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SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017138143257AV
Report Preparad: 06/18/2017
cnmgﬂ Information
Company ID: 47429 Company Name: Employer Sojutions Staffing Group
Emﬂ;a Information
Last Name: Castro Dominguez Fhrst Name: Yadira
Date of Birth: 12/08/1976 BochlSeuurnyNumbsr:“‘"m
Hire Date: 05/18/2017 cﬂhsnahIpShm:Analanaum::rlzadhwnrk
Document Information
List A Document; Emplayment Authorization Dooument (Form -768)
Allan Number; 205898386
Card Number: EAC1317850217 Document Expirafion Date; 08/30/2019
Case Status information
Current Case Reeun: Employment Authorized Employer Case ID:
Case Submitted On: 05/18/2017 Case Submitted By: SGLAGB32
SENSITIVE BUT UNCLASSIFIED
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employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name A First Name _( 2 q b@ Middle Initial

StreetAddress22.0) | §4H  Ase S Apt # 7 Aptiste ]

City/State/Zip _[_Q'Bli MU ssuyp3 Social Security Last Four S %x. Y3~
Phone Number &7/ 2 0. €~/ 3 EmailAddress Nayahtor £ @ (- o
Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of Identity and legal ability to work in the US.A,
Are you legally authorized to work in the United States of America? OOYEs [INo

Applicant Certification and Authorization

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may Include byt is not limited to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test ag
required by cllents, government regulations or by ESSG policies,

I release ESSG and other persons or entities from any claims that might be based on ESSG's decislon to conduct a background check.
| certify that all statements made in my application are true and accurate and that I have not omitted any material Information or provided

Ise or misleading Information, | understand that any material omisslon or misrepresentation will result in my disqualification from
conslderation for employment or, if discovered after | begin employment, will result in my termination,

If hired, 1 agree to abide by the policies and procedures of ESSG.

dum Ciy (ho 11 ¢y he T)g‘;//f//i_‘-

ame (Print or type) ant’s Signature

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

For ESSG Office Use Only
DOH NHW -9 8850 W4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(if appiicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev. 04/2017




Form W-4 (2017) s - iy e

Basic Instructions. If you arent axempt, complete consider making tax enis using Form

Pumpose. Complste Form W-4 so that your the Personal Allnwangs Workshest below. ghe 1 gﬂmaﬁeﬁzdw@g; "’f' ym?hu:l\;.é ,?3’,.3{3',’:;
employer can withhold the correct federal Incoms Wworkshests on page 2 further adjust your gnnuny Income, see Pub, 506 fo find out | you should
tax from your pay. Consider compleﬂrg? a new Form withholding allowances basad on itemized ust urwlﬂ{holdln oD W-4 or W2AP
W4 each I\.:aar and when your personal or financial deductions, cartain oredits, adjustments to Income, adjust yo g m J
situation changes, or two-aamers/multlple]obs situations, m :amergg ;:l:'m?ela Dba&n" 3]«0; l;‘gv: rsath
Exemption from withholding, If you are exsmpt, Complsts all workshasts that apply. However, you g 8pol & e jo 2
nomplgﬂfe enlylines 1, 2, 8, 4, and 7 and sign the may olaim fewer (o zero) allowa:poaéy. For regular m“a'"""'é's grélof ‘&%wﬂg“h%yggﬁ:lnﬂiegg cf
form to valldats it, Your exemption for 2017 expires wages, withholding must be based on allowances W ¥y %urwltgﬂoldl wil ba¥noﬁ L m
Febrg:? 15, 2018, See Pub, 505, Tax Withholding you claimed and may not be a fiat amount or WheR o aﬂnwaneesnagreumed A, Fom"’w_':t’
and Estimated Tax, Ppercentage of wages, for the highest ng Job and zero allowances gre
Note: If another person can claim youas a dependent Head of housshold, Generally, you can ciaim head clatmed on the others, Ses Pub, 605 for detalls,
on his or her tax retumn, Yyou can't olaim exemption of househoid filing status on your tax return only if Nonreaident afien, if you resident all
Irom withholding if your otal income exceeds $1,050 You are unmarried and pay more than 50% of the Notee 995 o, ﬁemma “‘W % lnsirucﬂgg'sﬁ
and Includes mare than $350 of uneamad lncome {for costs of keeping ml.lg a home for yourself and your Nonresidert, :}I‘;P;‘g before ml;l'“leﬂn this formm
exampls, Interest and dividends), dagendamr:(s or other qualifying Individuals. J pleting .

