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7301 Chms Lane Suite 405

“f employer solutions staffing group. Feina, N 55439

Leveraging Resources in a Changing Market Tel: 952.835.1288 ~ Fax: 952.835.1255
www.esgstaffingsclutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name \/ ar 0( ) First Name _ (.. | i\Ok Middle Initial
Street Address 8 a‘? E B s._)+ Apt/Ste =~
citystaterzip __ (O Ybaie s 0 CA  F170CY

Phone Number (;?O c} Q_p 7 8 "(_:ﬁ 1‘/8 Email Address @

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon gatisfactory proof of identity and legal ability to work in the U.S.A.
Are you legally autharized to work in the United States of Amarica? mES Ono

Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESS5G) to use the Information and staternents contained in this application to determine my
qualifications for employment, | authorize ESSG to make inquities of my former employers, except as indicated in this application,
regarding my pravious duties, responsibilities, parformance, compensation and eligibility for rehire.

{ understand that a comprehensive background check may be conducted to determine my eligibility for hire by ceriain clients of ESSG.
This may Include but is not limited to, investigations of criminal and/for conviction records, driving records and/or a drug screen test as
required by clients, government regulatmns ar by ESSG policies,

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background chack,
| certify that all statements made in my application are frue and accurate and that | have not omitied any material informedion or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin amploymant, will rasult in my termination,

if hirad, | agrae to abide by the policies and procedures of ES3G,

Celic U(,quas Colson \/O\chLS 19~ 0Y 015

Name (Print or type) Applicant's Signature Date

A copy or facsimile ("fax"} will be considerad the same as an original signatura, Email will ONLY be used for employment carrespondence

For ESSG Office Use Only
DOH NHW 19 3850 w4
Emergancy Contact Info | Background Releaze Form Background Results Unemploymant Latter ESC Applleation
{if applicable)
For ESSG Client Use
DOH ROP Wark Site Loc. WC Code

ESSG - LakeRegionMedical_NoStae Rav. 1172013






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

= . IARTA W SEC,,
S %,
E-verlf [} & : m
Employment Eligibility Verification DA %

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2015342094532FK
Report Prepared: 12/08/2015

{4
W
=
S =

Company Information

Company ID: 47429 Company Name: Employer Solutions Staffing Group

Employee Information

Last Name: Vargas First Name: Celia
Date of Birth: 10/21/1960 Social Security Number: *** ** 8834
Hire Date: 12/04/2015 Citizenship Status: A citizen of the United States

Document Information

List B Document: Driver's license or ID card issued by a U.S. state  List C Document: Social Security Card

or outlying possession
Document Name: Driver's license Document State: California

Driver's License or ID Card Number: Document Expiration Date: 10/21/2016

Case Status Information

Final Case Result: Employment Authorized Employer Case ID:
Case Submitted On: 12/08/2015 Case Submitted By: AFIN3846
Closed On: 12/08/2015 Closed By: AFIN3846

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized result.

SENSITIVE BUT UNCLASSIFIED

1ofl 12/8/2015 10:04 AM
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& Department of Homeland Security OMB No. 1615-0047

N "'._“"N”’\. = _wyp wy¥ * »
f;}gfg\\ Employment Eligibility Verification USCIS
k@*) Form I-9
3 ?$ bl

e U.S. Citizenship and Immigration Scrvices Expires 03/31/2016
#START HERE. Read instructions carefully before complating this form. The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: It is illagal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) they will accept from an employee. The rafusal to hire an individual because the documentation presented has a future
expiration date may alse constitute illagal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and slgn Section 1 of Form 1-9 no later
then the first day of employment, but not before accepting & joh offer, )I

Last Name (Family Namc) First Name {Given Name) Middle Initial | Othar Natnes Used (if any)
- -~
\Jaoas Celia
Address (Streef Number and Name) Apt. Number | City or Town ) State Zip Code
839 ¢ N st Oyvrax o CA_|917¢q
Dale of Birth (mm/dd/yyyy) [U.S. Social Security Number | E-mail Address Telephone Number

10-21-19¢0 [5e37iRIBE3M (907> 678-074]

1 am aware that fadaral law provides for imprisonment andfor fines for false statements or use of false documents in
connection with the completion of this form,

| attest, under panalty of petjury, that | am (check one of the following):
EA citizen of the United States
] A noncitizen national of the Unitad Statas (See instructions)

A lawful permanent resident (Alien Registration Number/USCIS Number):

An alien authorized to wark until (expiration date, if applicabla, mm/ddlyyyy) . Some aliens may write *N/A" in this field,
(See instructions)

Far aliens authotized to work, provide your Afien Registration Numbet/USCIS Numbar OR Form 1-94 Admission Number:

1. Alien Registration Number/USCIS Numbet;
OR 3-D Barcode

Do Not Write In This Space

2. Form 1-94 Admission Number:

If you obtalned your admission number from CBP in connection with your amival in the United
States, include the following:

Foreign Passport Number:

Country of Issuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of issuance fislds. {See instructions)

)

Signature of Employee: C 2 o U A ("‘%_Cl. 5 Date (mm/dd/yyyy): /Q -0y - ; 5_
Preparer and/or Translator Certification (7o be completed and signed if Section 1 is prepared by a person other than the
employas.) |

| attest, under penalty of perjury, that | have assistad in the completion of this form and that to the best of my knowledge the
Information is true and correct,

