P E-Verify: Print Case Details - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017163100228KJ
Report Preparad: 08/122017
Sompany information ——
Company ID; 47429 mmmam&msmemup
Empioysg Information _
Last Nama: Bofton First Name: Maroua
Date of Birth: 12/18/1885 Soclal Seourlly Number: handad -1 |
Hire Date: 06/08/2017 ) Ghizenship Status: A ciizen of the United States
Dooument Information
List B Dooument: Dmsrshusaormoardlssuedbyau.s.amaoroumembn List C Dogument; Soolal Securlty Card
Dooument Name; ID carg Document State: Minnesota
Driver's Licensa or ID Card Number; Document Expiration Date: 12/18/2021
Casa Status Information
M
Final Case Result; Employment Authorized Employer Case ID;
Casa Submitted On: 08/12/2017 Case Submitted By: YMOLI5B45
Closed On: 06/12/2017 Closed By: YMOUS845
Closure Statement: The employes conlinues fo work for the employer after racelving an Employment Authortzed result,

SENSITIVE BUT UNCLASSIFIED

hﬂpsd/e-verify.uscla.guvMeUPrlntCaseDeiails.aspx?CaseVerwn=2017183100228KJ
EEee—————

"



' ' h
employer solutions staff Ing group. ST
Leveraging Resources in 3 Changing Market ' Tel: 952.835.1288

www.esgstafﬁngsolutlons.com

New Hire Application

Personal Datg. PLEASE PRINT LEGIBLY IN INK
———————=9lOLYIN INK

Last Name w First Name ¥V ¢, v .« — Middle Initial _

Street Address 1] So ST\ wEA ke £ Ave Mol e —Aptiste_ Mpgpp2

City/State/Zip <4 . \o Social Security Last Foyr XXX-XX-K 2.5\

Phone N"mbe'WL L —of\ Email Address %Wt
Staffing AgencyIRecru_itment Partner N M g '

All offers of employment arg conditional upon saﬂsfactog proof of idenyg and legal abllity to work Inthe U.S.A.
Are you legajiy authorized to Work in the United States of America? mES CONo

Applicant Certification ang Authorization

| authorize Empioyer Solutions Staffing Group (ESSG) to use the information ang statements Contained in this appiication to determine my
Quaiifications for employment, | authorize ESSG 1o make inquiries of my former empioyers, except as indicated In this appiication,
regarding my previpus duties, responsiblifities, performance, compensation and eligibility for rehire,

| understand that a compreherisive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
i ¢

This may inciude but is not limiteq to, investigations of criminal andy/or conviction records, driving Tecords and/or g drug screen test as
required by clients, government reguiationg or by ESSG poiicjes,

consideration for employment or, if discovered after | begin employment, wilj resuit in my termination,
If hired, } agree to abide by the policies and procadures of ESSG,

Macrs  Borten = 6-%- \1
Name (Print or type) Applicant's SBnature = Date

A copy or facsimlle ("fax™) will be consldered the same as an origlinal signature, Email will ONLY be used for employment correspondence

For ESSG Office Use Onl

wa -’

Unemployment Letter ESC Application
(If applicable)

DOH
——

Emergency Contact Info Background Release Form

Background Results

0
For ESSG Client Use
Work Site Loc.

ESSG - Supermoms CMG Rev. 0572015



T ———

The exceptions don't apply to sy Plemental es Nonwage Income, If oy have a large amount of

