, adjust your withhoiding on Form W-4 or W-4P.
situation changes. or two-samers/multiple jobs situations. ‘lw:dearnam or multiple if b'l'gva ﬂth
B from withholding. If you are exem Complete all worksheets that apply. However, you Yorisnd 8pouss or more than one job, figure the
complete only fines 1, 2, 3, 4, ang 7 and sign mP;' may c"l'lle fewer (or zero allowa:geg For regular m"aa'“"‘;g‘s m a!lnwﬂgnhl{:isyggar:anﬂiad 1o claim
form to validate it. Your exemption for 2017 expires wages, withholding must be based on allowances e g ovlvcl? vally Wil bg“r’nos? accul “"m'
Feblml:s, 2018, Ses Pub. 505, Tax Withholding you claimed and may not be a flat amount or when ail allowancssna’}auglalmed onthe Form W4
and ated Tax. percentage of wages. for the highest paying job and zero allowances are
Noﬁ;lfanulhwpamoncan alm ynuaaadeendent Head of househoeld. Generally, you can claim head aimed on the others. See-Pub, 505 for detalls,
on or Ner 18X retum FLILL G Clalim - exemation & DUBeNOIT tih I on
~ Trom withhoiding if your total Income exceeds $1,050 you are unmarried and pay more than 509 of Nonresident alien. if you ere a nonresident alien, see
and Includes more gﬁn $350 of uneaned Income (for costs of keg, a home for yourseif and your Natics 1382, Supplemental Form W-4 instructions for
example, Interest and dividends). s depandars il qualiying individudls, o6 Nanresident Allens, before complsting this form,
ns. An empl may be able to claim Pub. 501, Exemptions, Standard Deduction, and Check your withholding, After your Form W-4 takes
5 P y Fliing information, for information. effect, use Pub. 505 to see how the amount you are
exemption from withholding even if the employes Is having Withheld oo T m]ectedgml e
a dependent, if the employee: ::::m' - :llnllaﬂbm: "’"w"'a,,“g,',‘}g,“e",,‘u‘ :.’:;'of“ ki for 2og| 7. Ses Pub, 505 especylglgy our eamnings
* I3 age 85 or older, withholding Sllowaces, Grods o amy oy dependent  exceed $130,000 (Single) or $160,000 (Marad).
s |s bfind, or care expenses and the child tax credit may bs claimed Futurs developments. Information about any future
oo e BT redteior  Bootub, SO o el o e e Loysopments oty Form W chas
itamized deductions, on his or her tax retum. mee u;ﬁb wﬂhhroldl ang",'.,;’,?m',“’" gy -k astg Www.irs.goviwd. P
Personal Allowances Worksheet (Keep for your records.)
A Enter *1” for yourself if no one else can claimyouasadependent. . . . . . . . . . 5 0 0 0 0 o o o L

ji 1o

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 heip you avold having too little tax withheid)) . 5 0 0 0 0 0 0 o o o g
Enter number of dependents (other than your spouse or yourself) you will clalm on your tax retumn . 6 o o
Enter “1” if you wiil file as head of househoid on your tax retumn (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 plan to clalm a credit
(Note: Do not Inciude child support payments, See Pub. 503, Child and Dependent Care Expenses, for detalls.)
G Child Tax Credit (including additional child tax credi). See Pub. 872, Chiid Tax Credit, for more Information.
* if your total Income will be less than $70,000 ($100,000 if married), enter “2” for each eligibie child; then less “1” if you
have two to four eligible chiidren or less “2" i you have five or more eligible children.
® If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child. 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

® [f you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
For accuracy, | and Adjustments Worksheet on page 2.

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

TmMmoOOoO

1]

mmgo

complete all ® If you are single and have more than one Jjob or are married and you and your spouse both work and the combined
worksheets eamin?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 little tax withheid,

s if neither of the above situations applies, stap here and enter the number from line H on line 5 of Form W-4 below.