lons. An emplorae may be able to claim 'F__'iﬂ : 5[?11!6 opﬁ?or}aﬁ%andard Dedustion, and Cheok ”°"|',' ;'.'&mé'ég'g"" I}Iﬂerxﬂ::gr Fognnltlv-4utakes
Sxemption from withholding even If the employes Is ng Information, mation, m‘:‘v o o a;?toowur ::rjgcltledgulagx
a dependent, i the employes: :&mmm: mmg&mz;ﬂm tnio for 20% 7. See Pub, 585 espacyo ly ¥ your earnings
* 15.8gs €5 or older, withholding allowannoes, Cradito foy oy dependent  exceed $130,000 (Single) or §180,000 (Married)
* Is blind, or care expenses and the child tax credit may be claimed Future developments, Information about any future

the Personal Allowances Workshest below. developments affecting Form W-4 (such

A

mTmg

{t as

» Will claim adjustments o Income; tax credits; or X I I b

ftem deggl otions, on his or oy iy Sa%ub 505 fo{lé?;lor?“:lﬂlgn on converting your other aetglsl 3;1& zr:,av%‘t’i. after we releass it) will be posted
Personal Allowances Worksheet (Keep for your records.)

Enter #1» foryourselfifnooneelsecanclaimyouasadependent o o o o 9 90 0 9 9 0 9006 0 g o5 /3
® You're single and have only one job; or }

Enter #1* if: { ® You're manied, have only one job, and your spouse dossn’t work; or

» Your wages from a second Job or your spouse's wages (or the total of both) are $1,500 or less.
Enter *1” for your Spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may heip you avoid having too little tax withheid) . , ., ., | . | 95 0 05 o o
Enter number of dependents (other than your spouse or yourself) you will ciaim on your tax retum. |, 5 o o
Enter “1” if you will file as head of household on your tax retum (see conditions under Head of housshold above)

Mmoo

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 manied), enter 2" for each eligible child; then lass “1* if you
have two to four eligible children or less #2» if you have five or more eligible chiidren.

® If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter “1” for each eligiblechild. G
Add lines A through G and enter total here, (Note: This may be different from the number of exemptions you ciaim on your tax retum,) » H

® If you plan to itemize or claim adjustments to income and want to reduce your withholding, sae the Deductions
For accuracy, and Adjustments Worksheet 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 eamln]gs from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withhald.

8 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.

rom W=AL Employee’s Withholding Allowance Certificate OME No. 1645-0074

P Whether you are entitled to claim a certaln number of allowances or exemption from withholding is
Department of the Ty
e e Ty 2017

Revenue Sarvige subjeot to review by the IRS. Your employer may he required to send a copy of this form to the IRS.

1

Your first name and middie Initial Last name 2  Yoursoclal security number

Ncidieq Castre oLy L3 YsSo

220l 15T™ e S ppk 4o

Home address (number and strest or rural routs) 3 R single [ Mamied [J Marrieq, but withhold at higher Single rate.

Nate: It manied, but legelly separated, or Spouse is a nonresident allen, check the “Single” box.

City ortown, state, and ZIP code 4 Iyourlast name differs from that shown on your sacja) security card,

F \ < ™M OAD =S Lio ? check here. You must call 1-800-772-1213 for a replacement card, B[]
5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
8  Additional amount, if any, you want withheld from each paycheck R S R S e -3
7 I claim exemption from withholding for 2017, and | certify that | mest both of the following conditions for exemption. el

® Last year | had a right to a refund of all federal income tax withheld because | had no tax llabllity, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

It 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 is true, correct, and complete.
Employee's signature d -
(This form Is not valid unless you sign it) » qa A [0625’1' (2] Datepr =~ |B—( 7
8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) | 8 Offics code {optional) | 10 Employer Identification number (EIN)

