SENSITIVE BUT UNCLASSIFIED

Case Verification N umber: 2017209130629JX

Report Prepared: 07/28/2017
Company Information

Company ID: 47429

Company Name: Employer Solutions Staffing Group
Employee Information

Last Name: Arias Romero

First Name: Karla

Date of Birth: 11/19/1990

Social Security Number: *## #* 3673

Hire Date: 07/26/2017

Citizenship Status: An alien authorized to work
Document Information

List A Document: Employment Authorization Document (Form 1-766)
Alien Number: 200164408
Card Number: LIN1790155425

Document Expiration Date: 01/27/2019
Case Status Information

Final Case Result: Employment Authorized
Employer Case ID;

Case Submitted On: 07/28/2017

Case Submitted By: LMIY4792

Closed On: 07/28/2017

Closed By: LMIY4792

Closure Statement: The employee continues to work for the employer after receiving an

Employment Authorized result,
SENSITIVE BUT UNCLASSIFIED
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-employer solutions staffing group. e e 405
) Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

New Hire Application
| Personal Data- PLEASE PRINT LEGIBLY ININK

Last Name 07016\10 First Name _@&@gﬂ'\ﬂ?; Middie Initial _%__

Street Address Apt/Ste

Clty/State/Zip Sl -Z?MQ\ MY 58\063 Social Security Last Four Xxxx-xx- 2033
Phone Number _(pS1+ §O¥ -~ U | U2 Emalil Addressm }V‘ZHHW gi’)_’]g L{-CEY‘

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfacto roof of identity and legal abili to work In the U.S.A.
Are you legally authorized to work in the United States of America? IﬂYES CINO
Applicant Certification and Authorization

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

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

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

JEQL‘Q_Q»-_(}A;\XL
Name (Print or type

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

ol2ulzo iz
Date

For ESSG Office Use Only
DOH NHw I8 8850 W4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(If applicabie)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - Supermoms CMG Rev. 05/2015



don‘t apply to ! N i ) h | nt
Form W-4 ( 2017) Grecer an 1,008,008 2 PRSI wages NTWAGE Inoma, Stk 6 Ty ot o

Basio Instructione. If you aren't exempt, complets consider making estimated tax ents using Form
Purpose, Complete Form W-4 so that your the Personal Allowances Worksheet baiow. The 1030' Es'oisg';’:g%’ 1r;§lxtf;€. ','g L ll::i/se' ogr::lo =
smployer can withhold the correct federal Income Workshests on page 2 further adjust your gnom:'lntya)l,ncom 5 nPub B08 t)t':oﬂnd outpif . ghould
tax from your pay. Gonslder completing a new Form Wwithholding allowances based on ftemized A s Wl&h °|g| on Form Weg o W—%P
W-4 each year and when your personal or financlai deductions, cartaln credits, adjustments to incomes, adjust y olding on i .
situation cﬁanges. or two-samers/multiple Jobs situations, mr‘l,d earners or mumpleﬂ]’ggs. if 3]/og l}'ava ath
Exemption from withholding. if you are exem Gomplete all workshests that apply. However, you Iotal g spouss o mors than ons job, figure the
complets only lines 1, 2, 3, ﬁ?m! 7 and sign thpet' may olalpm fawer (or zeurgl allowa:poes. For regular mﬁgrggzg lt!f allow"gnh?;s;s v?rg ;rg elnﬁ;l:g lgg claim
form to validats it Your exemption for 2017 expires wages, withholding must be based on allowances W4, Your with ‘?{3 usually wil b';y el "“m
Febnjﬁ' 15, 2018. Ses Pub, 505, Tax Withholding you claimed and may not be a fiat amount or when a1 allowangaanagre claimed on thr: Fonw e
and Estimated Tax. percantage of wages. for the highest paying job and zero allowances are
Note: if another person can claimyouas a dependent Head of housshold, Generally, you can claim head claimed on themrs. See Pub. 605 for detalls,
gghmaefdﬁxgrgmm.%ermclﬂmm&%ogso ofhouseholdﬂllngalah;aonyourlaxrehnmo it Nonresident ellen: # yourare wmonresident allen: sss
m 0| pUr ncome excee 0 youareunnxamﬁmwm‘mameig.i Noﬁ13 Sun tal For ' 7 5 fo

and Includes more than $360 of uneamad Incema fie C0Sts 6 keeping up a home for yourself and r pplemenlmla L) nslruﬁ ons for