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

iy W"'4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
Treasury P Whether you are entitied to clalm a certaln number of allowances or exemption from withholding is
mgﬁ:‘ﬂkmm subject to review by the IRS. Your employer may be requlred to send a copy of this form to the IRS. 2 @ 1 7
1 Your first name and middie initial Last name 2 Your soclal security numb,
Donpll £ Bressoe Qj-222
Home address (number """5‘“”* o rural routs) il 8 B single [] Married L] Married, but withhoid at higher Single rate.
Sif l (:ﬂ- A’f U'"@L” [{‘ .A' f ! l a Nota; If marriad, but legally saparated, or spouse is a nonresident alien, check the "Singls® box.
City or town, state, and ZIP cods 4 Wyourlast name differs from that shown on your soclal security card,
LVo0d.b by, 2l 5577 g check here. You must call 1-800-772-121S for a replacement card. » []
&  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5] 2
8  Additional amount, if any, you want withheld fromeachpaycheck . . . . . . . . . . . A 6 $» —— .
7 Iclaim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. . ﬁg
® Last year | had a right to a refund of all federal Income tax withheld because | had no tax llabliity, and
* This year | expect a refund of all federal Income tax withheld because I expect to have no tax liabiiity. ah

if you meet both conditions, write “Exempt” here . SRR R A E 2
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, It Is true, correct, and complete.

E(Trr':lgl%?}:e;: :::gt';aaltl‘:jrﬁnless you sign it) » egM[ % Date» U g/ 2 ; / / ?

8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) | 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 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security OME:J:“I!J;%W
U.S. Citizenship and Immigration Services Expires 08/31/2019

»>START HERE: Read instructions carefully before completing this form. The Instructions must be available,
during complstion of this form. Employers are llable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: itis llegal to discriminate against work-authorized individuals, Employers CANNOT specify which

document(s) an employee may present to establish empioyment authorization and Identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may als llegal discrimination.

either In paper or electronically,

~ [Bectidn 1. Employes Intérmation and Attestation (empioyeea must cpmpiete and bigh Beah Wﬁam 1-8 no tater
than the first day of emgloyment bwno:bmpa&wemgeﬁwm ; e

Last Name (Family Nams) ’ First Name (Given Name) Middle Initiat Other Last Names Used (if any)
1P}Sae 04/4""}'. 'é
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
395 to ke View Ly /1D bstad hury Al S$572 4

Date of Birth (mm/ddAyyy) U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number

|20 /9T [/F] - 12 FWiASFen805 Yt/ | 657283 -HQYY

terogioibak
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.

I attest, under penalty of perjury, that | am (check one of the following boxes):
[5 1. A citizen of the United States

[] 2 Anoncitizen national of the United States (See Instructions)

|:] 3. Alawful permanent resident  (Alien Registration Number/USCIS Nurnber):

|:] 4. An allen authorized to work  unti] (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" In the expiration date fieid, (See instructions)

Allens authorized to work must provide only one of the following document numbers to complets Form 1-9: mﬁﬁ,m;:;,“;,:g;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forsign Passport Number.

1. Allen Registration Number/USCIS Number:
OR

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

Country of Issuance:

Signature of Employee b K / % . Today's Date (mm/idyyyy)

0€/22/40>
W¥eparér andlér Translator Gertifiaation (aheck aneli | i
LYK nal use & prepaner or transiater [] A préparet(s) ah/of rangiator(s) assisted the emplayee in completing 8Béotion 1.
Aoids helow must ba qampleted and $igned whin greparers anear ransiatars assist an empiqyee in completing Beclion 1,)
I atigs

atiest, under penalty of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowladge the Information Is true and correct.

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

@ E@loyer Completes Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Sesurity B, eiss

Enxpiration Date (¥ any)(mm/ddiyyyy)
NEr-Cirv V]

Expiration Daie (7 any)(mm/dchyyyy)

Document Title

lssulng Authority
Document Number
Expiration Date {( any){mm#idlyyyy)

Additional Information

Document Title

Tesuing Auihorty

Document Number

Expiration Date (i any)(mm/didfyyyy)

Certification: | attest, md-rpcmnyofpodmy.ﬂmmlhmommlmdhdmmemmprdunudbyﬂn

(Z)mmmdwm) bhmulmandhnhhﬂnampl named, and (3) to the boat of mz'.
. appoar oyee » my
employea Is authorized to work In the United States.