F 0 I m W'4 (2 01 7) greater th%ﬁﬁ $1.000,oo€.p P o nonvrggge lnac”?me, Such as lrgirestag dnlgda}ds,ﬁ
== Basic Instructions, |f o, &ren't exempt, compiste Sosp.der making estimatad :,ﬁ'a’"'e using Form
Purpose. Compiets Form w.g 50 that your the Personal Allowansoe Worksheet below, The 1030'5513%;'2';;%;:}‘&'3 l:’h”:"- Olhefw
employer can withhald the corect faderal income Worksheets on page 2 furthe, adjust yoyr gnonumltya’{noome 868 Pub, 508 frou ;fnp'?ns °",%' id
1ax from your pay, Cansider complatin answ Form Wwithholding allowanoes basad o ftemized ot hoidi on Fo Wt o wy"“ Shou
W-4 each Kaar and when your personal or financial deductions, certajn Credits, ad]{f,mem to income, adjust your withh ng m rW-4p,
situation o anges, orfwo-eamera/mumplejobe Situations, ngd earnaers or multiple tA:"bs. i {og lagve ath
Exemption from Withholding. if you are exampt, Complets all worighegts that apply. Howaver, you torking 8pouss or more one job, figura the
fomplete only lines 1,2, 3, 4. and 7 and e?n the may claim fawer (orzarg allowa:pcas, For regular m{}"’g‘s”e&f “"""rﬁ"“m ygg a’::,y e"é" claim
form to validate it. Yo, examgtlon for 2017 expireg Wages, withholding must be based on allowanges w 4 Yo \Injrlthﬂt‘mdlon u“ug w’.ﬂ berone Farm
Febrg:? 15, 2018, See Pyp, 05, Tax Withholding you clalmed and may not pa afiat amount or Wi alllgllowanoea ge :lalged o th'g Form W
and Estimated Tax, Percentage of wages, for the highest p ng job B0d Zero allowances gre
Note: If another Person can glaim YOU as a dependgnt Head of housshold, Generally, You can clalm hgag clalmed on the ers, See Pub, 505 for di
etails,

on his or her tax ) YOU ean't gjaim exemption of housshold i, ON your tax retum ormy if N dent allen, f 0 onresident aj;
from withholding ur total Income excgeg $1,050 You are unmarried ang P&y more than 609 of ifq Na"u""’;"agz gu ",'s Yo a’,‘:’: n V?I iy ent bt sfge
and Includes more thap $3s0 of uneamed Incoma (for 20818 of kesping up & home Tor yourself ang |your Nor2 dent Allore g’;gg’ ""‘,aﬂ ﬂ“f,g}‘o ons for
€Xample, Interest and dividends). depend; sfar atﬁer qualifying Indlvidualg, Sgq anresident Alins, Gompleting m.

Pub. 501, Mmptions, Standarg Deduction, ang Check your Withholding. After your Form W-4

Excepﬂons.Anemplgreemaybeabletoclalm Filing Informat] for [nfo ati Pub, 505 to goa | h nt
& ganption from withholding ever, Ifthe employee i "8 Informetion, for fnformtion, gﬂsﬁt, uvo;I.?h hgld Beetumgur e %’12'3,‘.; t you atr:x
& depandert, if the empioyge: ey mﬂ,ﬁ Ig',", ”“J?';ﬁg’,’}';’g,‘é‘?,f,,‘,,‘,’,‘,‘i’:ﬁ"’ o for 204 7. See Pub. Bha espscylally f your eamingg
* I8 age 85 or oider, moldlng agllowgn)&s. fts for child or dapengent exceed $130,000 (Singfs) o §180,000 (Marieq),
care

Is biind, or 8Ns8s and the child tax credit may b glaimed Future develp ments, information about any futyrg
:wm ol alr:a o 10 income; tax cradis: = galngetxhl? ggsrsfgnlal foAllowancea Worksh:yat below, 'de\’r:llo mam:itgg@‘g_ﬁm }N~4 (suohmag y
ustmer s 3 cred| ) X [v] (-
temizeg deducﬂons, on his or her tax retum, mdee n: Into wltht';n'lldl ""Zfig",‘,:,',‘c‘;g_"’""""g your other a‘igwwwj,'é';'ﬁl/m. e feleass 1) will be ——
Personal Allowances eep for your records,
n
A g elsecanclaimyouasad e ., RS R A e « « A

B Entersq» if: { * You're Mmarried, have only one job, ang Your spouse doesnt work; or }

* Your wages from a second Job or your Spouse’s wages (or the totg] of both) are $1,500 or less,
C  Enter*1" o, Your spouse, But, you may choose to enter *0-* i you are married and have either q working spouse or more
than one job, (Entering =-g-» may help you avoig having too jittie tax withheld,) , | L T T e c
D  Enter number of dependents (other than Your spouse or yourself) you wiji claim on yoyr tax retum 0 g D
E  Enter«y» if you will file ag head of household on your tax return (see conditionsg under Head of househalg above) E
F