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



Employment Eligibility Verification USCIS
Department of Homeland Security owf ;:nllﬁlls'go -
U.S. Citizenship and Immigration Services Expires 08/31/2019

an individual because the documentation present&d has a future expiration date may aiso ;:onstitute lllegal discrimination,
Sectién 1, Employee Information and Aestatlon (Employesa migi eamplete and slgn Saalian 1 af Form Fo nbiater |
a0, 1o et dey of employmant, byt na beteyo abospting a ob aftr) | '

Last Name (Family Name) First Neme (Given Name) Middle Initial Ofther Last Names Used (ifany)
wa® Nadiva
Address (Street Number and Name) Apt. Number City or Town ZIP Code

State
th A S | 3 MPis MN| 500

Date of Birth (mmaddyyyy) [ u.s, Social Security Number Employee's E-mall Address Employee's Telephone Number

L2-op-a3¢ ([BH- _@ﬁmuw@@gaaz S1Ys™

I am aware that federal law provides for Imprisonment and/or fines for false statements or use of fals:
connection with the completion of this form.

| attest, under Penalty of perjury, that | am (check one of the foliowing boxes):
[] 1. A citizen of the United States

[[] 2 A noncitizen nationaj of the United States (See Instructions)

l:] 3. A lawful permanent resident  (Allen Registration Number/USCIS Number):

&4. An alien authorized to work  until (expiration date, if applicabie, mm/ddlyyyy):
Some aliens may write "N/A” in the expiration date fieid, (See instructions)

Allens authorized to work must provide only one of the following document numbers to complete Form /-9 Do g':,“,,,,",,“,:;,?;,;'g"g;m
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Forelgn Passport Number.

1. Alien Registration Number/USCIS Number:
OR
2. Form I-84 Admission Number:

OR
3. Foreign Passport Number:

Country of issuance:

Signature of Employee \f 4. dll’ 4 W
?ﬂigqm and/or Tranelator Dertfieation (ahegk oneli
{

¥ nat e @ gieparer or tranblator. (] A praarents) anclior traheldtor(d) asalsied the
[Tlelds below must bo apmpleted and signed when Praparers andfar franslstors as fo)
l attest, under Penalty of perjury, that | have assisted in the completion of Section 1 of th

Is form and that to the best of my
knowledge the Information Is true and correct.

Signature of Preparer or Translator Today's Date (mm/ddfyyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form1-9 11/14/2016 N



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

USCIS
. Form 1-9
OMB No. 1615-0047

Employee Infofmm&cﬂon‘l

ListA
Identity and Employment Authorization

List G
Employment Authorization

Document Title

[W ‘ko

Issuing Authority

s ™ aq.290

Document Number

Expiration Date (i any)( )
Wols! - %6 - 20(4"

Document Title

¢ Expiration Date (if any)(mm/ddlyyyy)

Expiration Date (T any)(mmicidfyyyy)

Issulng Aufhorily

Document Number

Expiration Date (% any)(mm/eddpyyyy)

Document Title

Igsuing Authority

Document Number

.‘g

Expiration Date (7 any)(mm/ddyyyy)

Additional Information

r QR Coda-Sectiona 283 ]
DoNuWﬂaanSpaw

Certification: | attest, under penalty of Perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-istad document(s) appear to be genuine and to relate to the employee nam

employes Is authorized to work In the United States

@ Instructions for examptions)

Tlll\ﬂ empioyee's first d,ﬂ'!\ of smployment (mmvdedyyyy): 0S-1%-20 F&a

08T

Title ployer or

Representative
crdite ¢

8t Number and Name)

First Employer or Authorized Representative

Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

City or

MINNEAPOLIS

,Sme " |ZIP Code
MN

> 4

55344

i gqﬁnemm;atauﬁmﬁ%ﬁm@ﬁv&h..;5

. Date of Rehvo (Fappionbly)

Middie Initial

Date {mm/iddlyyyy)
8 document or recelpt thal eslablishes ]

Document Number

Expiration Date (ifany) (mm/icyyyy)

I attest, under Penaity of perjury, that to the beat of my knowiedge, this employee Is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have axamined appear to be

genulne and to relate to the Individual.