Therpmpidyee's iret day of smployment (mmiddiyyyyk O% - 3 %20\ "(8se Instructions for exemptions)

Signatuga of Employer or Authbgizad Today's Date {mmtidyyyy) Title of Employer or Authorized Rapresentative
| . ﬁ O <X ’Ml "Recruiter
prisentativ FlmNmofEnmbyerorAuﬂmdeemtaﬂn EmploydanlmwomamzauonNamo
Glasby Shelby Employer Solution Staffing Gro
Empioyer's Business or Organizatien Addresd {Street Number and Nams) | ity or Town State | ZIP Code
7480 Flying Cloud Drive Suite 200 Eden Prairie 55344
: . { . } '1:.|l. i '{-(. ) i i e ;f 'I 3 : 2 l ’ ‘., , , ~ 2 u ey _:_-,,’ -.;‘.
 Now Namg (Fopelbabihy ~ " 00 SR o | SR e pERON (Wabplsdial - <7 """

TP A"ﬁ‘:“f_“”'%fgi‘!?'HT'.’"?W-.
BRIt v al sl AT
i fﬁﬂ%”wm :

Iattast,undorpomlgyofpujury,thanolhoMofmymm.ﬂnhemployuhauﬁoﬂudbworklnﬂnumhdsmo,andIf
the employse presanted documonus).m.documont(s) | have examined appeer to be genuine and to relate to the individual,

Signature of Employer or Authorized Representative Today's Date (mmaldyyyy) Name of Empioyer or Authorized Representative

Fom I-9 07/17/17 N Page 2 of 3







| De not laminate this card. ;

l This card is invalid if not signed by the number holder unless
l health or age prevents signature.

Improper use of this card and/or number by the number holder
| or any other person is punighable by fine, imprisonment or both.

| This card is the property of the Social Security Administration and
| must be returned upon request. If found, return to:
| SSA-ATTN: FQUND SSN CAR%)
| P.O. Box 17087 Baltimore Md. 21203

Contact your local Social Security office for any other matter
| regarding this card.

{5 ° Sl
. Department of Health and Human Services ¥
|- Social Security Administration

| FormOA-102 (1-87) B 499.90913

L.._- S SIS RSN B -«.-—-——-v—---.-nid



EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INF ORMATION

Employee Name: W 39€
Address: 3?‘5 lo.Ke View 4( vy APF /(d BILEYVS nng) 55/
Home Phone: 6‘{/‘2?3’ = DJVQJ

Nl:}awmémc:‘w ONTACTS
Ploase list two people (in priarlly order) wha opuld be bontanted In case of an gmergency

Contact #1 Home Phone:
Name: <¢0F 4 Dack Cell Phone: €5 /- §2¢-519F
Relationship: (91, £7., Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: ‘Work Phone:

Additional information you want Empioyer 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.

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

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid b paper Check.
SEGTION 1 BASTEINEQRNN FLON

Employee Name 00

o ive D
] B)oiror SSI\I#(lastnm)?,?a Effective Date R

3 8N p2 ™
YO/ e 2/0 7T

SEERON 20 RAN R[] l—'l._!‘(”l'lé_'f'.‘

&) 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)
SEGRION & DIRECGE DEPOST

W [ Update Bank Acoount
& B ;

@ (%00 Taroo
B 09| poo’o 19
B At 0] 3300825 Y i Dae

Account Type: ing [] Savings [lOther
*  To help us avoid g an error, please attach a copy of a voided check. (a deposit slip will not work)

. lfyounhnngebanks,donotcloseyouroldbankaccouutnuﬂlyonrdirectdeposithasslartedatﬂaenswbank,whichmayinkeZpayperinds.
SECTON L PANROUT DEBEE GARD (GEOBN CASELCARD)

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,

Card to pay your wages, For your protection, the financial institntion may ask you to provide them additional identification information so they can
verify your identity,

Exceptibrtherouﬁngandaccountnmnher,ESSGdoesnothaveaccesstoanyinformaﬂonregardingyomPaymll Debit Card account or
transactions, On your first payday, yon will receive your new Payroll Debit Card, and a packet containing ail 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 youn receive
wages.