* If your totg) Income wilf pe less than $70,000 {$100,000 i Married), enter #o» for each eligble child; then less “17 jf yoy
n

* If your totg| Income will bg between $70,000 ang $84,000 ($100,000 ang $119,000 married), enter “1* for each eligible chijg, G
‘H  Addlines A thr_ough G and enter totg) here. (Note; This may be different from the number of exemptions you clajm on your tax retum,) b H

—
® If you plan to itemizg or clalm a ustments tp income ang want to raducg your withhoidin » See the Deductions
For accuracy, and Adjﬂstments Worksheet on g:'age 2, x

complets all * If you are singje and have more than 2ne Job or are marrieq and you and yoyur SPouse hoth wark ang the combined
worksheets earnlnFs from alf jobs exceed $50,000 {$20,000 i Married), ses the TWo-EamWMumple Jobs Worksheet on page 2
that apply. to avoid having too [ittle tax withheld,

* If neither of the above situations appliss, stop here and enter the number from jing Honline 5 of Form w-4 below,

———

Form w-4

Department of the Treasury
lmﬂnal RWBNUB SBMBQ

Employee’s Withholding Allowance Certiflcate OMB No. 1545-0074
P Whether You are entitled to claim a certajn number of allawan r 2 @ 1 7

2 Yoursocia) security number

Single [T Marrieq L] Married, put withhold at higher Singig rate,

20 e P} CA A 4 Note; 1 married, but Iagally separated, Or 8pouse Is & nonresident allen, chack the “8ingle” box,
City or town, Stats, and ZIP cods 4 Hyourlast name differs from that shown on your goglg security card,
It - D A/ Y S\ 0L, check here. You must call 1-800-772-1213 for a replacement carg, p |
5 'Tota number of allowances You are claiming {from line H above or from the applicable workshest on page 2) B
6  Additional amount if any, you want withheld from each paycheck | ok o N, e $

Employee’s signature
(This form i

lete lings and 10 only if 8ending to the IR8,)

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



M

|

Employment Eligibility Verification

USCIS
Department of Homelangd Security Form 1-9
A . e A OMB No. 1615-0047
U.s. Citizenship and Immigration Services ires 08/31/2019

Middie Initiaj
M

ther Last Names Used (fFany)

C —
prt. Number {City or Town Slate ZIP Code
e ks O Do My | 55106
Date of Birth {mmsddyyyyy) U.S. Social Security Number Employee's E-mall dress
2~ gl

Employee's Telephone Number
TS/ [0]6) - [{Zjs]L m%%@i(iﬁz) “S\ekls -
I am aware that federal law provides for imprisonment and/or fines for false statements or
connection with the ¢

use of false documents In

ompletion of thig form
I attest, under penaity of Perjury,

S ﬁR Cada; sgcﬂog 1
lon Number OR Foreign Passport Number, ot Write In This Space
1. Alien Registration Number/uscis Number:

OR

2. Form I-94 Admission Number;
OR

3. Foreign Passport Number:

Country of issuance: ;
Signature of Empioyes Today's Date (mm/idpyyyy) '
! oye . i | oday's Date iy ‘l
Rreparer andlor Translator O ifidation Tehesk aney; ' il
[ ] 8 not ueg o Prepare of transigtor. 7] 4 repares(s) anitfar tranilatoris) asgisted the bmployee in tampiéting Bection 1.
below must be oamaigpeg and signed when rireparers enclior translatory agsist an 9mloyep n vormpleting Seutian 1 y.

I attest, under Penaity of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowledge the Information | true and correct,
Signature of Preparer or Transiator

Today's Date (mm/ddljlyyy)
Last Name (Family Name) First Name (Given Name)

‘fress (Street Numper and Name)

City or Town

State ZIP Code

@ Enm’er Conqpletes Next }_»’age @

Form 1-9 1111412016 N




Employment Eligibility Verification
Department of Homeland Security
U.S. Citizenship and Immigration Services