Signature of Praparer or Tranzlator: Date (mm/ddiyyy):
Last Name (Family Narme) First Name (Given Nama)
Address (Sfreef Number and Name) City o Town State Zip Code

@ - Employer Completés Next Page @

Form I-9 03/08/13 N






@ i 'Emivloyer C'qmplez%e.s This Page

Saction 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employes's first dey of employment. You
must physically examine one document from List A OR examine a combination of one decument from List B and one decument from List C as fisted on
the "Lists of Aceeptable Documents” an the next page of this form. For each document you review, record the following information: dacument title,
Issuing authority, dacument number, and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1: Va(qgjg , C,(,\’\ a

List A OR List B AND List C

ldantity and Employment Authorization Identity Employmant Authorlzatlon
Docttment Titla: Documant Titie: ‘ Document Title: . 6\
1ssuing Authority: ‘ Issuing Authority; Issuing Authority: 3
M— CA (o SH5A

ocument Number: Document Number: Document Number:

; ASR \5(,5% 5L3- 93 - ¥E¥2H
Expiration Date (if any)mm/dafyyyy): Expiration Date (if any}(mmv/dd/yyyy): Expitation Date (if any)(rmm/dd/yyyy):
[T

Document Title: '
[ssuing Authority:
Doeumsnt Number:

Expiration Date (if any){mm/dd/yyy):

’ 3-D Barcode
Document Title: ‘ Do Not Write In This Space
l==uing Authaority:

Document Number:

Expiration Drate (if any}(mm/ddfyyyy}:

Certification

| attest, under penalty of perjury, that (1) | have examined the decument(s) presentad by the above-named employes, (2) the

above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): IQJ o4 ZZO Lﬁ (See instructions for exemptions.)

Si%& of Employar or Authgfized Reprasentative Date (mm/dd/yyyy} Title of Employer or Authorized Reprasentatlve
ndaea Sumdd doy 12JeR 2015 | Bdain. A<siskant
L.7€| fiame {Family Name) First Name (Given Nan‘e) ’ Employer's Business or Organization Name
. o 5 5 8 FING GR
F‘ fd{ £, ) A (d(m_ EMPLOYER SOLUTIONS STAFFIN OUP LLC
Employer's Busi@or Organization Address (Street Number and Name) | City or Town State Zip Code
7301 OHMS LANE  SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehlres (To be completed and signed by employer or authorized representative,)
A. New Name (if applicable} Last Name (Family Name) First Nama (Given Name) Middle Initial |B. Date of Rehire (if applicabls) (mm/ddfyyyy):

C. Ifemployee's previous grant of employment authorization has expired, pravide the infarmation for the document fram List A or List C the employes
presented that establishes cumrent employment authorization in the space provided below.

Docurnent Title: Document Number: Expiration Date (if any)(mem/dd/yyyy):

| attest, under penalty of perjuty, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented documant(s), the document(s) | have examined appear to be genuine and to relate to the individual,

Signatura of Employer or Autharized Reprasentative: Date (mm/dd/yyyy}): Print Name sf Employer or Autherized Representafive:

Torm -9 03/08/13 N






Form W4 (2015)

Purpose, Complete Form W-d so that your emplayer
¢an withhold the correct federal income tax fram your
pay. Conslder completing & new Form W-4 each year

and when your personal or financll situation changes.

Exemption fram withhelding. If you are exempt,
complete whly lines 1, 2, 3, 4, and 7 and sign the form
to validate it. Your exemplion for 2015 axpires
Fabruaty 16, 2016, Ses Pub. 505, Tax Withholding
and Estimated Tax.

Note. If another person can claim you as a dependent
on his gr her tax return, you cannot claim exemption
from withholdinﬁ if your Income exceeds §1,050 and
includes more than $360 of uneamsd income {for
example, intarast and dividends}.

Exceptions. An employec may be able to clalm
axemptlon from withholding even if the employee is a
dependsnt, if the employee:

= [z age 65 or oltler,
« [z biind, or

* Will claim adjustments to income; tax cradits; or
Itetnized deductiong, on hls or her 1ax retum.

The exceptions do not apply to supplemental wages
greater than $1,000,000. Y

Basic instructions, I you are not exempt, complets
the Parsanal Alfowancaes Workshoet below. The
wotksheets on page 2 further adjust your
withholding allowances based on itamized
deduetions, certain credits, adjustments 1o incoms,
ar two-eamars/multiple jobs situations,

Completa all worksheats that apply, Mowaver, you
may elaim fewer (or zero) allowances. For regular
wagas, withholding must be based on allowances
you ¢laimed and may not be a flat amount or
percentage of wages,

Haad of hausehasld, Generally, you can elalm heac
of houschold ﬁlirlg statua on your tax return only if
you are unmarried and pay more than 50% of the
coats of keeping up & home for yourself and your
dependent(s) or ather qualifying Individuals. See
Pub. 501, Exemptions, Standard Deduction, ang
Filing Intarmation, far information,

Tax ¢redits. You can take projected tax ¢redits into account
in figuring your allowable numbsr of withholding allowances,
Credilts for ¢hild or dependent eare expenses and tha child
{ax credit may ba claimed using 1he Persona) Allowances
Worksheot below, Sea Pub. 505 for Informatian on
converting your ather credits inte wihholding alowances.