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

First Name M1 Last Name Date of Birth
5 - 5
Street Address (Po Box NoT ACCEPTAB A Social Security#
City State Zip Cell Phone {mabile)
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

T'have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disciosures, By activating my Payroll Debit Card,
T'am agreeing to the program terms, conditions, and disclosures that are included or made availahle to me from time to time from the financial institution. T
authorize the financial institution to debit my Payroll Debit Card account for the fiees described in the fee schedule that is part of the program terms,
conditions, and disclosures,

Employee’s Signature: leu! %Cb’\ Date: &g/ '2"';3/ / s

I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
of autherized 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: T/ ffﬁ.—eg?ﬁf @ [Zﬂ«&/;’lcb\-«
this information wilt only be used to send your paystubs electronically

Employee's Signature: M @D&“ Date: 8 K/ 2 }/ /7




Direct Deposit / Automatic Payment
Information Form FARGO

The fastest, most convenient way to manage your everyday financial transactions - and it's free!
Benefits To You :

Convenient - Your money is deposited automatically for you, even when You are ill, on vacation or too busy to get to the bank.
Your check is depaositeti electronically into your Wells Fargo account.

Fast-vou AvVE immedia O YO ey ontheday f_d'epos]t,

WELLS

ICCR!

Safe - Never worry about checks getting lost, delayed or stolen.
Automatic saving - Watch your account grow when you have at jeast part of your pay directed to your account.

Automatic Payment®* You can also use your routing number (RTN) and account number to setup automatic payment of your recurring
bills from your account.

7 Three Easy Steps to Set up Your Direct Depaosits or Automatic Payments

Step 1. Use Account Information Provided Below

You must provide your information about the account where the money will be deposited or withdrawn,

Customer Name: Routing Number (RTN):  Account Number: Account Type:
{DONALD BLETSOF 1091000019 7643800258 ICHECKING
Step 2. Cantact Your Employer or Payor )

Contact your employer or payor directly to see if they offer direct deposit service. Where direct deposit is available, provide your account
Information. Your payor may need you to complete a form and provide a voided check or Command check to process your request.
Step 3. Monitor Your Account

For Direct Deposit, it can take one to two months for & payor to process your request and to begln recelving electronic deposits, .

Questions? Wells Fargo Phone Bank™ is available 24/7 at 1-800-TO-WELLS (1 -800-869-3557)

Banker Name; Banker AU: Banker MAC:
|PATRICK DRESLER , o .. ..l0009946 IN9144-011

Page 1of 1
CNS9300 (8-17 SVP)



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 Iéskimaiehuﬂnmpummesmmdxmmplmsec

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: QQ nii /4. £ Q le4loe

First Middle ([0 Last
none)

Other names used:
Current county of residence:

Current and former addresses:

0/ LF current 225 [one Vipw Ly APEOD toeadbuly, au 5572
from Mo/Yr to Mo/Yr Street City, State & Zip
R2/16/(6 OXl/ (7 195 b flivsod AVE wilr3? bep) lo A2, 2al/
from Mo/Yr to Mo/Yr Street City, State & Zip
O[/1S/i5  83/18/1 ¢
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.

Y/20/00¢3 YD) 1/-272 8

Date of birth Social security number

PAas 136503816 bing !l Cavnyel BrodSoe
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box; 0.

BA frk 0R)272/1%

Signature Date




~ employer solutions staffing group.

L everaging Resources in a Changing Market

STATEMENT OF ﬁNFIDENTIALITY
This agreement made thi@—?> ay of _Lg_;_ﬁ.ﬁ‘__, 201:Z between

Employer Solutions Staffing Group LLC, hereinafteryeferred to as “‘employer”,
and hereafter referred to as “‘employee”.

WITNESSETH:

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

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, hpowever, 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.

,]QM/ /Y




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 emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): 0‘71&’, Id, 5&0 5o

Signature/Firma: JH./ &75




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

Notify

your physical condition.

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

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

Signed: M‘l@m

Printed Name: __ 0, , Ll Erehsy 2




- 8850 Pre-Screening Notice and Certification Request for

(Rev. March.2016) the Work Opportunity Credit OMB No. 1545-1600
|nmm’a|mﬁm$as;wm : P 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,

Yourname _ Doqé Y & g lptSa g Soclal security number » &y 2. 1/~227
Street address whereyoulve S 25 {0 A U000 do

" Clty or town, state, and ZIP code sty ml) $S12 ¢

County _ |A/6if A ” oo Telephone number &4 ,’j 4 L) Ri] V
If you are under age 40, enter your date of birth (month, day, year) 1 /20 Z 105 2

1

2

-

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

[1 Check here if any of the following statements apply to you.
* | am a member of a famlly that has received asslstance from Temporary Assistance for Needy Families (TANF) for any 8
months during the past 18 months.
* | 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 rehabllitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.

e lam at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5§ months, but Is no longer eliglble to receive them.