Signature of Empioyer or Authorized Representative

Today's Date (mm/ddjyyyy)

Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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EMERGENCY CONTACT INFORMATION

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

Employee Name: 90(‘2 Lt CL@S WO
Address:.&ga ’S’Fh Ave ~S Aﬁ‘ 3
Home Phane: __MP1S A4 D S HeF - (ﬂ‘r} -2l DIYS.

: = . EMBRGENCY C?N'TACTS R Herais
_Please llat two peaplé (in pridtity order) who eoyld be Gofitacted in case of an egrgency i
Contact #1 Home Phon% ] g) &?5"’5 4 >
Name: g \0 \neq Do (\9@ Cell Phone:
Relationship: M cAreq Work Phone:
Contact #2 HomePhone: 2/ 200 [63
Name: :DOM l@l wVM@S Cell Phon/
Relationship: M ov[ O’ 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.

e ———



employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct
If i 2

Deposit and/or Payroll Debit Card,
ou do not provide a written election,

pes will be paid b paper Check.

PANROET 0 Ciion
|| Direct Deposit (Please complete Sections 3 and § below)

|| Payroll Debit Card (Please complets Sections 4 and 5 below)
DIREGE DEPOSKLE

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,

institution to identify you, If
ill provide the necessary information and issus You a Payroll Debit
Cardtopayyomwages.Foryourprotecﬁon,theﬁnannialinsﬁtuﬁonmayaskyoutoprovidethemaddiﬁuna]idenﬁﬁeaﬁnn' i

verify your identity,

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, yon will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages,

CARDHOLDER INFORMATION (as You want your Payroll Debit Card to be issued)
First Name M.

Last Name

Date of Birth

Strest Address ponox Not ACCEPTABLE)

Social Security#

City State Zip Cell Phone (mobile)

or authorized deductions, into my

wages/compensation Payments, net of required tax withholdings, other required withholdings
made in error to my account(s),

account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
* E-mail is reqnired for pay stub information,

“E-mail: Nyt by Love 6 644

@ 4 mal -com
this information will only be

used to send your paystubs electronically

Employee's Signature: g a d i Wl 0 q ‘Sml Date: (/ } K }/ ? )




Authorization

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 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: \‘M (YZA ‘GLG S ‘EYD :

First Middle (O Last
none) |
Othernamesused: 2 A1 s +h e S- Ap\- = = MplS§ aep SSYOA
Current county of residence: ?

Current and former addresses:

current
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.

l2- 0@ - \aqe, 029 (3 Uss>.

Date of birth Social security number

Driver’s license number & state Name as it appears on license

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

Qadvwia Cosheo SUpli*

Signature Date




a -

employer solutions staffing group..

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. Sj se puede verificar que el cheque no ha sido cobrado,
ESSG se detendrs el cheque de pago y reemitir e 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 sy reclutador de personal que el
cheque fue robado. S el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un huevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): LPQ di ra_ (g yhO

Signature/Firma: LPCL_OL ran  Calho




= 8850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1646-1500

E-.?am'r qs".}.m"sm" P Information about Form 8850 and its separate Instructions is at Www.irs.gov/form8850.

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

Your name \q\_a d( VA @V o ('4—1/0 Soclal security number > Mm

Sh'eetaddresswhereyou live &l D, / _5-¢’7 Iquc; S M '#'? Vf/ﬁ va S'S'VD
City or town, state, and ZIP code

County Telephone number é/z:) Q‘Q/ S— / V! &

If you are under age 40, enter your date of birth {month, day, year)

1 [J Check here if Yyou received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the wark opportunity credit,

2 [7 Check here if any of the followIng statements apply to you.
. ® lam a member of a family that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 8

months during the past 18 months, -

* |am a veteran and a member of a family that recelved 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 68 months; or
b. Recelved SNAP benefits (foad stamps) for at least 3 of the past § months, but is no longer eligible to receive them.