Seatlon 2, Emple ized Represental s; Review dnd Ve ron W b
(Employers or their aut edrap}aa'mamoamastewws. and tfon 8 businegs days uf the smployeq's : e«wamg: You
must physically examing pra dnsument fram List A onacemamggn"wmm:ﬁ?mﬂmwammmmmmwdguwwm Lists
Employee Info from Section1 | Last pr;lame (Family Name) First Name (Given Name) M.l Clﬁzenshlpllmm!graﬁon Status
ListA OR ListB AND ListC
Identity and Employment Authorization identity Employment Authorization
Document Title Document Titie D ent Title ]
Minnissda | p!m;\:,' H @\W\Lﬂ-ﬂ Secial Mﬂ}g (ar
Issuing Authority Issuing Authority . Issuing Authority
S EMivN2Eota S8 A
Document Number Document Numbe, Document Number
50t X HIS-06-2.X)
Expiration Date (if any)(mm/dd/yyyy) Expiration Date (i any)(mm/ddsyyyy) Expiration Date (i any)(mm/ddfyyyy)
12/1% e N AT

Document Title

Issuing Authority Additional information 5‘,,",,3"3;5:;;’"1;’,;‘::;;
Document Number

Expiration Date (i any)(mm/didiyyyy)

Document Title

lssuing Authority

Document Number

Expiration Date (Ifany){mm/dd/yym
Certification: | attest, under penalty of perjury,

(2) the above-listed document(s) appear to be genulne and to relate to
employee Is authorized to work In the United States,

that (1) I have examined the document(s) presentad by the above-named employee,
the employee named, and (3) to the best of my knowledge the

The empioyee's first day of employment (mm/dd/yyyy): (p/ P’ , Zoa7 (See instructions for exemptions)
Signature of Repfsentative Today's Date(mm/ddiyyyy) Title of Empioyer or Authorized Representative
. {2} 1 e
Last Name of Empl} orized Representative | First Name of Employer or Authorized Representative Employer's Business or Organization Name
- EMPLOYER SOLUTIONS STAFFING GROUP LLC
Empioyer's Business or Organtzation Address (Strest NumpEr and N City or Town State ZIP Code -
7301 OHMS LANE  SUITE 405 i EDINA MN 55439

ot avertioation and Rehires (75 e Gomgeted snd sigred by smpiayer or butfibrited epricsriative )
A, New Name (7 applicable] ' ___|B. Date of Rehire (7 applicabls)

Last Name (Family Name) First Name (Given Name) Middle initial Date (mm/ddlyyyy)

e employee's previous gr

o
tinulng employment authnlgzaﬁon I the space previded belgw.

duthorization has expirad, provide the Tnformation for he doourmant or recelpl thaf establiahes '

Document Title

Document Number Expiration Date (if any) {mmsdiyyyy)

| attest, under penalty of perjury, that

to the best of my knowledge,
the employee presented document(s), the document(s) | have examined appear to be genuine and

this employes is authorized to work In the United States, and if

to relate to the Individual.

Signature of Employer or Authorized Representative

Today's Date (mm/ddlyyyy) Name of Employer or Authorized Representative

Form1-9 11/14/2016 N




. MINNESOTA

J

mEN'rlFchﬂolﬂ:
NOT A DRIVER'S LICENSE

MARCUS ALLEN BOLT,

1350 snLLWATER‘A'O hh‘ U3
ST PAUL, MN 5540

Date of Birth 12-18-1985 =k
s:xeo IEyee. "Cfl::‘ R
M BRN E In:
Height  Weight i

59 245 4’40. 4
ISSUED 05-2017 7 qﬂss.‘l‘z-w 2021

8 i

,\\ n \‘\




! Boein} Securj

CLASS: ID ONLY

1181988

ENDORBEMENTS: NONE

RESTRICTIONS: NONE

-
L]
This carg bt-long: to the Socia) Se “urity A g istration ang You mug;
retarn g jf € ask for jt.
ifyou find a card tﬂat isn’t Yours; plogge return jt ¢ O
_ Soeia] Security Admbl.istrauon
PO. Box 330 8, Baltlmore, MD 2!29&300{‘
For any other Social Secy ty busmess/infomm 1, contaey Your Jpe.j
Social Sceurity office. Ifyou write to the above adg
Glher ¢ Tetumning , found ¢

€58 for any businegg
feceiveg g e8porge.