Nenwage income. If you have g large amount of
nenwage income, such as interest or dividends,
considar mgking es{imated tax paymenta ualng Form
1040-E8, Estimated Tax for Indiviauals, Otherwise, you
miay owe additional tax. If you have pension or annuity
incoma, see Pub. 505 10 find out if you should adjuat
your withholding on Form W-d or W-4P.

Two garners or multiple Joha. If you have a
working spouse or more than one job, figure the
{otal number of allowances you ara entitled to claim
on all jobs using workshests from only one Form
W-4. Your withholding usually will ba most accurate
when all allowances are clalmed on the Form W-4
far the highest paying Job and zero allowances are
claimed on the others, See Pub, 505 for detallz.

Nonresident alien. If you are a nonresident alien,
zee Notice 1392, Supplemental Form W-4
Inatructions for Nontesident Aliens, before
completing this form.

Check your withhalding. After your Form W-4 takes
effect, use Pub. 508 to see how the emaolint yau are
having withheld compares ta your projected total tax
for 2015. See Pub, 506, especially if %our eamings
excead $130,000 (Single) or $180,000 (Married).
Fulura developments. Information about any future

dovelopments affecting Form W-4 (auch ag teqlslation
anacled after we raleass it) will be poated at waww.irs.goviwd,

Personal Allowances Warksheet (Keep for your records.)

A Enter “1" for yourself if no one else can claim you as adependent . . . . . . .

B  Enter“1"if:

* Yol are single and have only ang job; or
* You are married, have only ane job, and your spouse does not work; or

[ T
e

* Your wages from a second job or your spause’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 2 waorking spouse or more

than ona job. (Entering “-0- may help you avoid having too little tax withheldd) . . . . . . . .
D Entar number of dependents (other than yeur spouse or yourself) you wil) elaim on your tax raturn ., .
E  Enter “1" If you will file as head of hausahald on your tax return (see conditions under Head of household above) . .
F  Enter “1" if youl have at least $2,000 of ehild or dependent care expanses for which you planto claimacredit . . .

nTmoe

i

{Note, Do nat include child support payments. See Pub, 503, Child and Dependent Care Expenses, or detalls.)

Q@  Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more information.
« It your total income will be less than $85,000 ($100,000 if marriad), enter “2” for each eligible child: then less *4* it you
have two to four eligible children or less “2” if you have five ar more eligible children.
* If your total income will be between $65,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligiblechild . . . &

H  Add lines Athrough G and enter total hers, {Nete. This may be ditferant from the number of exemptions you clalm on your tex retum) » H
come and want to reduce your withhelding, see the Deductions

For acouracy,
complete all
worksheets
that apply.

* If you plan to itermize or claim adjustments to in
and Adjustments Worksheet on page 2.

* If you are single and have more than ane jobh or are

samings from all jobs excead $50,000 $20,600 if marri

avaid having too little tax withheld.

married and you and your spouse both work and the combined
ed), see the Two-Eamers/Multiple Jobs Worksheet on page 2 to

* If neither of the above situations applies, stop here ard enter the number from line H on line 5 of Form W-4 below.

Separate hore and give Farm W-4 to your employer. Keap the top part for your records.

o W=4

Dapattment of the Treasury
Intenal Anvenue Sarvice

Employee's Withholding Allowance Certificate

¥ Whether you are entitled to ¢laim a certain numher of allowances or exemption from withhelding ls
subjact 1o review by the IRS. Your employer may be required to send a copy of this form to the RS,

OMB No. 1545-0074

2015

1 Your firgt name and middle initial

iy e

Last ngme

d(aCLS

ﬁ atlog addra?umb&d stree% :r_l"al route}

3 D] Single @ Married Marrled, bt withhold at higher Single rate.
Nota. I mapied, but kegally separated, or spouse le a nonresident allen, check the *Single" box.

Gity oF town, state, and ZIP code

Ovwacie

921764

4 H your last name diffors from that shown on your soclal sacurity card,
check hera. You musat ¢all 1-800-772-1212 for a replacement card. I'-

S  Total number of allowances you are claiming {from line H above or from the applicable worksheet on page 2) 5]

&  Additional amount, if any, you want withheld from each paycheck . . .

7 | claim exemption from withholding for 2015, and | certify that | meet both of the following conditions for exemption,
* Last year | had a right to & refund of all federal income tax withheld because | had no tax liabllity, and
* This year | expect 3 refund of all federal income tax withheld because | expect to hava no tax liabllity.

If you meet both conditions, write “Exempt* here. . . . . . . . . . . .

6

w7

“Under penalties of perjury, | declare that | have exgmined this cettificate and, 1o tha best of my knowledge and belief, it is true, carrect, and complete,

Employee’s signature

Date » ’9" O‘{"QC)/S_

9 Offica sode (optionaly | 10 Employer identifieation numbar {EIN)

{This form is not valld unless you sign it.) m C Q__M U a (G\Ct S

8  Employer's name snd addross (Employar; Complate lines 8 and 18 anly if sending to the IRS.)
Lake Region medical 2052 west ilst L piand ¢A 5)78¢
Gat, No, 102200

For Privacy Act and Paperwark Reduction Act Nolica, saa page 2.

