w ey E-Veerify: Print Case Details - Preview

E-Verify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017163151514TV
Report Prepared: 08/12/20
comm Information
Company ID: 47429 . Company Nams; Employer Solutions Staffing Group
Employse Information i
Last Name: Brown Firat Name: Obrian
Date of Birth: 11/25/1886 Soclal 8eourity Number: *+* g
Hira Date: 068/12/2017 Chtizenship Status: A oltizen of the United States
Dooumant information
LMBDmmnantDﬂvefshmemchatdbauadbyaus.Murouwmmmbn Lhtcnmmntaonlal&curuyt':ard
Dosumant Name: ID card Documant Stats; Minnescta
Driver's License or ID Gard Number; Dooument Expiration Date; 11/26/2021
Case Status Information
Final Case Result: Employment Authorized Employer Case ID;
Cass Submitled On: 08/12/2017 Case Submitted By: YMDUGB4S
Closed On: 06/12/2017 Closed By: YMOUSB45
Closure Statement: The employes continues to work for the employer after recelving an Employment Authorized result,

SENSITIVE BUT UNCLASSIFIED

htlpr.lle-veﬂfy.uscls.gwMeblPrlntCasaDetalls.asp(?CaseVeern=20171631515141'v m




~ employer solutions staffin

Leveraging Resources in a Changing Market

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name_Broon

First Name M

Street Address

City/staterzip __ St Bhul /My /5510

«

g group.

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835,1288
www.esgstaffingsolutions.com

New Hire Application

Phone Number _&Cﬂ)@'S‘l’B

Staffing Agency/Recruitment Partner

Middle Initial I!
Apt/Ste _d\)/a_

Social Security Last Four XXX-XX-

Emall Address ﬂﬁﬁmr‘-mpmjmm}@gml\@m

All offers of employment are conditional upon satisfacto roof of identity and legail ability to work In the US.A.
Are you legally authorized to work In the United States of America? I;EES . Ono

Applicant Certification and Authorization

I authorize Employer Solutions Staffing Grou
qualifications for employment. |

regarding my previous duties, responsibliities, performance, compensation and eligibllity for rehire.

| understand that a comprehensive background check may be conducted to determine m

This may Include but Is not minal and/or conviction records,

Imited to, Investigations of cri

reguired by clients, government regulations or by ESSG policles.

I release ESSG and other persons or entities from any claims that might be based on ESSG

fals

e or misleading information. | understand that an
consideration for employment or, if discovered after |

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

A%fiﬂﬂﬁbu)ﬂ
Name (Print or type)

Wm%‘:aﬁﬁ

p (ESSG) to use the information and statements contained in this application to determine my
authorize ESSG fo make inquiries of my former employers, except as indicated in this application,

y eligibllity for hire by certain clients of ESSG,
driving records and/or a drug screen test as

's decision fo conduct a background check.

| certify that all statements made In my application are true and accurate and that | have not o
y material omission or misrepresentation
begin employment, will result In my termination,

mitted any material information or provided
will result In my disqualification from

-R-

Date

A copy or facsimile (“fax") will be considered the Same as an original signature. Emalji will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW I8 8850 W4
Emergency Contact Info Background Release Form Background Resuits Unemployment Letter ESC Appiication
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG

Rev. 05/2015



rorm W4 (2017)  mmmmmeee B e

Basio Instruct [ 't lete consider making estimated tax ents using Form
Pumose, Complate Form W-4 so that your the Pgraonal Al?on:v'anz:: Wmﬁ%‘é&m 9 1040-E5, E’wgdaéi'g ng'ﬂ% Otherwiss,
employer can withhold the correot federal income Workshests on page 2 further adjust your you may owe °3ub 505%“;,'“ uf;"’“’g;’ 1d
tax from your pay. Conslder completing a new Form withholding allowances based on temized annuity Income, sef o AL w}g",," oL
W-4 each cxaar and when your parsona? or financial deductions, certaln credits, ag&:stmentato incame, adjust your withholding on Form W-4 or .
situation changes, or two-eamers/multiple jobs ations, Twr?deamers or multiple Johs, if }]'gg l}lav: r:tha
Exemption from withholding. if Complets all worksheats that apply. H : Troriing spousa or mors than one job,
comp atengnly lines 1.2.3, & and 7ang, dlgh the’ nmycr?u?mfawey&rzeurggauowaﬁ'ggy Fo?"é."g‘i?i;“" m:'""“g; o w°wng"hmygg§fﬁ"“3°dg ciaim
form to validate . Your exemgﬂon for 2017 expires wages, withholding must be based on allowances ,%' L4 Voo usin “lélln ests wil B Y-ene Form
February 16, 2018. See Pub. 605, Tax Withholding you claimed and may not be a fiat amount o . hen el shiokling Sty e
andE:'tlyr atod Tax, ) 4 ® of wages, when owances are clalmed on the Form W-4
eroentag for the highest g Job and zero allowances are
Note: if another parson can claim you as a depsndent Head of household, Generally, you can claim head claimed on me'é'm"[.':& 8en Pub. 505 for details,
on his or her tax retum, U can't claim exemption of household filj slnhmonyourtaxrammonglf Nonresident aflen. If dent all
from withholding if urglal Income excesds $1,050 you are unmarried and pay more than 809 of the Ngtl 1382' 9",' you m&?vgum cﬂe"" sf:e
andlncludesmore%?an%ﬂofmaamadlncome(tor costs of kes, lng;ﬁahnmaforyoumeﬂandgour N n%dm-grpp?;gm ) ﬂ"flg'i,'o ons for
A it glalgegg‘l s,mpﬂner btanmm{:llgrgdhl‘)wggﬁ%l e% C: k urwm:hm' Il m::tzp :ﬂl.:gFo Wr:.takas
. N n, an| 80K yo 0| o i
m&mﬂg;m:e"\gny #%?Emt:lwls Filing Information, funrsl'nfonnaﬂon. effect, s Pul'a. 5050 820 how iho amount you are
a dependent, If the employes: Tucmvoummpmjectedmla;mmmm mﬁmgpgggﬁ;g&w E%m?x
* 8 895 6 or oider, WRTOEIG Blonaioes, G O oy 20T Sa0 Pu (Single) or §160,000 (Marrioc)
. , ensas and the child tax credit may be claimed Future d |
A znt:l:::“:;d] ustments to Inoome; tax credits; or m etfe Pgsmar’:al Al?l:nanm WorlsTa?et ge?owm ngggmm% pgon;n };lvtl_gr};t%:t ?gmy s
ftemized deductions, on his or her tax return. cednrd w;{;.;{ul,?n "“21,"33,3,;‘;&"""’""9 el aetﬁg wwwsg.e;am Al .
Personal Allowances Worksheet (Keep for your records.)
A Enter *1" for yourself if no one elss can claim you as a dependent . T v e e e e ., A |
* You're single and have only one job; or
B Enter*1"if * You're married, have only one job, and your Spouse doesn’t work; or B |
* Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or less,
C  Enter *1* for your Spouse. But, you may choose to enter *-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avoid having too fittle taxwithheid) . . . ., ., , . S TP - I |
D  Enter number of dependents {other than your spouse or yourself) you will claim on yourtaxretum. . , ., . , | . D J\
E  Enter ™" if you will file as head of household on your tax return (see conditions under Head of housshold above) E \
F  Enter *1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F |
- (Note: Do not Include child Support payments, See Pub. 503, Child and Dependent Care Expenses, for detalls,)
G  Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more Information,
* If your total income will be less than $70,000 ($100,000 if married), enter *2” for each eligible chiid; then less “1” if you
have two to four eliglble children or less 2 i you have five or more eligible children.
® I your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each eligible chid. @ ]
H  AddlnesA through G and enter total hers, (Note: This may be differsnt from the number of exemptions you claim on your tax retum,) » H ]
* If you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
Foraccuracy, | and'Adjustments Workshest on page 2, .
complete all ® If you are single and have more than one job or are married and you and your Spouse both work and the combined
worksheets eamlni;s from all jobs excesd $50,000 ($20,000 if married), see the Two-Eamers/Multiple Johs Workshest on page 2
that apply. to avoid having too little tax withheld,
* if neither of the above situations applies, Stop 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.
X w_4 Employee’s Withholding Allowance Certificate OMB No. 1646-0074
m
» Whether you are entitled to claim a certaln number of allowances or exemption from withholding is
m 5'5.‘3;,'3{,“3.:,;"?;‘"’ subject to review by the IRS, Your employer may he required 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 number