= ’

ty Admj

m'stration
Foarm SSA~3000 (08-20; h



EMERGENCY CONTACT INFORMATION

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

Employee Name: _Mlencces  Ph0\\ow

Address; S6 oA\ wta vV S5i. \ Mar SS\el
Home Phone: ( § $2.) L~o0%\3y

' . EMERGENCY CONTAGTS L
Ploase list two peaplg (In pHlorlty order) who could be santapted in case of an ammergency

Contact #1 Home Phone;
Name: VitAor De\kown Cell Phone: L1 Yob — H63zZ
Relationship: L (¢~ Work Phone:

Contact #2 Home Phone:(40\) 7071~ HZ 73
Name: Masteve o \lowvi Cell Phone:
Relationship: ULWU)-W\K Work Phone;

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

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



~ employer solutions staff ing group.

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)
Employees have the
If

option of receiving wages by Direct Deposit and/or Payroll Debit Card,
brovide a written election, wag i ;

SECEION |

SEEFON 2 I’,-\\'I\’-UI.I
|_| Direct Deposit (Please complete Sections 3 and § below)
N[ Payroll Debit Card (Please complete Sections 4

1 Depo tacmwmmaytakeuptn?duys‘tnbeadfvamd
and 5 below) W\ Baper Check (Please complets Section 5 below)

Tunderstand 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 [ Savings [1Other

To help us avoid making an emor, please attach a copy of a voided check. (a deposit slip will not work)
*  Ifyon change banks, donotcloseyonroldbankawonmunﬁlyourdimctdepusithasstartedatﬂxenewbmk,whidimaytaknzpayperiod&

request a Payroll Debit Card for you, we must provide all of the followmginformaﬂonﬂmtwﬂlenabletheﬁnancialhsﬁtuﬁonto 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
Cardtnpayyonrwages.Foryourprotection,meﬁnmdﬂhsﬁmﬁmmayaskyonmmﬁdethemaddiﬁmmidenﬁﬁcaﬁonmfomaﬁmsotheyenn
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 issned)

" " e e
AY

4TS ga )
Ziiis w Q iel] Phone{mobﬂei \ -0 E \3

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

Payroll Debit Card Routing # Payroll Debit Card Account # ls

*E-mail: Wy 00 D o\bon 2004 @ ¢ = LOVWA,

this information will only be used to'vbnd your paystubs electronically

Employee's Signature:




Authorization

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, crim|-
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. Iif 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: ~ YWlg ¢, .4 A\\ew I%oj.}g/\.
L st Middle (OJ

none)
Other names used:
Current county of residence:
Current and former addresses:
33011 current 135 44 St3a, M
from Mo/Yr " toMofYr Street City, State & Zip
-G - 3~35 -\ l %
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes,

1211811985 475-0¢- 3251

Date of hirth Social security number
E LI5S0 oRl2 AL SN
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 reguest
a copy of the report by checking this box: [,

b— %- \1

Date

155 106
S 10



~ employer solutions staff INg group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
= o LUNFIDENTIALITY

This agreement made this (, dayof & , 20117, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “emplqyee”.

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.

Employee Signature

Employer \Sjiutiong Staﬁhg Group LLC, Representative




employer solutions staff iNng group.

Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

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

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. Sj se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago Yy reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35,

AGREED/SE ACUERDA—

Name/Nombre (con letra de moide): Mb‘\{_‘fd,ﬁ 556 \lowv

Signature/Firma: L) Aol




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.

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

Signed: —22209  Reltiz
Printed Name: Wl oucC.08  Re\\ow




s 8850 Pre-Screening Notice and Certification Request for

{Rev. March 2016) the Work Opportunlty Credit OMB No. 1545-1500
lmamall muﬂ;es;w@ : P> Information about Form 8850 and its separate Instructions is at www.lIrs.gov/form88s0,

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

Your name MM_&AAQ Soclal security number > {47 S5-0b- $Z 5 \

W
Street address where you live 2\ A AL

City or town, stats, and ZIP code Shpaely, Mar, 55\

County ‘&MF ___ Telephone number {_“l.Sl d Y5\~ o€\

If you are under age 40, enter your date of birth (month, day, year) \2Z - ‘55 - 9% 5

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

2 [ Check here if any of the following statements apply to you, :
* lam a member of a family that has received assistance from Temporary Assistance for Needy Families (T ANF) for any 8
months during the past 18 months,

* | am a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program (SNAP) bensfits (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,

* 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 8 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 6§ 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.