Form W-4 (2015)






DISCLOSURE AND AUTHORIZATION {IIMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Employer Solutions Staffing Group LLC {ESSG) may obtain information ahout you for employment purposes from a third party consumer reporting
agency. Thus, you may be the subject of a “consumer repart” and/or an “investigative consumer report” that may include information about your
character, general reputation, persenal characteristics, and/or mode of living, and that can invelve personal Interviews with sources, such as your
neighbors, frlends, or ascoclates. These reports may contain information regarding your credit history, criminal history, social seeurity number
validation, motor vehicle records (“driving records”), verification of your education or employment history, or other background checks. Credit
history will only be requested where such information is substantially related o the duties and responsibilities of the position for which you are
applying. You have the right, upon written request made within a reasonable time, to request whether a consumer report has been requested and
compiled about you, and disclosure of the nature and seope of any investigative consumer report and to request a copy of your report. Please be
advised that the nature and scope of the most common form of investigative consumer report obtained with regard to applicants for employment
ls an invastigation inte your education and/or employment history conducted by Orange Tree Employment Sereening, 7275 Ohms Lape,
Minneapolis, MN 55439. Tel.: 800-886-4777 or 952-941-9040, Fax; 800-886-0774 or 952-941-9041. ORANGE TREE EMPLOYMENT SCREENING's
website is at www.orangetreescreening.com, or another outside arganization. The scope of this notice and authorization is all-encompassing,
however, allawing E55G to obtain from any outside organization all manner of consumer reports and investigatlve consumer reports now and
throughout the caurse of your employtment to the extent permitted by law. As a result, you should carefully consider whether to exercise your
right to request diselosure of the nature and scopa of any investigative consumer report,

Naw York and Maine applicants or empfoyees only: You have the right to inspect and receive a copy of any investigative consumer report raquested by ESSG by
contacting the consumer reporting Agency identified aboue dircctly, You may also contact E586 o request the name, address and telephone number of the
nearest unit of the consumer reparting ageny designated to handle inquiries, which E556 shall provide within 5 days.

Naw York applicants or employees only: Upon request, you will be infarmed whether of not a tonsumer report was requested by ESSG, and if such report was
tequested, informed of the name and address of the consumar raporting agency that furnished the rerert. By sianing balow, you alse acknowledge recelpt of
Article 23-A of the New York Correction Law,

| Gragonapplicants or emplovees only: Information describing your riphts under federsl and Oregon law regarding eonsumer identity theft protection, the storage

and disposal of yaur credit information, and remedics available should you suspect or find that ES56 has not malntalned securad records is available w you upon
requoest.

Washington State applicants or emplayees only: You also have the right to requett fiom 1he consumer reporting agency a written summary of your rights and
remedics under the Washington Fair Credit Reporting Act.

ACKNOWLEDGMENT AND AUTHORIZATION

1 acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand bath of these documents. | hereby authorize the obtaining of “consumer reports”
and/or “investigative consumer reparts” by ESSG at any time after receipt of this authorization and throughout my employment, it applicable. To
this end, | hereby authorize, without reservation, any law enfarcement agency, administrator, state or federal agency, institution, scheeo!l or
university (public or private), information service bureau, company, or insurance company to furnish any and all background information requested
by Orange Tree Employment Screening, 7275 Ohms Lane, Minneapolis, MN 55439, Tel.: BOD-886-4777 or 952-941-9040, ORANGE TREE
EMPLOYMENT SCREENING's website is at: www.orangetreescreening.com, another outside organization acting on behalf of the cornpany, and/or
the company itself. | agree that a facsimile (“fax”), electronic or photagraphic copy of this Autherization shall be a5 valid as the original.

New York applicants or emplovees only: 8y signing below, you also acknowledge recaipt of Article 23-A of the New York Correctlon Law.
Minneseta and Oklahoma applicants ar employees only: Please check this box if you would like to recelve a copy of 8 consumer report if one 15 obtained by ESSG.

D {Must includr email address; )]

s (0 Qo Upxoe S oxes (=t -Jo1S™

BACKGROUND INFORMATION

Last Name: Vﬂk‘f ‘3 CLS First: ('r?...t \ A Middle:

Other Names/Alias:

Social Security #*: 5 Q:»%* 913 8 ) o Date of Birth (mm/ddfwyyr: L0 ~ 1 ~ / 7¢O
Driver’s License : /q 5 8 [ SC: 6_{9 State of Driver's License: ﬁ 58/563%5 8
resencacmress_ 530 7€ O\ &t relephone # primary L 207 ) 6 78 - 0748
City/State/Zip: O‘(\‘\”CI e “ G176 Y

*This infarmation will be used for background screening purposes anly and will not be used as hiring criteria,







Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE RETROTAXW

Speciallats in Tox Crodit Administration
EMPLOYER SECTION:
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Pasition: Starting Wagc: §
Mold, ng
EMPLOYEE SECTION:
Employee Name: Street Address: City/State: Zip:
Celvoo Varges 839 EN st Ontax o ¢c@ [Gt74Y
88#: Date of Birth: Age: Have you worked for | 1f yes, location:
~ 7 _ this company before?
6(._.,2;—(/'3 6’83'{ (D31 11960 58 OO ves E No
Please complete all questions, and sign and date the form, , Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) D @.
at any time sinee August 5, 19977 (It yes, please provide information below.)
Name of the person reeciving benefits: ... Relationship to you: . _
City: County: State:
2. Ilave you or has anyone living with you recelved Food Stamps (SNAP) at any time during the past 15 months? D] a
(If yes, please provide informatian below.)
Name of the person reeeiving benefits: Relatienship 1o you:
City: County: State:
3. Have you recelved Supplemental Seeurity Incorne (SSI) at any time within the past 3 months? o Al

Pleage note, thig ig not the same as Social Security benefits (88) or Social Sceurity Disability (88D1) benefits,
*If vou checked yex pleave provide a capy of your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? El
If yes, please tndicate which type of ageney you worked with and provide their location information betow:

Vocational Rehabilitation Agency Dept. ot Veterans Affuiry Limployment Network (Ticket 10 Work Program)
Name of Agency: Phone #:

City: County: State:

Hf yuu checked yes please provide a copy of your ective Individual Work Plan and Ticket to Work documentution.

8. Areyou a Veteran of the U.S. Military? *Ifyes, please provide a copy of your DD-214 and letter of separation.
(If yes, pleass provida information belaw. If no, please continue to question #6.)

]
=

Dates of Service - From: / / To: / /

Branch of Scrvice:

Are you entitled o or are you recviving compenyation for 2 service-connected disability?
Have you been unemployed at any time during the last 12 months?

If yes, dates of unemployment - From: / / To: / /
D¥id you receive unempluyment compensation at any point during your unemployment?

OO0 odg
MR =HE

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

Conviction Date: / / Release Date: / /
Was this a Federal or D] State conviction? If State - County: State:
Additional Tax Cfrcdils
EEC (Native American): Arc you or your spouse a merber of a Native Amcrican Tribe? E]] E

*If you checked yes please provide a copy of your COIB card,
CA Resfdents: -l Are you the child of foster parents? Da ﬁ receive CalWorks? Workforee Investment Act?

]| Are you a migrant or seasonal farm worker? Have you ever been convicted of & misdemeanor?

8C Residents: Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penadics of petjury, I declare the information abave to be true and accurate to the best of my knowledge, and 1 hereby authorize any agency,
organization, or individuals to supply such verification or information that may be necded to determine tax credit efigibility to my employer, employer
representative (Associated Consultants, Ine. dha Retratax). ar the Department of Labor.

New Employee Stgnature: Cl ﬂ_jn(_‘t U {1(‘3) «as pate: /- OY~3 o/ 5‘







= 3850 Pre-Screening Notice and Certification Request for

(Rov, January 2012) the Work Opportunity Credit OME No, 1545-1500
Department of the Treasury
internal Revenus Service = See separate instructions.

Job applicant: Flll in the lines helow and chack any boxes that apply. Complete only this side.
" Your name CQ, l v G Social security number 56 3- C;B 8 3 3 ({1
Street address where you live 8 8 9 E, \\..3 5+

City or town, state, and ZIP code O\/\‘\"CL( ; O C fl\ c?{ 76 ((
County SCKY\ Bt’_(’ Y\ A( i A— Telephone nurnber ‘70"7" G 78' O? ‘/8

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

1 LJ Check hers if you recaived a conditional cettification from the state workforce agency (SWA) or a paricipating local agency
for the work opportunity credit.

2 [ Check heraiif any of the following statemeanta apply to you.
* | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during ths past 18 months.

= | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAPF) benefits (food
stamps) for at least a 3-month perlod durlng the past 15 months.

| was referred hera by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
pragram, or the Departmant of Vetarans Affairs.

| am at least age 18 but hot age 40 or older and | am a member of a family that:

a Received SNAP benefits (food stamps) for the past 6 rmonths, or

b Receivad BNAP banefits {food stamps) for at laast 8 of the past 5 months, but is no longer eligible to receive themn.

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

* | received supplemental security income (88I) benefits for any month ending during the past 60 days.

* | am a veteran and | was unemployed for a periad or pericds totaling at least 4 weeks but less than 6 months during the
past year,

-

3 [0 Check here if you are a veteran and you were unemployed for a period or periods totaling at least 8 months during the past
year,

4 [0 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,

o

Check here If you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or pariods totaling at least 6 months during the past yaar.

8 Check here If you are a member of a family that:
* Receivad TANF payments for at least tha past 18 months, or
» Racaived 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 eligitie for TANF payments during the past 2 years bacause federal or state law limited the maximurn time
those payments could be made.

Signatura—All Applicants Must Sign

Under penaldes of pejury, § declare thae | gave the above Infonmadan to e sinplayer on or before the day | was offersd 2 job, snd i e, W e bual ol iy kivwlsdye, i,
cotrect, and complete.

Job applicant’s signatura ( _,Q,Q__L.{Z U fojf% S Date I 9 - D“"/ "&Dl 5*

Far Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat No, 228511 Form 8850 (Rev. 1-2012)
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STATEMENT OF CONFIDENTIALITY

This agreement made this @ ¢_day of A€W D €1, 2015, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and_Celio Unraus  hereafter referred to as “employee”.