— O'%dan D Baxen | 2890

Fiome &ldress (number and streat or rural routs) 3 & single [ Mamiet [] Married, but withhold a higher Single rate,

e Nots: If married, hut legally separated, 0rspouss is a nonvesident allen, check the “Singie® bax,
City or town, state, and ZIP code : 4 Hyour last name differs from that shown on yaur soclal security card,

6
7

Total number of allowdRces yod are claiming (from line H above or from the applicable worksheet on page 2) 5
Additional amount, i any, you want withheld from each paycheck . . ., , | | | I A [ N
| claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption,

ﬂ X S3lOyY check here. You must call 1-800-772-1213 for a replacement @P [

If you meet both conditions, write “Exempt” here. . . . 7]

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it s true, correct, and complete,

Employee’s signature v -
(This form is not valid unless you sign t)» /[ )’é 5 7 g =14 Date» /. /2/. <

Employer’s name and address (Employar: Conplete lines 8 and 10 only if sending to the IRS.) | 9 Offics coda (optional) [ 10 Employef Idgntification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 102200 Form W-4 (2017)



Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

U.S. Citizenship and Immigration Services R

> START HERE: Read Instructions carefuily before completing this form. The instructions must be avaliable, either in paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form,

ANTI-DISCRIMINATION NOTICE: it is lliegal to discriminate against wo

rk-authorized Individuals, Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and Identity. The refusal to hire or continue to employ

» EMmployee Intormatlon and Alleatz op (wyeeauswwbandam Seation 1 of Farm 1-9 ng later
an the first day af employment byt nat hefarp aacepting @ bb )

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (F any)
F)\"Ch.)fl RG i»)
Address (Street Number and Name) Apt. Number City or Town

-

ZIP Code

Syl MA) [ SOIH

Date of Birth (mmiddyyyyy) |u.s. Seefal Security Number Employee's E-mail Address Employee's Telephone Number
(I |1&]uf] - [afd) - i

y gr;ﬁ)ms—m 4
1 am aware that federal law provides for Imprisonment and/or fines for false ments or use of false documents in
connection with the completion of this form, .

| atteg under penalty of perjury, that | am (check one of the following boxaes):
[V11. Acitizen of the United States

["] 2. Anoncitizen national of the United States (See instructions)
E] 3. A lawful permanent resident {Allen Reglstration Number/USCIS Number):

D 4. An allen authorized fo work until (explration date, if applicable, mm/ddfyyyy):
Some aliens may write "N/A”" In the explration date field, (Ses instructions)
Allens authorized to work must provide only one of the followin

g document numbers to complete Form 1-9; Do ﬁﬁ%ﬁ:ﬁ?ﬂ:’g;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number,

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admisslon Number:
OR

3. Forelgn Passport Number:

Country of issuance:

Signature of Employee . N Today's Date (mm/id/yyyy)

= (YBtrg ma Llanr
Pigpdrer antlar Translator B6 tifloatiof [oheck ongy ' e : R
h/]' diff nitt uge a preparer or transiator.

