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

STATEMENT OF CONFIDENTIALITY

This agreement made this_| 7 day of__Apci| , 201 S, between
Employer Solutions mﬁmm_:m Group LLC, hereinafter referred to as “employer”,
and _Revamao Mond Coona hereafter referred to as “employee”.

WITNESSETH:

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

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

Employee Signature !

Employer Solutions Staffing Group LLC, Representative



- 3850 Pre-Screening Notice and Certification Request for

(Rev. January 2012) the Work OB_QO_A::m._Q Credit OMB No. 1545-1500
D
_:wwﬂmﬂ:%md%hmwwmmwcé P See separate instructions.

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

]
Yourname 3o amnna Mand coqen Social security number b 523 ~ (59 - YS 2 )

Street address where you live Ln_wo Orvonn St -

City or town, state, and ZIP code mﬂoz der , (D IO )

County &0 fCecson m,\o CJ.Ter Telephone number MGIW -909-q4Y S

If you are under age 40, enter your date of birth (month, day, year) ON\ 2Y \ 19 9

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

2 [ Check here if any of the following statements apply to you.

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

° lam 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.

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

° lam at least age 18 but not age 40 or older and | am 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 eligible to receive them.

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

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

e I '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.

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

4 [ Check here if you are a veteran 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.

5 [0 Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months, or
* Received 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
e 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.

Signature —All Applicants Must Sign

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

Job applicant’s signature » ?7 5/\%/\: pate OY [1F/101§

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 1-2012)




Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE ”mq”ol—lb'xg

Specialists in Tax Credit Administration

EMPLOYER SECTION:
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Position: Starting Wage: $

EMPLOYEE SECTION:

Employee Name: Street Address: City/State: Zip:
r
Beionae Mend roduan 4Fo Ocien OF. Golden gou o\
SS#: Date of Birth: Age: Have you worked for | If yes, location:

523 - (3 - US2) | 02 /24 /(989 | 7(, %W_..ﬁwa&.m%

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

—

. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) _H_
at any time since August 5, 1997? (If yes, please provide information below. )
Name of the person receiving benefits: Relationship to you:
City: County: State:

Xz

2. Have you 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:

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

® H X

4. Have you received any type of vocational rehabilitation services within the past two years? _H_
If yes. please indicate which type of agency you worked with and provide their location information below:

D Vocational Rehabilitation Agency _H_ Dept. of Veterans Affairs _u Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: State:

*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

[l
B

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

OO ol

6. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?

|0 0l

Conviction Date: / / Release Date: / /
Was this a D Federal or D State conviction? If State - County: State:

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? D E
*If you checked yes please provide a copy of your CDIB card.
CA Residents: _H_ Are you the child of foster parents? _||I._ Do you receive CalWorks? _|||_ Workforce Investment Act?
_H_ Are you a migrant or seasonal farm worker? _H_ Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

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

. ’
New Employee Signature: .\M.(/\o(/)\.r\r E(K”I( Date: 0/ ﬂﬂ.\ 2018




employer solutions staffing group.

Leveraging Resources in a Changing Market

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.




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 employer immediately of any new injuries or conditions that impact
your physical condition.

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

I have read my responsibilities and agree to abide by these guidelines.
o o>
Signed: EE%

Printed Name: _[Rc o, Wion ﬁ:/nrnwo)\/




> employer solutions staffing group.
. Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

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

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):  Rciano. Wond 7?90/\>
Q

Signature/Firma: ‘\wu\f(sl.( écﬁ%;é«\(
Q]



OFFICE USE

JSILIND 219301-EMP ONLY

LOCATION

/ /

Rehire Date

ENROLLMENT FORM

REQUIRED EMPLOYEE INFORMATION
PRINT USING BLACK or BLUE INK
(Must Be Filled Out)
5232-694 -4ys2\

Y
Date of Birth 62/247/1 4 wﬁ Sex ED

Social Security Number

V4
Name (3¢ {amaec YW\a N rowaaa

Street Address QA 0 Ocvon wwu .

City Sﬂ.0~ den Stae & O Zip Mwulobl
Home Phone .MPM.-I@!;W.P-IM_IM._'MM
~ Do you or any dependents have Medicare? ———————

D%nm EZO If Yes:

Medicare Health Insurance Claim Number (HICN)

/ /

Medicare Effective Date

Names of Covered Person(s)

1.