WITNESSETH:

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

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

Codio  \Jarqas

Employee Signature

Employer Solutions Staffing Group LLC, Representative






EMERGENCY CONTACT INFORMATION

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

Employee Name: C@ l " Q. VCl r@) CLS
Address: _8_9‘ C? 6 B 5 T Q_Y\'\‘CX’(' ;() Cﬂ 9’ 76 “/
Home Phone: C-C;o 6‘) __67 8 -0 (7 é{8

Contact #1 Home Phone:

o s '
Name: f vt stCo C’Q’(Jr CellPhone: G069 6718 -07 47
Relationship: H U9 b a Y\A Work Phone:
Contact #2 Home Phone:

Name: (XY 5%0‘\ CorteL Cell Phone: G0F & ¢7.5017

Relationship: h oY h +t( 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 canfidential and will only be used in the case of an emergency.
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Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you do not provide & wiitten clection, wages will be psid by Payroll Debit Card.
SECTION 1 BASIC INFORMATION

Employee Name SENH (last 4 digits)

SECTION 2 PAYROLL BLUECTION

_._l Dircet Deposit (Please complete Sections 3 and 5 below)

J| Fayroll Debit Card (Please complete Scctions 4 and 5 below)
SECTION 3 DIRECT DEPOSTT
Update Bank Account

Bank Name;

Eftective Date

1 understand and acknowledge that if T do not provide a

voided cheek with this direet deposit form, Tam
responsible for any delays in payroll or extra costs

Routing# mceurred if the aceount mumber that T pravide iz incorrect.

Account?f

Tnitial Date ___

...... - —— e b W VWY W ooy

= Tohelp vs avoid making an error, please stiach a copy of a voided check. (» depasit slip will not work)
= Ifyouchange banks, do not elose your ald hank account until your direet deposit hag started 2t the new bank, which may take 2 pay periods.

SLECTION 4 PAYROLL DERIT CARD {(GLOBAL CASH CARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifics cach person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the neecssary information and issuc you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity,

Except for the routing and account number, ESSG docs not have access to any information regarding your Payroll Debit Card uccount or
transactions, On your first payday, you will reccive your mew Payroll Debit Card, and a packet containing all of the terms and cenditions. 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 (us you want your Payroll Debit Card 10 be issued)
First Name M.L Laust Name Date of Birth

_“11reelAddre«mm HOX NOT ACCRIT I AHLE) T Social Securityit

City , State Zip Cell Phonc (mobile)

RECEIPT OF PAYROLL DEBIT CARD (1o be cornpleted when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #
... omeTast R —
1 have received ty Payroll Debit Card, welcome brochure, progeam fees, progeam terms, conditions, and disclosures. By activating my Payroll Debit Card,
[ am agreeing to the program terms. conditions, and diselosurcs that are included or made available to me from time to time from the financial institution. {
authorize the financial institution to debit my Payrall Debit Card account far the fees described in the fee schedule that is part of (he program terms,
conditions, and disclosures,

Limployee's Signatures ‘ Date:

SECTION 5 AUTHORIZATION

1 authorize EESG to divectly deposit my periedic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if nccessary, debit entrics and adjustmentsfor any credit entrics
made in error to my aceount(s). * E-mail is required for pay stuly information.

*Harmail: @

this information will anly be used to scnd your paystubs clectronically

Employee's Signature: Date: _ | e——







Celia Vargas

v
P

LA B D BT Birest Ontarfo, CA 91784 (909) 874-0948

Vork Experionce

L

vy for a belar Job | am also a very responsible women interested in working the
i Y TEhsy !
Ol pessible.

Crupploind my schoot in Mexics JK Migh IDegree] None [Date of Gradualion] NoneiMajor]
Cranerat P oation '

Experience
siandiy Dol T2 o 19
Moldimg Injeclion. Print labals, Inapect,Pack. Count, Packing anc seanning.,

4 . Lt el O - . .. -
boina Prwingdale, OA . — .

bupervisor Barbara Simiih

hgenay Feam 1997 To 2000

Lnedcholiss. specior, cabeling, Molding Injecton.
salger agenoy § Hancho Cueamonga CAJ

Agency ales Trom 20000 2012)
Aasembling, Scanning, Molding Injection and packing, labeling.

.

st Ol

'
it g,

Montclair, CA

Al tne moment from 2012 to present | am working as » housekeeping and Baby Sitter.and | am
secking for a better job,

Awards and Acknowledgments( None)
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Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, elc.), 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 correq, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encantrar. Si se puede verificar que el cheque no ha sido cobrado,

ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - § 35.

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

AGREED/SE ACUERDA—
o
Name/Nombre (con letra de molde): C.Q_l v O U(i(“ A (15
=

Signature/Firma: CQ,,Q.AO- U @AY ,§







Maintain regular, weekly, communication with your employer if you are unabie to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

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

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

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

Sighed: C&«Q»Gh U_O\(ﬁ S
Printed Name: (e [ ¢ VOW’% 75







VS 219301-EMP OFFILE USE

LOCATION,

Rehire Datr:__/__/.._.____

ENROLLMENT FORM - PLAN 2

REQUIRED EMPLOYEE INFORMATION
PRINT USING BLACK or BLUE INK
(Must Be Fxllcd QOut}
Social Security Number 5_ 3- 343_ 6 é 4.
Sex M[E

patcorBinh L O/ AL/ [ 960
Name OCWD‘I \lllfo\ >
D Si

Street Address 825} :Efi'{
City y \ ) sme LA Zip Q..L’}__Qldl

Home Phone

Do you or any dependents have Medicare?
1 Yes No If Yes:
Medigare Health Insurance Claim Mumber (HICN)

——————.