1 A reparer(s) and/or tranalator(s) assitled the bmpjayea in aampleting Sectidn 1.
Fields blow must be gampisted end sgried when Areparers gne/or translatars dosist

, : memplvwe(qgonlpmmgsaqﬂenf) :
1 attest, under Penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowiedge the information is true and correct.
Slgnature of Preparer or Translator Today's Date {mm#ddiyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Emplqver C‘ompletes Next Page @

FormI-9 11/14/2016 N



Employment Eligibility Verification USCIS
Department of Homeland Security F;rn]n }'904
" N - i OMB No. 1615-0047
U.s. Citizenship and Immigration Services m"om] 2019

(3

otion 3, Employer or Authorized R

3 sonhtat :‘ | Moatio 31|§:5
(Empio rsemenuthwedmMMmmmmammswamamn“W”’" by, o '
gwwwwme“"wm? “wamwaanammamumemmmmwamfamwmmdy”w Mmm

Employes Info from Section 1 Lsg;:.aﬁma (Family Name) NaEne (Given Name) AS flﬁzenshlpllmmlgmtlon Status
ListA i OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization

Document Title ocument Title N ocument Title

Y denhi £ cadium Wf:ﬂw
issuing Authority Issuing Authority Issuing Authority

_SEAE 0 Minnaptn KA
Document Number Document Number Docum: er

349.90 008 "% 5
Expiration Date (ifanﬂ{mm/dd/jryyy) Explration Date (if any)(mm/dd/yyyy) Explration Date ﬂrf apy)(mm/ddsyyyy)
0/2572.02 A A

Document Title ' .
Isstiing Authority Additional information _ 5?,3:3;;:,;“{;,";;2;
Document Number
Explration Date (f any){mm/ddfyyyy)
Document Titie
Issuing Authority
Document Number
Explration Date (i any){(mm/ddfyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to he genuine and to reiate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work in the United S 5

The employee's first day of emp;loyment (mm/dd/yyyy): 6) / § / Zt) l =7 (See instructions for exemptions)
g

Signature of Employéfor A ‘, rized/Rep fentative Today's W; dfyyyy) Title of Employer or Authorized Representative
' 20| 7 '
FAlesentative | First Name Employer or Authorized Representative Employer's Business or Organization Name
: M #ﬁg\—— EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Buslness or O;ganlzatlon Address (Street Numb®t and NaVe) City or Town State ZIP Code
7301 OHMS LANE  SUITE 405 : EDINA ' MN 55439

Seon 3. Novertfiaation and Relrés (T be aompieied and figned by smplayer or Quiorised epresetagive)
A. New Name (¥ applioable] i B. Dt of Rehira (F applisatle]
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/ddyyy)

® dooument of recalpl that ealabliehas '

Document Title Document Number Expiration Date (i any) (mmadiyyy)

I attest, under Penalty of perjury, that to the best of my knowledge, this employee Is authorized to work in the United States, and I
the employee presentad document(s), the document(s) I have examined appear to be genulne and to relate to the Individual.

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

Form I-9 11/14/2016 N



(4% MINNESOTA i)
| e RSN TIICATION Cotve.

L OBRIAN DEMARKO BROWN
) 423FRYSTAPT4. 17 %7
|| 8T PAUL, MN 65104 ‘e
~ DateotBinh 11-25-1 BT
| Bex Eyes - Claggs N o

N M BRN |7 1D
. Height  Weight ¢
56 160 Ol ’
1SSUED 03-2017 EXPIRES 11-25-2021
’ . i

T

K501117098006

.

ﬂlig stub with yoor personal records. The other side containg fmportant ' ‘ADIJLTS: Sign this card in ink fnomediately,
nation. q : : . YREN: Do not sign until age 18 or yonr first job,
, Whichever is eaxlier,

2 note: The date we issued this card i shown below the signature Yine, Xeep your eard in a safe place to prevent loss or theft,
DO NOT CARRY THIS CARD WITH YOU,
Do not Jaminate,

||u|'ilplll'lh||ll'ﬂllnllllhllﬂllml'lla1"!']'!1""!':: } _ - :
OBRIAN DEMARKO 'BROWN 4 A mliRre S e o A1

SOCIAL SECURITY . _ ATy O
TWIN-CITIES CARD CTR : it “r.c " 349-90-9008
1811 CHICAGD AVE STE 2 UMY s, ™10 MaMgEn s Been epTanLiawen ron
MINNEAPOLIS MN 55404-2064 | < .;"  OBRTAN DEMARKD
_ | s BROWN
bt b b



fthis cardm'mnnh.e_rbyanymleispunishableby fine,
or both. If you believe someane is using your Social
r frandulently, notify the Federal Trade Commission
4338 or auline at www.consumer.gov/idthefl.