TR SR M ' ki ge 3231 syorl?ttlg o qStand%};:Dd'gdcﬂ e:l ::ms:dem Aw"i:hn:'aldl ::: pleﬂ"QFg"ls W-4'1akes

u + Examptions, aduction, an eck your . After your Form

m,‘nmmhg} ng e'c:r); #%.‘aeb':mtg,g%?b Filing information, for Information. effect, use Pub, 505 to’ge howxﬂ?e amount you are
a dependent, if the employes: Tax oredit, You can tale projected x oredits Into m’bﬁy‘ﬁ“s":’ggg - ss;O Sl "%m;a"
* 15 ge 85 or oider, WHOIIG Songrioa SoWas forchidordependent  @Xosed $150,00 (Single) or $180,000 (Marriec).

* |s blind, or care expenses and the child tax credit may be claimed Future developments. Information about any future
temized Getabtons o e amcio et or 30911 Eareonat Allowanoas Workahoe beiow; ool naceerang o d euchas
itemized deductions, on his or her tax returm. mse un-im wﬂhll;old]ng aug\',',a.',‘c‘;';',“’e el astg www.rs.gov/wd, p

Personal Allowances Worksheet (Keep for your records.)
A Enter “1" for yourself f No one else can claim you as dependent . 9 9 0 0000808000000 a5 I
* You're single and have only one job; or
B Enter“1”if: * You're married, have only one job, and your 8pouse 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 chooss 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 little tax withheld.) . 5 0 0 00 6 0 6 g &

Enter number of dependents {other than your Spouse or yourself) you will claim on your tax retumn . o o "o

Enter “1” if you will file as head of household on your tax retum (see conditions under Head of household above)

Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

(Note: Do not Include child Support payments. See Pub, 603, Child and Dependent Care Expenses, for details.)

G  Child Tax Credit (including additional child tax credit). See Pub. 972, 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 child; then less “1” i you
have two to four eligible children or less “2 i you have five or more eligible children.

* If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child. G
H AddlinesA through G and enter total here, (Note: This may be different from the number of exemptions Yyou claim on your tax retum.) > H

mTmg

1]

|

For accuracy, and Adjustments Worksheet on page 2,

complete all ® If you are single and have more than are married and you and your spouse both work and the combined
worksheets eamlnFs from all jobs exceegmhsso,ooo

one job or
($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld
® If neither of the above situations applles, 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.

w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
s:;:mm ofthe Treasury P Whether you are entitied to claim a certain number of allowances or exemption from withholding is 2 @ 1 7
Internal Revenue Service subject to review by the IRS. Your empioyer may be required to send a copy of this form to the IRS.

1 Your first name and middie Inftial Last name 2 Your social security number
Cacho -
Home aduress (number and strest or rura] routs) s [ Single Married [] Married, but withhold at higher Single rate.

a 6 D “FL);\\QL A’u?, q ) “' ':“7'\'5 Note: If maried, but legally separated, or spouse s a nonresident alien, check the “Single” box.
City or town, state, and 2IP code | 4 i your last name differs from that shown on Yyour social security card,
s* o) \ u I\) ‘sg\ D‘z check here. You must call 1-800-772-1213 for a replacement card. B[]

5 Totaknumber of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5

6 Additional amount, if any, you want withheld from each paycheck 9 0 0 0 6 0 0 o5 4o o g o 6[$

7 Iclaim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. |
* Lastyear | had a right to a refund of all federal income tax withheld because | had no tax liability, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you meet both conditions, write “Exempt’here. . . . . . . | < 7]
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowiedge and bellef, it is true, correct, and complete.
Employee’'s signature
(This form Is not vaild unless you sign it.) » Date»

8 Employer's name and address (Employer: Complete lines 8 and 10 only If sending to the IRS.) 9 Office code (optional) | 10 Employer identification number (EIN)