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

* | received supplemental security income (S8) benefits for any month ending during the past 60 days.

* |am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

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

[ 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 perlods totaling at least 8 months during the past year.

[J Check here if you are a member of a family that:
* Recelved TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earliest 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 law limited the maximum time
those payments could be made.

] 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 befors the day | was offered a job, and 1t is, to the best of my knowledge, true,
correct, and complete.

Job applicant’s signature L,bu/f\é';% Date (] f/ 2 {_ / {3

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)



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

Client: Company:
Employer Solutions Group

Location: Position: Starting Wage: $

EMPLOYEE SECTION:

Employee Name: Street Address: City/State:
S8#: Date of Birth: Age: Have you worked for | If yes, location:

e Y TR 2 I T w1

Zip:

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

Yes

No

1. Have yon 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:

(If yes, please provide information below.)

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?

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

3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months?
Please note, this is not the same as Social Security benefits (8S) ar 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:

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.

D Vaocational Rehabilitation Agency D Dept. of Veterans Affairs D Employment Netwurk (Ticket to Work Program)

5. Are you a Veteran of the U.S, Military? *Jf yes, 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

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: / /

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 this a [_] Federal or [ ] State conviction? If State - County; State:

O O O|%;

O O O;

Additiongl Tas Credits

IEC (Native American): Are you or your spouse a member of a Native American Tribe?
*If you checked yes please provide a copy of your CDIB card,

SC Residents: D Do you receive Family Independence Benefits?

CA Residents; Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?
Ate you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?

O

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above to be true and accurate 1o the best of my knowledge, and 1 hereby authorize any agency, organization, or

individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: Jﬂa,é h.’?‘ Date: 08/ f?-J’ / [




SpsciahistsiniTax Cradit Administra:ion

Qualified Long-Term Unemployment Recipient

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

Client: Company:
Employer Solutions Group

Location: Employee Name: D 4

e 1 Biesse?] SG97.00-2+7 9

EMPLOYEE:

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

] I'have been unemployed at any time during the last 12 months.

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

[J  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.

Employee Signature: .ﬁ,\: / ‘9/ ' Dateb g /’2 2 /;‘ 5

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

WWww.retrotax-aci.com



employer solutions staffing group...

Notification of Minnesota Law Requirement -

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar 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 cbntact ESSG (for instance, by calling 852.277.5227 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 received
a separate copy of this form. (Initial)

Bt Bra 08/23/,

Employee Signature: Date:

MJ// @/ e S0P
mployee (please print your name here)

5

CMG_SM - Rev. 09.2013






ot ‘W Leemgs!noa{iiuﬂ%tjcﬁwﬁmgg g b et T T é*vs“ﬁ'-“u‘"m E@M
Enhanced MEC Plan_Plan 1 .

Benefits Enroliment Form LI New Em ployes

Enipiloy o MfGrimation

Name (First and Lasg) bcial SBecurity Number
Doscid Bleisar &2/ 409222
Addrasa —t
- e = od by Vi £c/29
Gonder 10 Maio gﬂulﬂm Singie | Date of Birth I/!/[ﬂ y 93_2 = Date of Hirp
0 Fermalo | [ Mayried [ Divorced 07020/}
hons Number: " Email Addreas;
65/"223‘03"1/'/ 7‘7/2’:,_%/] fgafﬂ 9@5 2. L On
Please Select Desired Coverage: :
‘ Employee Only - D Employee+Spouse - Employaa-l-Chlld(ren) - E Family -
$24.00/Week $38.00/Weok $36.00/Weak ssa.o_o__m_eek
Sodel Secuty § Birth Date | Sex | Relationship
[First Nams — L  [a®Name ’ 8 ::... nspamnnul?mcmmw
g 3;0188“0!"!]., amm, Sex | Relaﬁm!lﬁ“ p |
- - TR O ree [T DG
msmﬂ - Birth Date S'I. Rdﬂﬂnnship
aTe WM ~—Tast Nama : Ell MF;-“ mpoﬁu m'.i',.:,““‘
NAME OF PERSON COVERED {FIRST, LAST);