~

1gs to the Social Security Administration and you must
ask for it,
ard that isn’t yours, please retum itto:

Social Security Administration

P.O. Box 33008, Baltimare, MD 21290-3008
3uciel Security business/information, contact youws local
*office, If yon write to the above address for any business
arning & found card you will not receive & response,

ly Administration
00 (08-2011)

-

CLASS: (D ONLY
19-25-1880

ENDORSEMENTS: NONE

- RESTRICTIONS: NONE P

v s YOUR SOCIAL SE J CARD -

The Social Security mmber shown on your card :. yours alone, Do not allow others to use your mumber
nstheirown.Rwondyomm:mberinasafeplaceinmeymvwﬂislostormlm Protect both your card
and your number to prevent thei nisnse. :

Youshuuldcomaustoupdmy_om'SbcialSactﬁitymmberandbeneﬁtremﬂ(ifyouareenﬁﬂed)ffyow
nmne,yaurU.S.ciﬁzmabipsmﬁ:a,myomsmwsasmaﬁenintheus.chmges.Youvﬁuneedtoﬁlean
application for a replacement Social Security card and provide proof of your identity, and we may request

Showyom'cm'dtoyourmnplnym-whanyoum:ta;uewjob.Makesmeyommnployeruseeﬂmsamename
andnumbare_mcﬂyasuisahumnnyomSocialSecmitycardsowaaanrecmdyoureaminga correctly.

: SomepﬁvmmganimﬁonsuseSoaia]Secuﬁtymmhmforrecordkeepingpmpos.Suuhuseisnnithar
required nor prohibited by Fedaral law, The use of ydur Social Security mmber by such an arganization for
imdwnmcmﬂaisapﬁvatemmtmbﬁwemywmdmnorgmimﬁmPﬁvatemgmimﬁmcpmmga
informaﬁonﬂnmyowSocialSecuﬁiyrecordjustbmetheylmowyomnmnban

Anygovmmtagancythatasksfmyowninnbermusttellyouz whether giving it is mandatory or
wl\mmmimm;hqﬁwforrequasﬁngﬂaemnnbar,andhowthemmbarisused

IfyoumeannlienwithompenqissiontoworkintheU.S.,yourSocialS,ecm'itycardwillbemarked‘NOT
VALTD.FOR EMPLOYMENT.” We will aotify U.8, immigration officials if you use the mumber to work,

Ifyouareaﬁa]ienlega]lyintheU.S.wiﬁxte.mpmarypmmissiontowork,yourSocialSecmﬂycardwiﬂ
be marked “VALID FOR WORK ONLY WITH DHS AUTHORIZATION.” If you show this card to an _
employer &8 evidence of eraployment eligibility, yon will also have 1o ghow your U.S. immigration document
authorizing emplogment.

You shonld contact Social Security right away for benefits if you become disabled, reach retivement age

_or are about to atisin age 65.

_You can xgach us at 1-800-772-1213 or through our website a:c'www.aocialsecuritygw.

£



EMERGENCY CONTACT INFORMATION

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

Employee Name: _ (3000 D B

Address: 2o V) i )

Home Phone: ___20R-75p 1€
. : _ EMHROENCY CONTAGTS T
_Please list two paaple (In priority order) who could be sontagtad in case of an emeargency
Contact #1 Home Phone: ) / A
Name: fodner Charies Brow) Cell Phone: 2e4)251 4237
Relationship: Dng Work Phone: M/A
Contact #2 Home Phone: /A
Name: Wlmeg Cell Phone: (,8) - le=6L9.34
Work Phone: N/A',

Relationship: MoM_

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

of an emergency:

——medhzc_lqt-_(é‘i*gbfﬁ

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 option of receiving wages by Direct Deposit
If you do not provide a written election, wages will be pa

and/or Payro]l Debit Card,
id by paper Check.