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

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

6 [ Check here If you are @ 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, 19987, 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,

f Signature —AIl Applicants Must Sign

Under penaities 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 > kPCP(‘J \W&q (‘q_ﬁ’l‘fo Date S~ )B— | >

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511, Form 8850 (Rev. 3-2016)

117-




Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: $ /0‘) P
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address: City/State: Zip:
£ g It 320] JSThive S At pprs i) |eios |
5 Date of Birth: Age: Have you worked for | If yes, loeation:
this company hefore?
0K 4552 | 1208 /93¢ | YD | ValTmm
Please complete all questions, and sign and date the form., Yes No
L. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O _ﬂ
at any time since Angust 5,1997? (if yes, please provide information below.)
Name of'the person receiving benefits: ~——— Relationship to you: s
City: County: ____ State: o SN
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O M
(If yes, please provide information below.)
Name ofthepersonreoeivingbeneﬁta: ——— Relationship to you: =
City: County: State:
3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? O &\
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,
4. Have you received any type of voeational rehabilitation services within the past two years? | ﬂ\
If yes, please indicate which 1ype of agency you worked with and provide their location information below:

City: County: State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

S. Are you a Veteran of the U.S, Military? *If yes, please provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below. Ifno, 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 disahility?

O

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

If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
If yes, in which state did You receive unemployment compensation? ___

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 thisa [] Federalor [] State conviction? If State - County: State:

———

S]] 5]

Y
¥
Q.
~J

Additional Tax Credits
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: [] Are Yyou the child of foster parents? O Do you receive CalWorks? [] Workforce Investment Act?
[d Are You a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents; [ Do you receive Family Independence Benefits?

5

Under penalties of Pperjury, I declare the information above 10 be true and accurate 1o the best of my knowledge, and | 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: _yﬁd e (3 @ o Date: ?/ / f / / ?.

T ee————



U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date; January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 {or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signature: M e Cer sho Date. & ~/§—/3 -
New Hire Name:

Social Security Number: OZ2< 2 < 8§ 5o~

Employer Name: ¥Q A1z (pz ﬁb

Please check the statements below if they apply to you.
(M| | declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

[ declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofice;

The Intemal Revenue Code of 1 886, Section 51, as amended and its enacting legislation, P.L. 104-188, specify that the State Workforce Agencles ars the
"designated® agencles responsible for admlnistering the WOTC ceriificaion procedures of this program. The Information you have provided completing this
form will be disclosed by your employer to the State Workforcs Agency. Provislon of this Information is voluntary; however the information is required to
determine your employar's ellglbility for the federal tax credit

..—..—.._..—.._.._.._..—‘._.._.._.._.._..

Persons are not required fo respond to this collection of informafion uniess it displays a currently valld OM B control number. Respondents' obligation to
complete this form is required to obtaln or retain benefits (P.L. 111-5). Public reporting burden Is esfimated to average 10 minutes per response, Including the
time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden esfimate to the U.S, Department of Labor, Divislon of Nafional Programs Tools Technlcal Asslstance,
Room C-4510, Washington, D.C. 20210 {Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address,

117-

ETA Form 9175 (Rev. November 2016)



O employer solutions staff INg group.

G 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 to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment. :

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments, if you fail to do so, it
may affect your unemployment benefits,

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. k@ (Initial)

¥a;z&m Ca;te S //18//F -
mployee Signature: - Date:

MG 1vh  fm5Fro

Fmployee (please print your name here)

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, | have read the entire contents of this policy and | am aware and fully

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

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acﬁng for or with them, to collect a body component (blood,

¥MWL (g (b
Individual’s Name

G//8 /)7

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC Plan_Plan 1 fih e T

Benefits Enrollment Form O New Emploves

EmployceInformation
Soclal Security Number

Name (First and Last)
Yadire 4,5 ho i 02 2 755 -

ity
520) )5th Ave S Akl ppls MV | 55Yo

Gender LI Male | Marital Status Single | Date of Birth Date of Hire

Female | I Mamed 5 hivorceq /2~ 08 [ 9T 6

{Phone Number: Emall Address:

L[] Rehire Rehire Date

Please Select Desired Coverage:

Employee Only - l: Employee+Spouse - Employee-l-Child(ren) - l:‘%;%rgfi\% - .
; ee

$24.00/Week

$38.00/Week $36.00/Week

Relationship
I Male [ISpowse [] cChild
ame . L Last Name 3 remaie O Domestic Partner
Dupending i ' 3 5 e : _ G
Sacial Security # Birth Date | Sex Relationship
O Mae DlSpouse [ Child
Last Name ] Female [0 Domestic Partner
Social Security # BirthDate | Sex Relationship
O Maie [ [0 Child
"First Nams ~ W LastName O Female Osp Ese Domestic Partner
O o] o] 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowladgement and Authorization - | herehy apply for the group henefit(s) as indicated, § acknowledge that all entries are true and complete and that
any misstatements or failure to report information may be used as the basis for cancailation of coverage for me and my dependentys), if any, from the originai
effective date, Further, | authorize my employer to make the necessary payroll deduotion of premiums for coverages | have elected.