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



Employment Eligibility Verification

st USCIS
N )] Department of Homeland Security omf ::"1'611'9 ,
RN U.S. Citizenship and Immiglation Sarvices Expires 68/31/2019
RE: Read Instructions carsfully hefore completing this form. The Instructions must be avallabla, sither In paper or electronicalty,
. loyers are liable for errors In the completion of this form.
Itis flegal to diseriminate against work-authorized individuals. Employers CANNOT ecify which
resent to establish employment authorization and identity. The refus_al to hire or continue to employ
cilen 1. Employee: nformation and Attes on (Emplayees must complete and sign Seotion 7 of Form 1-9 no later
than the first day of employment, but notbefore accepting a job offer) _ Ak
Last Name (Family Name) First Name (Given Name) Mkidle Initial | Other Last Names Used (¥ any)
Ar ' . Pvic
Address (Streat Number and Nams) - Apt. Number City or Town State ZIP Code
Mg_ﬁg&_%gt = St Dwl NN | 551063 -
Date of Birth (mm/ddfyyyy) U.S. Social Security Number Empioyee's Telephone Number
\%/lq 11990 " (23] -zl L @510 -Y1y?2 .
| am aware that federa| law provides for |

mprisonment and/or fines for false statements o
connection with the completion of this form,
1 attest, under Penality of perjury,
’_D_ 1. A citizen of the United States
[ 2. A noncitizen national of the Uniteg States (See instructions)

3. A lawiul permanent resident (Alien Registration Number/uscis Number):
4. An allen authorized to work i
Some aliens may write "N/A®

that | am (check one of the following boxas):

ntil (expiration date, if appilcable, mmiddlyyyy):
in the expiration date field. (See instructions)

the following document numbers to complete Form I-9: mﬁg%";;ﬁﬁ%
An Allen Registration NumbertUscis Number OR Fomm 1-94 Admission Number OR Foreign Passport Number.
1. Allen Registration Number/USCIS Number:
OR
2. Form 1-84 Admission Number:
OR

3. Foreign Passport Number;
L Country of Issuance;

4,’ l‘ N ‘_J
/< Signature of Employee ;)r ;4’_; st V‘ Today's _3&?5 é /) _+
\ > h— ey ; 5

rer and/or Translatdr Ge, céilon (check oney:

1 did not uge a Préparer or translator. D A preparer(s) and/or translatar(s) assisted the ¢
ds below must be completed and aigned wh

mployea in completing Section 1.
N preparers andsor translators assist an emplo ¥66 in completing Sect,

Today's Date (mm/idlyyyy)

First Name (Given Name)

Address (Street Number and Name)

City or Town State  (ZiP Code

0 Employer Completes Next Page @

Form1-9 11/1472016 N



Employment Eligibility Verification USCIS

Form 1-9
Department of Homeland Security
U.S. Citizenship and Immigratiop S icos OMB No. 1615-0047

Expires 08/31/2019

utho d Verification :
representative- must.complete and aign Section & within'a business daysof the employse's first day of employment. You:
must physicaily examine one document from List A OR a combination of ane document from List B and one document from List Cas iisted on the "Lista
ofAcceptabu-Dooumema..‘) 4 % ey - L . VA B g 1
ﬁﬁ sith » iR
Employos Info from Section 1 Name (Fam, Name) G‘I;\n Nams) C mmigration Status
TlstA T8 T it
identity and Employment Authorization Identity Employment Authorization
cument Jitle Document Title Document Title

la:gngS 0| Issuing Authority Issuing Authority
Document Number . - Document Number Document Number

& Sud _
Expiration Date (i an (mm/ddfyyyy) Expiration Date (7 any)immprddlyyyy) Expiration Date (i any)(mm/ddfyyyy)

[u) o\ 9
Document Title
Issulng Authority : | [Additional Information Do Not Wite It pe mce
Document Number
Expiration Date (if any)(mm/ddfyyyy)
Document Title
Issuing Authority
Document Number
Explration Date (7 any)(mm/ddfyyyy)

Certification: | attest, under Penalty of perjury, that (1)  have examined the document({s) presented by the above-named employes,

(2) the above-listed document(s) appear to be genulne and to relate to the employee named, and (3) to the best of my knowledge the
0y]e Is authorized to work In the United States,

Rloyee's first day of employment (mm/dd/yyyy): _QJM@ Instructions for exemptions)

Today's Date {mmrddyyyy) | Titie of Employer or Authorized Representative
o'] o 9."7 .__ZQ l ecruiter

me‘eFEMployer o At o%taﬁve wamployeromumoﬁzed Representative | Employer's Business or Organization Name
Glasby Siel¥y