* Irecelved supplemental securlty income (SSI) benefits for any month ending during the past 60 days.

| am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but iess than 8 months during the
past year. '

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

4 [ Check here if you are a veteran entitled 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, 4

5 [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 8 months during the past year,

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

* Stopped belng 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.

Slignature—All Applicants Must Sign

Under penalties of Perjury, 1 declare that | gave the above Information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, trus,
correct, and complete,

Job applicant’s signature p Date é . @ jory \,'7
For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 228511 Form 8850 (Rev. 3-201 6)




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

Client: Company:
Employer Solutions Group g CM Gﬂ

Location;

Position:

Ot Frt eape s Produed hn,

EMPLOYEE SECTION:

475-0b-925\ | 12 1% 1985 |5\ T e

Employee Name: Street Address: City/State:

| Maston Bo\ow 1350 S¥Wueder Ave. |5 Peeud
SSi#: :

Date of Birth; Age Have you worked for | If yes, location:

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

1.

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

Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months?
{If yes, please provide information below.)

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

*If you checked yes please provide a copy of your SSI do

Have yon received any type of vocational rehabilitation services within the past two years?
If yes, pleass indicate which type of agency you worked with and provids their location information below:
EI Vocational Rehabilitation Agency Dept. of Veterans Affairs I:] Employment Network (Ticket to Work Program)

City: - : County: State:
*If you checked Yes please provide a copy of Your active Individual Work Plan and Ticket to Work documentation,.

Are you a Veteran of the U.S, Military? *Ifyes, please Pprovide a copy of your DD-214 and letter of separation,
(If yes, please provide information below. Ifno, please continus to question #6.)

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

O

O

6.

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

If yes, dates of unemployment - From; / / To: / /
Did yon 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 D State conviction? If State - County: State:

O O O;

Oy O gj;

Additional Tax 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,
CA Residents: [ ] Are you the child of Toster parents? D Do you receive CalWorks? D Workforce Investment Act?
Are you a migrant or seasonal farm worker? Have you ever been convicted of 3 misdemeanor?
SC Residents; [] 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 1 hereby authorize any agency, organization, or

individuals
Consultants,

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

1o supply such verification or information that may be needed 1o delermine tax crediz eligibility 10 my employer, employer representative {Associated

New Employee Signature: % Date: _(o— G~ 1‘[



Qualified Long-Term Unemployment Recipient

Client: Company:
Employer Solutions Group CN\ Cg,

Location: Uf\i“ F’W I Employee Name: W(%‘bgw#\ssﬁ_ls_ 06~-%LZS\

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: / /

[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 informatjon is true and correct to the best of my knowledge.

Employee Signature: Date:

3 _-%-\1

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 Re uirement —

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 fo
affirmatively request an additional suitable Jjob assignment, (2) refuses
without good cause an additional suitable Jjob assignment offered, or (3)

accepls 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. Mb__ (Initial)

25 Coli, 6- % \T
mploye€ Signature; Date:
émployee (please print your name here)

CMG_SM - Rev. 08.2013




)l

DRUG AND ALCOHOL
TESTING CONSENT FORM
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2, I have read the entire contents of this policy and | am aware and fully

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

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect 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.

iﬂb@ém
Individual’'s Name

lo— 68—\
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10




< @ employer solutions staffing group. 6 ESN G 0@
.o @, Leveraging Resources in 3 Changing Marke: T ey