IF ENROLLING - Y7U MUST SIGN HERE

Empioyee Signature Date

-
—
EMPLOYEES DECLINING l am DECLINING coverage
| understand that | and/or my depefideNts, if any, walve any coverage and desirs to participate in the plan at a iater date. l/we may be considerad a late enrolles and
must meet the requirements definfid in the Certificate of Covarage for the company’s medical or dentaj Plans. if | deciine enroilment for myseif or my dependents
(including my spouse) because df other coverage, | may, in future be able to enroll myseif or my depend,

ts in this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a resuit of marriage, birth, adoption, placement for adoption of parting suit

of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature &/_ﬁd (yeq ﬂ ¢ 3 M_ Date 5/ / f /ZD/ 4

Employer Solutions Staffing Group Heaith Benefits Team
PO Box 46270 Minneapolls, MN 55344-9056
Phone: 952-767-9519 Fax: 962-767-9515
Emall; Health@employersoluﬂonsgroup.com




Aaacu Luuemnity Medical Benefits Plan 2

. Vsl 219301-ESG-1 | OFFICE USE ONLY LOCATION RehireDate___/__/
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
TNT USING BLACK or BLUE INK (Must Be Filled Out) N

Name | Social Security # Home Phone S
! ad e pg 5 O oy e I 12 Y2257y MK
Add . Apt. #
TR0/ 45 e S HptH I | il
City | State Zip - Date of Birth
~pls | M/ | S5%03 b....’_a’._zf’ 96

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYSSDNO i Yes, please continue

Medicare Health Insurance Claim Number (HIN) - Medicare Effective Date
.-f—\.l“a-nTe“(-);‘E;vered Person (S): B ? -_ e o e R e
i | 2 } 3

i
PayrllDadicied Weaily ates
You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL F D‘En':E'ggi'l‘_"!‘"" DENTAL VISION TERMLIFE | SHORTTERM
Employee Only [ ] s2025 J|  senr sa42 T s060 od| sz f
Employee +1 [_| $41.10 $12.34 $4.92 $0.90
Employee + Family $54.88 $20.36 $6.56 $1.80 ,
_____ NOtoﬂ_l_. Beneﬁts% DYes QN&--.Q&L’;’.N?_-D“S DNO_ DYes DNo DYes DNO N

_'This coverage is not availalble to residents of NH, i—ll, or PR. 25TD is not available to persons who work in CA, HI, NJ,“IQI-%—o'r—I—?IIT'

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

_Name Relationship
D. REQUIRED DEPENDENT INEORMATION }
Name Social Security # Date of Birth I Sex Relatior};a—ip i |
S _ 5 | !/ / i @ :'DSpouseDChildDDomest_ic Partner
e R e 'S'é}:urity# SR e e shlp ek LV GSHC arther s

T _ TR L | [ml(E] rDSP‘?”SGDCh“dDPme_SﬁC_’_’ artner
N ——— = SQCI;ISécunty# DateofBlrth Q.S_.éx_..___ - Re_latlonsl_npﬂ sl e ML P I
R oot L MITE] | (Spouse [ Tchi [ pomestic Partner
Name o | | ' Social Security# Date of Birth }Sex P Relation;hip =

|

Bt

7 MIET I spouse [ chitd [ pomestic Partner

E. REQUIRED SIGNATURE You| Mu§TS'GNANDDATEEVEN”TFYOUDECL'NECOVEEAE_E__“
I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
@ Imited time and | understand that making no benefit selection is a declination of coverage.

DATE O M1 2007 bsonAuRE Qugrn (a0

This is an Essential StaffCARE Enrollment Form.