Medicare Effective Date __/ /

Names of Covered Person(s)

Name

Social Security Number

A b e e sr— opo— i ot oot

Se;c @

Relationship: [JSpouse [0 Child [ Domestic Partner

Dateof Bicth /. /.

ESC UNAV P2 v15.]
BENEFIT SELECTION
SELECT COVERAGE LEVEL

You MUST select a coverage leve] before adding any benefits. Your
coverage Jevel will be identical for each benefit.

@ Employee Only EI Employec + Family
D Employee + 1 NOto all mdemmty benefits.

Weekly Rates

FIXED INDEMNITY MEDICAL c a
vEs $20.91 Employee Only .
$42.44 BEmployee + 1
o
This coverage is not available to residents of New
Hampshire, Hawaii, or Puerto Rico.

$56.67 Employee + Family
DENTAL

E ves $6.17 Employee Only
$12.34 Ewployee + 1
CJvo

$20.36 Cmployce + Family
TERM LIFE

<] wrs
[ o

$0.60 Employee Only "

$0.90 Employee + 1
$1.80 Employee + Family

SHORT-TERM DISABILITY %
1] ves &
D NO

Short-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island.

$4.20 Employse Only

Name
Bocial Security Number oo o e
DateofBith /[ g

Relationship: [JSpouse []Child [J Domestic Partner

Name

Social Security Number

Sex E

Relationship: [ Spouse [ Child [ Domestic Parter

DateofBith /o

BENEFICIARY INFORMATION
For Term Life / Accidental Death & Dismembernient, please write
in your beneficiary information.
NAME (BF BENEFICIARY
(W= o

otez
RELATIONSHIP

@ous l- us b@r\C\

Accidental Death & Dismemberment is part of the Term Life Benefit.

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

understand that making no benefit selection is 4 declination of coverage.

P Signature

Date Q_W/.Q%/m[é:_







5'7“'7{
¢y employer solutions staffing group. i ESNC
R 7 Leverazing Ressuesns it ¢ 8 2] X

hanpime varkel
& Chan ging, Diarkel BODArRr ,(lluu:ns apaup F"l"fﬂ«‘- w‘w.mxr A FD
ST e e Benefit Plan Administrators, Inc.

For Status Chenge Please Chack: You MUST provide a suppoerting Rocument

E New Employes [J Change of Status Birth/ D Spouse Loss of Coverage Plan
[] Rehire Rahire Dats ] ] Adoption I Change
[0 Martage 3 Cancel Employee/Dependents
Banefits Enrcllment Form [ Divorce Date of Status Change:

_Employes Information

Name (Last Flrat, MY) Date of Birth
\lma@s Ce:-,\nc: 10/21 /\ag| 563 -93- 8834
Address City f State Zip Goda
£79 Fask D Sh Ondavio | CA avip 4
Gender ] Male Marital ;’.atatus Phane Number: Date of Hire
e [T B 1900 ) 618 - 0948 linfod/ls
Piease Selact Coveraga Elected: Enhanced MEC Plan Email Address:

Coverage Level !

E(Sinqla - $24.00/\Weak a EmplaoyearSpousa - $38.00/Waek

[ Employee+Chiid(ren) - $36.00/Weak [] Family - $63.00/Weak

Depandent Informalic\n

Add(Enrohanga or
Terminate

[ Add L] Change

D walve [1 Teminate

Birth Daﬂ Coverage Elagted

Lest Neme
Soclal Security #
DepBnaent s i

First Name
O Medicat

v Skl s

A I SR A

' T Add (Enroll) Change, of
Sex Birth Date covaraga Elected Terminate
Last Nama Firal Nama TN (=D O Wogiea [J Add[d Change

Social Sacurity #
Dapg_

[] wave 7] Teminate
“ttﬁih_.\- 3 2 Faytniy

Bpx Birth Date Gb\ftﬂgk Elbﬂkd

Terminate
Last Name First Name Ml D Mala m Medieal u Ady D Cnanue
Social Security # Oremale [1Wave [ Terminate

Other coverage information including Medicare/Medicaid
NAME OF PERSON COVERED (LAST, FIRST, Mi):

EFF. DATE
EFF. DATE
EFF. DATE

Employes Acknowlsdgement and Authorization - | herslry apply for the group benefit{s) as indlcated. | acknowledge that all entries are true and complete and that
sny misstatemants or fallure to report Information may be used as the basls for cancellation of coverags for me and my dependant(s}, if any, from the original
effective date. Furthor, | suthorize my employer to make the neceszary payroll decuction of promiums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employes Signature CQ /@\CL (/ alraga S Date /CQ - ?“‘ / «,5-

EMPLOYEES DECLINING D Declining due to other mv%l’aga.