Employer Solution Staffing Gro
Employer's Business or Organization Address (Siréet Number and Name) | City or Town State | ZIP Code

7480 Flying Cloud Drive Suite 200 Eden Prairie MN 55344
@ﬂqn 3. Reverification and Rehires (7o becompleted and signed by employer or authorized representative)
A. New Name (i applicable)

B. Date of Rehire (if applicatis)
Last Name (Family Name) First Name (Given Name) Middle initial Date {mmhidiyyyy)

G Wihe employee's pravious grant of employmenl authorizalion has expired, provide the informalion Tor the document or redelpt thaf establishes
continuing employment authorization in the 8pace provided below.

Document Title

Document Number Expiration Date (i any) (mm/ddiyyyy)

| attest, under penalty of parjury, that to the best of my knowledge, this emplayee is authorized to work in the U
the employee presented document(s), the document(s) | have examined appear to be

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

nited States, and if
genuine and to relate to the Individual.

Name of Employer or Authorized Representative

FormI-9 07/17/17 N Page 2 of 3



EMERGENCY CONTACT INFORMATION

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

Employee Name; M Nz ﬂﬂ& l7’0

= L&w 7__—

or) who pould bg__ppn&ch;m,mgf ) e
Contact #1 Home Phone:
Name: N‘d/ww Costvo Cell Phone: (pS1- 30OF - 24 UY
Relationship: '\—\\Bbﬂ'f\ci Work Phone;
Contact #2 Home Phone:
Name: Cell Phone;
Relationship: 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 option of receiving wages by Direct Deposit and/or Payroll Debit Card,
I !

ou do not wdeawﬁttenelecﬁcn, wages will be paid by paper Check.
SECTTON BASTC INEORNI LGN

i fer-Direct Deposit (Please complete Sections 3 and 5 below)

| _| Payroll Debit Card (Please complete Sections 4 and 5 below)
SEGIHION DIREGE DEPOSEE

SECETON 2 DN IS EEANIONS
I ———

Note: Dbadbepaﬂtauountsmaymkeup to 7 days to be activated
| | Paper Check (Please complete Section 5 below)

1 understand and acknowledge that if T 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.

not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your i iti
then sign acknowledging that you received the Payroll D
wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit

Card o be issued)
First Name MIL

Last Name

Street Address {PO BOX NOT ACCEPTABLE)

City State Zip

Cell Phone (mobile)

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

Payroll Debit Card Routing # Payroll Debit Card Account #
073972181

SECHONT S SN TTORT 2 F1ON

1 authorize ESSG to directly deposit my periodic wages/com;
or authorized deductions, into m

made in error to my account(s).

pensation payments, net of required tax withholdings, other required withholdings
y account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries

* E-mail is required for pay stub information.

@ omail. comMm
will _onlybused to sezid your paystubs electronically

"q Date:




——————

Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;

BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC

and/or Orange Tree Emplovmmmwmmmn, WOrK history, professiona

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” s 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: - Zo\rlq P) Cas

First Middle (O Last
none)

Other names used: _Kq([m B . A’Yf oS Romefo

Current county of residence:

Current and former addresses:

2014 current QO 15 & 4'5 S;\' ‘ M/U Q5o

from Mo/yr to Mo/Yr Street City, State & Zip
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.

1jahago 159-23- 36312
Date of birth Socijal security number

222958 9% 0612 MA r 2 Cosho -
Driver’s license number & state Name as it appears on license

Report Copy: if you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by fécking pis-hox: [,
</

03)244[2017

Date




~ employer solutions staff INg group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this Y ‘r?a\y of Jolw ! 201Z, between
Employer Solutions Staffing Group LLC, hereinaf::j referred to as “employer”,
and hereafter referred to-ds “employee”,

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shalil
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 y

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, howe that the paymentof such
amount as liquidated damages shall not be construg waiver by

the employer of the right to prevent any such violation in equi-ty or otherwise.




~ 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, 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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): /)‘ZOU’ A P)m}hz QOKS*‘I’D

.




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 répresentative advised of your
status.

Printed Name: __"farlp Regtvz  (asho -



o 3850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work 0pportun]ty Credit OMB No. 1545-1500
P?Sn..’.,’;.ﬁ" ;Sv‘a‘}.’.}';‘%lﬁ?;“’ » Information about Form 8850 and its separate instructions Is at WwWw.irs.gov/form8850.