()

74 S
RO

Note: Direct Deposit accounts may take up to 7 days to be activated
|| Paper Check (Please complete Section § below)

Debit Card (Please completeSecﬁons4and5below)
S DIREER DLEPOSEE

I 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,

: M_M Dm_(z,&QQEL
Account Type: [ Checking [] Savings Oother

Tohelpusﬂvnidmakinganexmr,pleaseattachacopyofavoidedcheck. (a depositslipwinnotwork)
If you change banks, donotcloseyumnldbankaccnnntlmﬁlyomdirectd i

Exceptforthemutingandaccmmmnnbar, BSSG doesnothaveaccesstoanyinformaﬁonregnrdingyomPaymll Debit Card account or
transactions, Onyonrﬁratpayday,youwill receive your new Payroll Debit Card, and a packet containing all of the terms and conditions, Youn 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 i
wages,

CARDHOLDER INFORMATION (as You want your Payroll Debit Card to be issued)
M1

e R —
C . ““”2/35 DAt : Coli Ph b S0~
i i one (mobile

~ SI) B [P0y TS T

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

Payroll Debit Card Routing # Payroll Debit Card Account# | !
| el 5822 Gl
IhavereceivedmyPaym]lDebitCard,welmmehmchma,progmm fiees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,

ompensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adfustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: ’ mne(rl' @ ] "\

this information will only be used.td send your paystubs electronically

!’ 4 . / (:
Employee's Signature: ﬁv 4 Date: [’ 622




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 pu rposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization, If you are a New York applicant, a copy of New York's law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents,

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

Printed name: ORcian D BN
First Middle (O Last
none)
Other names used:

Current county of residence:

Current and former addresses:

Or17 current A, Universihy Ave 3&&};{\%@0&(
State&7Zip -

from Mo/Yr to Mo/Yr Street ~J City,
lo-5-1 _ Ok 17 23 $as_Ave. %@W@
from Mo/Yr to Mo/Yr Street _J 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, -

— W5 R, iisiokive d

Date of birth Social security number

KSOWT0AR006H AN T

Driver’s license number & state Na asit appa onlicense

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

/7%‘*’7 @"“"7 (n/x/i’/f 7

Signatute” Date




—————— =

< employer solutions staff INg group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this g*h dayof __ \yne » 20171, between
Employer Solutions Staffing Group LLC, hereinafter referred 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

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.

[/ pion (B

EmployeeSignature

Employer Sol(jl?sﬂatﬂg Group LLC, Representative




employer solutions staff INg 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, 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 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 g police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy

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

no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): ﬁ&rm_'ﬁﬂz_m

Signature/Firma; M




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.

| have read my responsibilities and agree to abide by these guidelines.
Signed: ﬁ/ﬁ )"‘" M

| g [
Printed Name: _ ()Brinn Bpwon




. —

rom SO0 Pre-Screening Notice and Certification Request for

{Rev. Maroh 2016) the Work Opporl:unlty Credit OMB No. 1545-1500
i) Rovan ey | b information about Form 8850 and its separats instructions Is at www.irs.gov/formB850,

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

Yourname _ OB ion Rmuo Soclel securtty number > _ QUIGHSNE,

Strest address where you live X y
City or town, state, and ZIP code g{—& ol ML), 851 .|
) " )
County m Telephone number m'qu.rg
J 7

If you are under age 40, enter your date of birth (month, day, year) i ‘ Q@ qu 2

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

2 [ Check here if any of the following statements apply to you.
® | am a member of a famlly that has received asslstance from Temporary Asslistance for Needy Famllies (T. ANF) for any 9
months during the past 18 months,
* 1 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 rehabliitation agency approved by the state, an employment network under the Ticket to Work
program, or the Depariment of Veterans Affairs,

* lam at least age 18 but not age 40 or older and | am a member of a famlly that;
a. Received SNAP bensfits (food stamps) for the past 6 months; or '
b. Received SNAP bensfits (food stamps) for at least 3 of the past § months, but Is no longer eligible to recsive them,

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

® Ireceived supplemental security Income (SSI) bensfits 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.