ESC NAV*SAD P2M vi5.0

OPTION 1

FIXED INDEMNITY PLAN

You MUST enroll in the Indemnity Medical Insurance Plan before adding
any additional Indemnity benefits, except Dental. Your coverage level
for the Term Life will be identical to your medical plan selection.

Weekly Rates

FIXED INDEMNITY MEDICAL
ﬂ.wk $20.91 Employee Only
[]

i

%

$42 .44 Employee + 1
$56.67 Employee + Family

NO to all Indemnity benefits.

This coverage is not available to residents of New

DENTAL

[]

Hampshire, Hawaii, or Puerto Rico.

$5.99 Employee Only
$11.98 Employee + 1
$19.77 Employee + Family
NO

Name
Social Security Number "~
Date of Birth llll\ll.u\.lll.l.ll Sex EH

Relationship: [JSpouse [ Child [ Domestic Partner

Name

Social Security Number

U S — Sex EH

[J Child [ Domestic Partner

Date of Birth ____/
Relationship: [ Spouse

BENEFICIARY 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.

TERM LIFE

$0.60 Employee Only LV 4
$0.90 Employee + 1
$1.80 Employee + Family

S

[]

mmuoz-ﬁw:ﬁ Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island.

HORT-TERM DISABILITY
YES
NO

&

$4.20 Employee Only

D $58.87 Employee Only
D $87.73 Employee+ 1
[ ] $186.99 Employee + Family

8 NO to MEC Wellness/Preventive Plan

I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and 1

understand that making no benefit selection is a declination of coverage.

-

P Signature 73

Date O;\_HT\N\OIVW\



DISCLOSURE AND CONSENT CONCERNING CONSUMER
AND INVESTIGATIVE CONSUMER REPORTS

This form, which you should read carefully, has been provided to you because CMG may request Consumer Reports and/or Investigative Consumer
Reports from a consumer reporting agency. The Company will use any such report(s) solely for employment-related purposes. Consumer Reports or
Investigative Consumer Reports will be obtained from CSS Test, Inc. (“CSS Test™) located at 400 Laurel Oak Road, Suite 102, Voorhees NJ, 08043.
They can be contacted at 856-627-5600. Under the provisions of the Fair Credit Reporting Act, 15 USC, Section 1681 et seq., the Americans with
Disabilities Act, the Drivers Privacy Protection Act and all other applicable federal, state, and local laws, I hereby authorize and permit CSS Test,
Inc., to obtain a consumer report and/or an investigative consumer report which may include the following: Reports may contain information bearing
on your character, general reputation, personal characteristics, mode of living and credit standing. The types of information that may be obtained
include, but are not limited to: credit reports, social security number, criminal records checks, public court records checks, including civil, driving
records, educational records, verification of employment positions held, workers compensation records, personal and professional references,
licensing, certification, etc. The information contained in these reports may be obtained by CSS Test from private or public record sources including
sources identified by you in your job application or through interviews or correspondence with your past or present coworkers, neighbors, friends,
associates, current or former employers, educational institutions or other acquaintances.

Additional State Law Notices: If you live or are applying for a job in California, Maine, New York or
Washington, please note:

California residents, under section 1786.22 of the California Civil Code, you may view the file maintained on you by CSS during normal business
hours. You may also obtain a copy of this file upon submitting proper identification and paying the costs of duplication services, by appearing at
CSS in person or by mail. You may also receive a summary of the file by telephone. The agency is required to have personnel available to explain
your file to you and the agency must explain to you any coded information appearing in your file. If you appear in person, a person of your choice
may accompany you, provided that this person furnishes proper identification.

Maine: You have the right, upon request, to be informed of whether an investigative consumer report was requested, and if one was requested, the
name and address of the consumer reporting agency furnishing the report. You may request and receive from the Company, within five business days
of our receipt of your request, the name, address and telephone number of the nearest unit designated to handle inquiries for the consumer reporting
agency issuing an investigative consumer report concerning you. You also have the right, under Maine law, to request and promptly receive from all
such agencies copies of any such reports.