Enhanced MEC Plan_Plan 1 RenefitPlan Adminisrator, oc

Bensfits Enroliment Form ON

EW =mployes | [] Rehire Rehire Date
Eniployes nformiation

Name (First and Last) Social Security Numbey
W U7S - 06-%2 5\
ress City State p Codo
3 Ho S0\ D% - Dl May” 85106
Gender e Marital Status Single | Dats of Birth Date of Hire
L1 Female | [ Married [ Divorced —\ ~\14
Phone Number; Address:
.~_.L°L5_Q_HSZ 4S\-08\ MM@_@%
Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee-l-Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Soal Secury# Birth Date | Sex @ﬂmﬂﬂp
0 maie DOspouss [ chita
st Name [ Female O Domestic Partner
L i vl ""-.. ‘]. 1 '_ --.- . 4 'u. | S
Sooial Seourity # Birth Date | Ssx Relationship
C1 Male [JSpouse [ Child
Last Nama ] Female [0 Domestic Pariner
e e e SRR L O T R e Wk
Social Sscurity # BirthDate | Sex Relationship
0 Maie  child
[Flrat Nams WL a5 Nams | D ro e DSPEWE D O
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employea Acknowledgemeant and Authorization - | hershy appiy for the group benefit(s) as indicated, | acknowiedge that al) entries are true and complete and that
any misstatements or fallure to Faport information may be used as the basis for cancellation of coverage for me and my dependsnt{s), if any, from the original
sffactive date, Further, | authorize my employer to make the necassary payroll deduotion of premiums for covarages | have elested,
IF ENROLLING - YOU MUST SIGN HERE
Employee Signature J Date
——
—TLOVERSOECLMNG B | am) DEGLINING coverage
l understand that | and/or my dapendents, if any, waive any coverage and desirs to participate in the plan at a later date, [\we may be considerad a jate enrollee and
must meet the requirements defined in the Certificate of Coverage for the Sompany's medical or dental plans. if | decline enroliment for mysaif or my dependents
(Including my spouse) hecause of other goverage, | may, in future be able to enroll myseif or my dapand;: in this plan, providad | Tequast enroliment within 31
aftor the other coverage ends. in addition, if a new dependent relationship forms as a result of marriage, birth, adoption,
of adoption, | may be abie to enroll myself or my depandent, provided avent.

Edina, MN 55439
Phone: 852-767-8519 Fax: 952-767-9515
Email; Health@employersoluﬂonsgroup.com




= mmeess sssusaaauty (ACWICAL DENENts Plan 2

s VS| 219301-ESG-1 OFFICE USE ONLY LOCATION Rehire Date___/__/__
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
A. REQUIRED EMPLOYEE INFORMATIORN PRINT USING BLACK or BLUE INK (Must B;-ﬁilled Out)
Name ! Social Security # [ Home Phone Sex IE/
Magres e\Non— L4725 06-%25\ |52~ 4S\-68\3
Add . _ Apt. #
‘E{'E)@ S{an w\wkakee L AUE : HQ-&@.
City State ' Zip Date of Bi
A Dl WM | " 5506 |F5& s
A} L

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

D YesD No. If Yes, please continue,
Medicare Effective Date

Medicare Health Insurance Claim Number (HICN)

Name of Covered Person (s):
1. 2,

C. LIMITED BENEFITS PLAN SELECTION

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
‘identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision Plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEveL FUXCR NDEMNITY | v VISION TERMUFE | $HORETERM
~ Employes Only (1] sw02s sew? (W s242 | s0s0 ors | T
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Erﬁployee+Famin ] WQ . 52&36 | %656 | _ $1~8ﬂ ciff it :
. Noto ALL Benefits _Iz_{ e DYes D.No . gYes DNo J-Dze_s_l:lll\'lo _';J_Yesl D.Né._}_ gYes D.No

' This coverage is not available to residents of NH, HI, or PR. 2STD is not ;;/;Thbie 1:'o.persons -v;:ho work in CA, HI, NJ, N_Y,T)r-ﬁ

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information, Accidental Death &
Dismemberment is part of the Term Life Benefit,

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

_ ! ' i 7 @ [1Spouse [ ] Child [ 1Domestic Partner
Name Social Security # | Date of Birth | Sex Relationship

¥ o - !/ @ [ISpouse [ ] child [ ]Domestic Partner
Name Social Security # | Date of Birth | Sex Relationship
_____ 8 !/ IE Tl Spouse l:l__(_;b_ild []Domestic Partner
Name Social Security # ' Date of Birth Sex Relationship

_ e - ) L T /7 IE []Spouse ["]child [[]Domestic Partner

ou MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
You m — 11> EVEN IF YOU DECL

o v e e - oot ooy

I have read the benefit packet and understand its limitations. | understand that open enroliment is only available for
_alimited time and | understand that making no benefit st-zle__ci_:igr_nis a declination of coverage.

DATE (0 1% /1AZNT | b sionarune g Ao

This is an Essential StaffCARE Enrollment Form.,

E L pram—

S e e e e e e L