3 [0 Check hereifyouarea veteran and you 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.

5 [ Check here if you are a veteran entitled 1o compensation for a service-connected disabliity and you were unemployed for a
period or periods totaling at ieast 6 months during the past year.

6 [ Check here if you are a member of a famlly 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 earllest 1 8-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.

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
Yyou received unemployment compensation.

Signature—All Applicants Must Sign

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

Job applicant’s signature > W’l é:‘ Date %Z/&QQEZ
For Privacy Act and Paperwork RedGction Act Notice, see page 2. Cat. No. 228511 rm 8850 (Rev. 3-2019)




Form A (rev. 01/2016)

EMPLOYER SECTION:

Client: Company:
Employer Solutions Group CN\(;\

Location: 3 VU% F/\N — Pmiﬁo%kﬁa q . N Starting Wage: § [ [ SO

EMPLOYEE SECTION:
Employee Name: . Street Address: City/State: Zip:

L O%ian D Uniners: : )
SS#: D;‘;‘of Birth: Agqu i {%Eﬁf:f %ﬂﬁ) 55 o
HT-90 0% | U 135/ 4980 | D | viscompen Ve Y

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

b

1. Have yon or has anyone living with you received Temporary Assistance to Needy Families (TANF) D Iz/
at any time since August §,1997? (ifyes, please Provide information below.)
Name of'the person receiving benefits: Relationship to youn;
City: County: State;

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

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

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? |:| m/
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*f you checked yes please Pprovide a capy of your SSI documentation,

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

D Vocational Rehabilitation Agency D Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)
Name of Agency: Phone #; i
City; County: State; 5

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

S. Areyou a Veteran of the U.S. Military? *[fyes, Please provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below. Ifno, please cantinue to question #6.)

Dates of Service - From: / / To: / /
Branch of Service: i L’
Are you entitled to or are You receiving compensation for a Service-connected disability?

6. Have you 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: / /

O

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 & [ ] Federal or [ ] State conviction? If State - County: State:

Additional Tax Credits i
IEC (Native American): Are you or your spouse a member of a Native American Tribe? D IZ/
*If you chacked yes please provide a copy of your CDIB card,
CA Residents: D Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?
Are you a migrant or seasonal farm worker? 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 | perfury, I declare the information above 1o 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 thay may be needed to determine tax credis eligibility to my employer, emplayer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: 0%“’7 ﬁ et Date: _(,*8 ~NT

Ol O oo
S EN




Qualified Long-Term Unemployment Recipient

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

Client: Company:
Employer Solutions Group C—N\ (’\

Location:cn l ﬁw ,__, Employee Name: GE ! E SS#: 3 . %

EMPLOYEE:

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

[ Ihavebeen unemployed at any time during the last 12 months,

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

0] Ireceived unemployment compensation during my unemployment,

If applicable, dates Yyon received compensation - From: ' To:
From: 4/ A To: / /
From: / / _ To: / /

Please read, sign, and date:

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

Employee Signatnre% 6 : Date:: i

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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



~ employer solutions staffing gr Oup.

Leveraging Resources in a Changing Market

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 fo.
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 fo
have quit employment.

itis 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 S0, 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. ~_ (Initial)

ﬁ ?% é’”?’ m;%/ﬂl)ﬂ'

Employ&e Signature;

Employee (please print your name here)

CMG_SM - Rev. 09.2013



T ——— T

DRUG AND ALCOHOL

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

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the

understand that this policy in any form, and any employee handbook including this
policy, are not a unilatera} employment contract or offer thereof.