New York: You have the right, upon written request, to be informed of whether or not a consumer report was requested. If a consumer report is
requested, you will be provided with the name and address of the consumer reporting agency furnishing the report. You may inspect and receive a
copy of the report by contacting that agency.

Washington State: If we request an investigative consumer report, you have the right, upon written request made within a reasonable period of time,
to receive from us a complete and accurate disclosure of the nature and scope of the investigation. You have the right to request from the consumer
reporting agency a summary of your rights and remedies under state law.

CONSENT

I have carefully read and understand this Disclosure and Consent form and, by my signature below, consent to the release of consumer and/or investigative consumer
reports, as defined above, to the Company in conjunction with my application for employment. I further understand that any and all information contained in my job
application or otherwise disclosed to the Company by me before, during or after my employment, if any, may be utilized for the purpose of obtaining the consumer
reports or investigative consumer reports requested by the Company. 1 understand that if the Company hires me, it may request a consumer report and/or an
investigative consumer report about me, as defined above, for employment-related purposes during the course of my employment. I understand that my consent will
apply throughout my employment, to the extent permitted by law, unless I revoke or cancel my consent by sending a signed letter or statement to the Company at any
time. This Disclosure and Consent form, in original, faxed, photocopied or electronic form, will be valid for any reports that may be requested by the Company.

Applicant Last Name {Ylond cac 5\3 First Beia nna Middle [Ra (Lo

Social Security # _ 5§23~ (49 - P S21 Date of Birth (for ID purposes only) _O 2/24/1989
Drivers License Number and State of Issue O "0 -0F23 , Colovad oo

Present Address _ 970 Ocion St

City/State/Zip __Qolden, CO ¥040\

. /
Applicant Signature %,?(9\5\(6/ g\t‘/\ Date __QY \ | u,\ IS
CALIFORNIA, MINNESOTA AND OKLAHOMA APPLICANTS ONLY:

& I wish to receive a free copy of any Consumer Report and/or Investigative Consumer Report on me that is requested.

CSS Inc.

400 Laurel Oak Road, Suite 102, Voorhees, NJ 08043 Tel: 1-856-627-5600 Fax: 1-856-627-5699




-Verify - Print Case Details - Preview https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx?Case VerNu..

SENSITIVE BUT UNCLASSIFIED

Department of Homeland Security Report Prepared: 04/20/2015
E-Verify Page: 1 of 1

Case Verification Number: 2015110121047U0U
Case Information:

Employee Information:

Last Name: Mondragon First Name: Brianna
Middle Initial: B Other Names Used:

Social Security Number: *HE *x 4521 Date of Birth: 02/24/1989
Citizenship Status: A citizen of the United States Email Address:

Document Information:

List A Document: U.S. Passport or Passport Card

Passport or Passport Card 7 1 556349 Document Expiration Date:  03/20/2017
Number:

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 04/17/2015 Employer Case ID:

Three-Day Rule Reason: Three-Day Rule - Other:

Submitted By: CSCH4411 Submitted On: 04/20/2015
Initial Case Result:

Case Result: Employment Authorized

Employee Referred to SSA:
Referred By: Referred On:

Case Result from SSA (after SSA Tentative Nonconfirmation):

Case Result: . ~ Response Date:

Resubmitted to SSA (after Review and Update Employee Data):

Last Name: First Name:

Middle Initial: Other Names Used:
Social Security Number: Date of Birth:
Resubmitted By: Resubmitted On:

Case Result from SSA (after Resubmission):
Case Result:

Request Name Review:

Comments:
Submitted By: Submitted On:

Case Result from DHS (after DHS Verification in Process):

Case Result: Response Date:

Employee Referred to DHS:
Referred By: Referred On:

Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result: Response Date:

Photo Matching Results:

of 2 4/20/2015 11:11 AM



-Verify - Print Case Details - Preview

f2

Determination:

Employee Referred to DHS (Additional):

https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx ?CaseVerNu...

Referred By: Referred On:

Case Result from DHS (after Additional DHS Tentative Nonconfirmation):

Case Result: Response Date:

Case Closure:

Closure Statement:
Closed By: Closed On:

SENSITIVE BUT UNCLASSIFIED

4/20/2015 11:11 AM