Employes Signature

Date
EMPLOYEES DECLINING e
lnnd-nhndﬂulludlormy - lpﬂ-luﬂmlmahlnhrdﬂn."hnwhumldomhluhmmlhmd
must mest the requirements o mng.furﬂumpnny’nmdmlordmhlp .lfldocllmonmlluuntfwmynlfurmydomm
ancludlngwlmm)bmuu o be abis to enroil nwunwwﬂn“::Flnmhplm. provided | request snroliment within 31
days after the other ¢ @ enln, In addition, amd-nnﬂmuhﬂonlhlpfomulmmof m,um.amm.mmmmmmnumqwn
oudcpuou.lmlyhabbhon lmyuonwmd-ummuluqumnwmmmlnﬂdlylaﬂhom
IF DECLINING- YOU MuST SIGN HERE

Emwoyes Sgnsire N, | Bioon,

o 08722/ >
Employer Solutions Staffing Group Health Benefits Team 2 =4
7301 Ohms Lane Sulte 405

Edina, MN 55439
Phone: 962-767-9519 Fax: 952-787.-9515
Emall; Health@amployersoluﬂonsgroup.com




= ST ——waAwARLT_ K LGN & ] .
S7 MS1. . 219301-E5G4 OFFICE USE ONLY LOCATION Rehlra Data__/m
ENROLLMENT FORM ' ESC CUUNAC-MN) p1 ,
Nama ), o RS ZS‘J:.'JJ?J'IS:“‘"‘°"‘"il§'§£2‘,?:""'"‘°“'; T
-] >ifis e
el T L VR
Address X Apt. #
3 o8 l6.f7 viaw A
——y = —— %
; K7 Non] 29N Sr/24 1 120 7 148

B. DO YOU OR ANY OF YOUuR DEPENDENTS RECE|VE MEDICARE BENEF|TS?
Medicare Health Insurance Claim Number (HICN)

[ O

w8 INo. I ¥es, plezse continue,
Medicare Effective Date

Na—meofcovaredPemon(s) R e e e

C. LIMITED BENEFITS PLAN SELECTION . S s PR Bﬂy_rgllﬂgd!qegl w-..k!!na‘
You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section € will
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Sh ns are underwritten by B
Insurance Company. The Vision plan is underwritten b y Companion Life Insurance Company.

SELECT COVERAGE LEveL, FIXED INDEMNITY

L v fon et s e

SHORTETERN

" MEDICAL " DENTAL | w_sxou TERM LiFE D'“"_."-_'F"*

. Employesniy [ ]| * sanan. @ 617 W3l S22 B s0e0 93 saao §
Employee +1 [ ] $41.10 ' $12.34

$4.92 $0.90
© . Employea s famiy [ | - s8esg |

e oA Bonetts [ [ ves [no | L lves Clve | Clves [ |

! This coverage is not available to residents of NH, HI, or
For Term Life / Accidental Death & Dismemberment, please writo in your beneficlary informa
Dismemberment is Part of the Term Life Benefit.

atlon. Accidental Death &
e Relationship
D. REQUIRED DEPENDENT INFORMATION '} » .*“'- T e
N S A -l e e L
Name

At T hid [ IDomestic Partne
Soclal Security # | Date of Birth | Sex

Relationship
L e SN | 3 e P Domestic Partne
Name Social Security # ; Date of Birth !

Sex Relationship'
ratie S LN B i) [ Spouse [ chiid [ Domestic Partne
Name | Social Security # - Date of Birth | Sex rRelationship

= /| IMI[E] L Spouse [ ]child [Jpomestic Partne,

E. REQUIRED SIGNATURE vou__ MUST SIGN AND DATE,
| have read the benefit packet and understand its limitations. | understand th
a limited time and | understand that making no benefit selection 's a declination of coverage.
DATE 0¢€/23/20/%

EVEN IF YOU DECLINE COVERAGE
at open enroliment is only available for

This is an-Essentla) StaffCARE Enrollment Forr