} underatapd that { and/ar my dependents, If any, watva any coverage and desire ta participats in the plan at a latar data. e may be conaldered a Iate anrollae and
must meset the requircmonts defined it the Cortificate of Covernge for the company’s medical or dertal plons. If | desline enrelimont for mysolfl or my dependents
{inclucing my spouse) hetauze of other coverage, I may, In future be able to enrall myself or my dependahts in this plan, provided | request enrollment within 31
days after the other coverage ends, In addition, If & new dependant rolationship forms a8 & result of marriage, kirth, adoption, placemant for adoption of parting sult
of adoption, | may be able to snroli myself or my dependent, provided | requast enroliment within 31 days of the ovent,

[F DECLINING- YOU MUST SIGN HERE

Employea Signature Date

Employer Solufions Staffing Group Health Benefits Team
7301 Ohme Lane Suite 405
Edina, MN 55435
Phone: 952-767-9519 Fax; 852-767-8515
Emall: Health@employersoltionsgroup.com







[

S U T S Nz i
& very responsible women interest ”"f in v

Tl

Expeﬁence

Gaxter Cou 1982 to 1994

Molding %rz;z‘%{:égam Print labels. Inspect,Pack.Count, Packing and scanning..
¥
Edna Pl rwindale, CA
Supervisor: Barbara Smith
sulact Agency: From 1987- To 2000
Yhearhouse: Inspector, cabeling, Molding Injection,
select agency.} Rancho Cucamonga CAJ
it Choice Co fxg}%}f:{f Dales From 2000 to 2@%2}
Assembling. Scanning, Molding Injection and packing. labeling.
Montclair, CA
At the moment from 2012 to present | am working as a housekeeping and Baby Siiter.and | am

seeking for a better job.

Awards and Acknowledgments( None)






DISCLOSURE AND CONSENT CONCERNING CONSUMER
AND INVESTIGATIVE CONSUMER REFORTS

This form, which you should read carefully, has been provided to you because CMG may request Consumer Reports and/or Investigative Consumer
Reporis fiom a consumer reporting agency. The Cotmpany will use any such repori{(s) solely for employment-related purposes. Consumer Reports or
Investipative Consumer Reports will be obtained from CSS Test, Inc. (“C88S Test”) located at 400 Lavurel Oak Road, Suite 102, Voorhees NJ, 08043,
They can be contacted at 856-627-5600. Under the provisions of the Fair Credit Reporting Act, 15 USC, Section 1681 et seq., the Americans with
Disabilitics Act, the Drivers Privacy Protection Act and all other applicable federal, state, and local laws, 1 hereby authotize and permit CS8 Test,
Tne.,, to obtain & vonsumer report and/or an investigative consumer report which may include the following: Reports may contain information bearing
ot your charaeter, general reputation, persenal chameteristics, mode of living and credit standing, The types of information that may be obtained
include, but sre nol limited 10: eredil reporty, social security number, eriminal records checks, public court records cheeks, including civil, driving
records, educational records, verilication of employment positions held, workers compensation records, personal and professional references,
licensing, certification, cte. The information contained in these reports may he obtained by C85 Test from private or public record sources including
sources wentified by you in your job application or through interviews or cotrespondence with your past er present coworkers, neighbors, friends,
agsogistes, eurrent or former employers, cducational institutions or ather acquaintances.

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

California residents, under section 1786.22 of the California Civil Code, you may view the file maintained on you by €58 during normal bnsiness
hours. You may also oblain a copy of thig file upon submitting proper identification and paying the costs of duplication scrvices, by appearing at
C8S in person or by mail. You may also receive a summary of the file by telephone, The agency is required to have personnel available to explain
your file to you and the agency must explain to you any coded information appearing in your file. If you appear in person, a person of your choice
may accompany you, provided that this person furnighes proper identification.

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

New York: You have the right, upon written reguest, to be infomied of whether or not a eonsumer report was requested. If a consumer report is

requested, you will be provided with the natne and address of the consumer reporting agency furnishing the report. You may inspect and receive a
copy of the report by contucting that ugency,

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

CONSENT

T have careftilly read and undecstand this Disclosure and Consent form and, by my signiture below, consent to the releuse of consumer and/or investigative consumer
teports, as defined above, to the Company in conjunstion with my application for employment. I furtber understand thet any and all informution contained in my job
application or otherwise disclosed to the Company by me before, during or after my employment, if any, may be utilized for the purpose of obtaining the consumer
roports or investigative consumer reports requested by the Campany. [ understand that if the Company hires me, it may request a consumer report and/or an
investigative consumer roport about me, as defined above, for employment-related purposes during the course of my employment. T understand that my consent will
apply throughout my employment, to the extent permitted by luw, unless [ revoke or cance] my consent by sending o signed letter or staternent {o the Company of any
time. Thig Diaclogure and Consent form, in original, taxed, photocopicd or electronic form, will be valid for any reports that may be requested by the Company.

Applicant Last Name \/0\(0;\ 42 3 ___First ( 2. ( { G Middle
Social Security # SG 3 C/; Z) Qg 34  Date of Birth (for ID purposes only) / O- 3 [ ~19¢0
Drivers License Number and State of [ssue A 5 8 (96 "TR

Present Address 8 2 c) E— b.. 5.‘-
ciystezip__ OWNSacio CA  F917¢ Yy

Applicant Signature | CA (} ﬂ (@ 4 —S Date / Q- = OL/" 9 0 1‘5
CALIFORNIA, MINNESOTA AND OKLAHOMA APPLICANTS ONLY:

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

CSS Inc.

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