3. | 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. |

disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

\J

Individual's Name

/%2017

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC Plan_Pplap 3 R T

Benefits Enroliment Form B@ Emplg

Employac Iiormation

M@% Dats of Birth L3l L%ﬁh

O Fomale | O Maried - Divorced =25 Q%Y.
hone Number; Email Address; —

Ishy1e0-m12 Obdanemngioyment
Please Select Desired Coverage:

Employee Only - ,: Employee-l-Spouse - Employee+Child(ran) - ,: Family -
$24.00/Week ~ $38.00/Week $36.00/Week $63.00/Week

[0 Female 0 Domestic Partner
1 ' L ) M ) AL i B w 1, b i
&) ¢ P B e AT A = i b ; e Ere e WIS
Social Security # BirthDato | Sex Relaﬁonship
PRt Nams—— — N — N O Maie O Chid
y : [J Female 1 Spouse Domestic Partner
NAME OF PERSON COVERED (FiRST, LABT):
EFF, DATE
EFF, DATE
BFF.DA’I’E
EmployeaAchwmdgamemand

/Y rd
1 understand that | and/or my dependents, if any, wal

iva any coverage and desire to particlpate In the Plan at a later date, I'we may be consldered a latg enralles and
must meet the Tequirements defined in the Certificats of Covarage for the Company's medical or dental i decline enroliment for mysaif or my dependents
(Inciuding My 3pouss) heoause of other coverage, | may, in future he ahle to anrolj myself or my dapend In this plan, provided | request enroiiment withip 31
after the other covarage ends, in addition, if a new dependent relatio,

acement for adoption of parting sult
of adoption, 1 may be ahie to enroj) myself or my dependent, provided | quest enroliment within 34 days of the svant.

IF DECLINING- YOU MUST SIGN HERE

| Employee Signature 0?1?.‘.! 6-011 Date [‘1/3/; rdl

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 852-767-8519 Fax: 852-787-9515
Email: Healm@employarsuluuonagmup.com



Z oo sasuvauuuy vi€dical Benefits_Plan 2

- VS| 219301-ESG-1 OFFICE USE ONLY LOCATION et S Sl Rehire Date ____ l___/

9~ L~

———— e

ENROLLMENT FORM ESC CUUNAC-MN) P1 y1a.:

O i v s i
Name #

| Social Securi ome Phon =
—_$000 D Bmeon et %.q&qm,” i 5@15@*5; =

Add . \ ' Apt. #

i 4385 Uniecs % Avure ‘
City {Stkte Zp Date of Birth
— 3Rl : :- f o 1 ‘25 %¢

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

D_ Ye§_|:l No. If Yes, please continue,
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

e e+ et et e e e e e e+ e, e ————

3.

1. 2 !
C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates
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

Name of Covered Person (s):—

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company,
FIXED INDEMNITY SHORT-TERM
ISEI.EQT (FOYERAGE LEVEL MEDICAL 1 | DENTAI. | WSIO@ ol TERM LIFE | DIS AB"'"_',Y 2
EmployeaOnly [7]| - sap.2s 617 )| s242 B s0e0 | se20
Employee + 1 D $41.10 $12.34 $4.92 $0.90
- Employee + Family ] - 548 $2036 [ same 1T g ' |
i __l_\lq_to ALL_Beneﬁts Z/ DYes IZ( N J__gYes mﬁ: D Yes I_E__ﬁd D!gs Eﬁ; D Yes %/
' This coverage is not available to residents of NH, HI, or PR. 2STD js not available to persons who work in CA, Hi, NJ NY, or R

Name : Relationship

D. REQUIRED DEPENDENT INFORMATION

Name  Social Security # | Date of Birth | Sex Relationship
- i .I i A @ []Spouse [Ichild O Domestic Partner

Name Social Security # | Date of Birth | Sex Relationship
__ } a7y ..L_@, _[1spouse[Jchild []Domestic Partner

Name Social Security # Date of Birth | Sex Relationship
_ o = } /7 ) IE []Spouse [ ] Child [ ] Domestic Partner

Name Social Security # | Date of Birth | Sex Relationship
ol — IE [ 1Spouse [] Child D_Domestic Partner

ou MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
I have read the benefit packet and understan its limitat;

tions, | understand that open enroliment is only available for
a limited time and | understand that making no benefit selection is a declination of coverage.,

DATE JL/0R 140 /7 P> SIGNATURE % ﬁ""% : 5

—— o 1 e e

This Is an Essential StaffCARE Enrollment Form.,