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

Your name Mf{a Beqhi Cﬁ'ﬁ,)fm ____ Social security number > 189 -23 ’3@3_
Street address where you live 250 ‘,&1\9 X P\VQ.. O\p’-\- :\*—S

County _%M&U\/ Telephone number _bS‘ ’%'Og Ul %Z c

If you are under age 40, enter your date of birth (month, day, year) || ’ 1A I 19410

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 [ Checkhereif any of the following statements apply to you.
® | am a member of a family that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months,
® l'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 rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs.
* | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Recelved 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 ellgible to receive them.
During the past year, | was convicted of a felony or released from prison for a felony.
® | received supplemental security 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 less than 6 months during the
past year.

3 [ Check here if Yyou are a veteran and you were unemployed for a period or periods totailing 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 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 hereif 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
* 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
you received unemployment compensation.

Signature—Aii Applicants Must Sign

Under penalties of perjury, | declare that | gave the above "W‘h"

employer on or befare the day | was offered a job, and |t Is, to the best of my knowledges, true,
correct, and complate, 7
7

| V)
Job applicant's signature p /9,% Date 0‘?‘/ 2 6{ l 20 / 7‘

For Privacy Act and Paperwork Reduction Act| Waga 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)




Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE
* EMPLOYER SECTION: 4 ek G ARl )
Client: Company:
Employer Solutions Group
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
Emp]o:je Name: Street Address: City/State: Zip:
| Yara R Cashe 280 MMS Sk Pro| MAJ 59
SS#: Date of Birth: or | Tfyes, location;

54-23-36%| 1l /190990 (26 | Ve e,

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

Yes

No

1‘

Have yon or has anyone living with yon received Temporary Assistance to Needy Families (TANF)
at any time since Angust 5, 19979 (If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you;
City: County: State:

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 yon;
City: County: State:

Have you received Supplemental Security Income (SST) at any time within the past 3 months?
Please note, this is not the same ag Social Security benefits (88) or Social Security Disability (SSDI) benefits,
*Ifyou checked yes please Provide a copy of your SSI documentation,

Have you received any type of vocational rehabilitation services within the past two years?

If yes, please indicate which type of agency you worked with and provide their location information below:

D Vocational Rehabilitation Agency ]:I Dept. of Veterans Affuirs D Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: State:

*Ifyou 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? *If'yes, please Pprovide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, please continue to question #6.)

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

O

O

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

If'yes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment?
If'yes, dates received unemployment compensation - From: / / To: / /

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 D Federal or D State conviction? If State - County: State:

(T T T ]

O O Oom

Additional Tax Credi;s

IEC (Native American): Are you or your spouse a member of a Native American Tribe?

*Ifyou checked 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? D 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 | hereby authorize any agency, organization, or
individuals to supply such verification or information that may be nfdded 16 detewnine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the Deparg;

New Employee Signature:

ept of Labog
4

P,

Date: 09—/20//?0/-}



Qualified Long-Term Unemployment Recipient

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

Client: Company:
Employer Solutions Group
Location; z | SS#:
ocation Employee Name -lfa l‘lﬂ B . 2 ! SJ#:5 223 _.3 Q) 273
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 umemployment - From; To:
From: / / To: / /
From: / / To: / /

(] Ireceived unemployment compensation during my unemployment.

If applicable, dates you received compensation - From; To:
From; / / To; / /
From; / / To: / /

Please read, sign, and date:

Under penalties of perjury, I declare that this information is true and correct to the best of my knowledge.
=) AEE

Employee Signatare: |

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.retrotax-aci.com



Leveraging Resources in 3 Changing Market

Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

According to Minnesota Statute seclion 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a Suitable

Job assignment from a staffing service, ( 1) fails without good cause to
affirmatively request an additional suitable Job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)

accepts employment with the client of the staffing service, is considered to
have quit employment.

using any other form of contact) for additional assignments. If you fail to do so. jt
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) :

LAV _O22¢ (2012
12 Casho

Employee (please print your name here)

employer solutions staff INg group.

CMG_SM - Rev. 09.2013



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

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,

Individual's Name

0% 2o\
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



<@ employer solutions staffing group.

Leveraging Respurces in a Changing Market

wmmw

Enhanced MEC Plan_Plan1  "=esinbisson,

L1 New Em ployes

ESNG @sm)

Benefits Enroliment Form

Employeenformation

Soctal Security Numher
_Mmgr\o\ B Cosho |

| 199 -23~363
235 fuiler Ave Opl ks

St Paul WA |ss103
Gendor L Male | marita Status [1 Single | Date of B] 1 Datp of Hire
QFemalo | Kl Maried 1 pivorceq 1\
Phone Number: mall Address:
Please Select Desired Coverage:
Employee Only - ,: Employee-l-Spouse - D Employae-l-Child(ren) - Family -
$24.00/Week  $38.00/Week $36.00/Week $63.00/Week

Relationship
O Mals Osponse [ Child
M Last Name [ Femals Domestic Partner
¥ i T"’" ;"’?" ) & e 2k A !f T;V ‘lwtl-"!r‘l ‘h"!:I o 0 i 43 54 T -"II b ‘rr At it 1‘ !l TAL b J b J 8 "F""—-’r.'r‘.- Il' F!l r"'
Social Security # Birth Date | Sex

Relationship
Lest Nammg— O Male OSpouse [ Child
25 ] ] Female g Domestic Partner
Q
NAME OF PERSON COVERED (FIRST, LAST) .
EFF. DATE
EFF. DATE
EFF. DATE
Employee Acknowledgemant and Authorization - | hershy apply for the froup henefit{s) as indicated. | acknowledgs that al| entries are true and complete and that
covarage for me and

my depandent{g), if any, from the original
ectad, :

may be considerad a late anrollee and

ent for myseif or my dependents
depend In this plan, provided | raquest enroliment within 31
it of marriage, birth, adoption, placemant for adoption of parting suit
my dependent, provided | request enroliment within 31 days of th
IF DECLINING- YOUTy

a1, 01 he/2017
o Salutions Staffing Group Health Bengfits Team [

7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 852-767-g519 Fax: 9527679515
mail: Health@employersolutlonsgroup.com

E



sasasy iacwical senetits Plan 2

* «VSl. . 219301-ESG-1 OFFICE USE ONLY LOCATION — RS Rehire Date__/__;: . W)
ENROLLMENT FORM ESC CUUNAC-MN) P1 v1g
A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must Be FIII;E 'Out)—‘m-m«‘m
Name Social Security # Home Phone Sex
| | MIE
Address Apt. #
City == — Zip Date of Birth
!

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

e e et - et i

Name of Covered Pers;;-.(s):- “ i - -

D Yes D No. if Yes, please continue.
Medicare Effective Date

T Tt e vt e et et

C. LIMITED BENEFITS PLAN SELECTION

Payroll Deducted Weekly Rates
You MUST select a coverage leve| before any benefits i

n 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 F "‘En';ﬁ'l';'lgi'l_“?“" DENTAL VisioN TERMUFE | SHORLTERM
o Ervdeony T sa0as B s sem Cma @ s
Employee +1 [] $41.10 $12.34

NO to ALL Benefits : D Yes D No

e e et et - . ravene o, T e s . L

} \ ! [ IYes Clno-
This coverage is not availablh.to residents of NH, HI, or PR

.2STD i;-;;of availablgto y.;'er's.ons”\;\;l"\"g work fn CA“, HI, NJ, NY, or R,
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
; s B e Ay [wI[E] ,.iDSP°‘.‘.§%DQ!?!§.L:JEP_TS{E'E?S.'_’,?!F’JE'_.-
Name Social Security # | Date of Birth | Sex Relationship
. ) R — L/ | IMI[F]  [Tspouse[Jchid[ T pomestic Partner _
Name Social Security # ' Date of Birth | Sex Relationshib
o A T | MilE] IO Spouse [ ]Child [] Domestic Partner
Name Social Security # ' Date of Birth |Sex rl;e-lationship R
e L0 M O spouse [ Child [_]Domestic Partner
E. REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVER_AGE

I have read the benefit packet and understand jts limitations. | understand that open enrg
a lirﬂi'c_e_g time and | understand that making no beg_eﬁt selectio j \

e rmennt oo cooe ety

oate OF /241201y  [p SIGNATURE _ 7

This is an Essential StaffCARE Enrollment Form.



