7. T E-Verify: Print Case Details - Preview

‘EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Numbar' 2017177124743SP
Report Prepared; 068/28/201
comgg Information
Company ID: 47429 Company Nams: Employar Solutions Staffing Group
Em 8 Information
Last Name: thao First Name: chia
Data of Birth: 12/12/1808 Soclal Security Number: e %t 7202
Hire Date; 08/26/2017 clﬂzanshlpStanB:AcmzenofﬂleUnihdsm
Document Information
List B Dosument; Dﬂvefabamaormoardbsuedbyau.s.shtenrouwmpmmbn List C Document: Soclal Security Card
Dogcumant Name: Driver’s ficense Document State; Minnesota
Driver's License or ID Card Number: Dooument Expiration Data: 04/07/2018
Case Status Information
Currant Case Result: Employment Authorized Employer Case ID;
Case Submilted On: 08/26/2017 Cass Submitted By: SGLAS832
SENSITIVE BUT UNCLASSIFIED

hups:lle-verify.uscis.gwlweblPrlntCaseDetalls.asp(?CasaVeern=20171771247438P 17




e PO Box 46270
. /L | Minneapolis, MN 55344-9956
'”'lr W Tel: 952.835.1288

o \‘:“ iiw

employer solutions staffing group..

www.esgstaffingsolutions.com

New Hire Application

Personal Data-~- PLEASE PRINT LEGIBLY IN INK

LastName __ ZAeo FirstName ___ Yoy o Middle Initial _____
Street Address__ 370 Mevta_  fyincwe Apt/Ste

City/State/Zip Sain} Tosl +MD  S5/06 Social Security Last Four XXX-XX- 197 o
Phone Number _C51 - 23% 9313 Email Address __cHraoo Oce @

Staffing Agency/Recruitment Partner

All offers of empioyment are conditional upon satisfacto roof of identity and legai ability to work in the U.S.A,
Are you iegally authorized to work in the United States of America? []YES [JNo
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 but is not limited to, Investigations of eriminal and/or conviction records, driving records and/or a drug screen test as
required by clients, 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 ali statements made In my application are true and accurate and that | have not omitted any material information or provided
faise or misleading Information, | understand that any materiai omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will resuit in my termination.

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

Clva Thee \QJ\A%—S & [ae] 1
Name (Print or type) Applicants Signaturb Date U i

A copy or facsimile ("fax") wiil be considered the Same as an original signature. Emall wiij ONLY be used for employment correspondence

Fo_r ESSG Office Use Only
DOH NHW I-9 8850 w4
Emergency Contact Info Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicabie)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG-CMG Rev. 04/2017




Form W+4 (2017)

Purpose. Complsts Form W-4 sp that your
employer can withhold the correct fodsral Income

tax from your pay. Consider completin

a new Form

W-4 each and when your eraona? or financial
situation GK::LGS. 2
Examruon from withholding, if Jou ars exempt,

complete only lines 1, 2, 3, 4, an
form to vall

Feb
and

7 and sign the
ate it Your axemgtlon for 2017 explres
18, 2018. Sea Pub. 505, Tax Withholding
mated Tax.

Note: If another person can claim you as a dependent

% hmﬂef dt]ax r]?tum, you cl:n't olaim exegspéi‘lorés 3
m oldin Lr total income exces A

and Includes mgraivl:,an $350 of uneamed income (for

example, Interest and dividends),

Exn#ﬂnns. An em, lgyee be abie to claim
axemption from wﬂhhgl ng e'3§¥ if the employes Is
a dependent, if the employee;

* |s age 65 or oider,

® is blind, or

o WIll olaim adjustments to Income; tax credits; or
ftemized deductions, on his or her tax retumn.

Personal Allowances Worksheet (Keep for your .

The excaptions don't appi o supplemental es
graatarth%?‘n $1 .mm.om.Ft’.p y : v

Baslo Instructions. if you aren't exempt, compiete
the Personal Allowances Worksheet below. The
warkshests on page 2 further adjust your
withholding allowances based on itemnized
deductions, certain credits, adjustments to Income,
or twn-eamerslmulﬂple]oba ons.

Complete all workshests that apply. However, you
may clalm fewer (or 2ero) allowances, For regular
wages, withholding must be based on allowances
you claimed and may not be a fiat amount or
Percentage of wages,

Head of household, Generally, you can claim head
of housshold filing status on your tax retumn or}y if
you ara unmarried and pay mora than 503 of the
costs of kespingup a home for yourself and your
degande 8) or other qualifying Individuals,
Pub, 601 mptions, Standard Deduction, and
Filing Information, for information.

into

Tax eredits, You can take projeoted tax cradits
aocount In figuring your aliowabls number of
withholding allowances. Credits for child or dependent
care expenses and the child tax credit may be claimed
using the Persona) Allowances Workshest below,
Sea Pub, 505 for Information on converting your ather
credits into withholding allowances,

Nonwage Income. If you haye a large amount of
nonwage income, such as interest or dividends,
consider making estimatad tax ents using Form
1040-EB, Estimated Tax for In viduals, Otherwisa,
you may ows additional tax, If i\;uu have penslon or
annuity income, see Pub, 05 1o find out if you should
adjust your withhoiding an Form W-4 or W-4p,

Two earners or multiple jobs, if you have a
0USe or more

ers, See Pub, 505 for detals,

Nonresident allen, If you are a nonresident alien, see
Notice 1382, Supplemental Form W-4 Instructions for
Nonrssident Allens, befors completing this form.

Check YDI.I'I; withholding. After your Form W-4 takes

effect, use Pub, 605 to see how the amount you ars
?:‘g?ﬁ withheld compares to your projected total tax
r

7. Ses Pub, 5 , especially goureamlngs
exceed $130,000 (Singfe) or $1 80,000 (Married).

Eum;'e dev:tl:pments. I’l:'tfunn‘;:vﬂ.gr} abcc':‘ut any future
evelopments affecting Form such as
Ieglslsgon enacted aﬂagr we releass it) will be posted
at www.lrs.gov/wg,

A

mmo

Enter "1” for yourself if no one else can claim you as a dependent. . , , , | g

Enter #1* if: {

* You're single and have only one job; or
* You're manried, have only

ecords.)

one job, and your spouse doesn't work; or
® Your wages from a sscond Job or your spouse’s wages (or the total of both) are $1,500 or less,

bt

Enter “1” for your spouse. But, you may choose to enter “-0-" if you are maried and have elther a working spouse or more
than one job. (Entering *-0-* may heip you avold having too [ittle tax withheld) . , , 5

Enter number of dependents {other than your spouse or
Enter “1” if you wili 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 ciaim a credit . o 8
(Note: Do not include child Support payments. See Pub. 503, Child

c

yourself) you will claim on yourtaxretum. . . ., . . . p
E

F

. . . . . . . . .

Child Tax Credit (including additional child tax credit). See Pub. 972, Chiid Tax Credit, for more information.

® |f your total Income will be less than $70,000 ($100,000 if married), enter “2” for each eligible chiid; then less *1” i you
have two to four eligible children or less “2* i you have five or more eligible chiidren.

® If your total income will be between $70,000

and $84,000 ($100,000 and $118,000 if married), enter *1” for each eligblechlid. &

Add lines A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum,) > H

For accuracy,
complete all
worksheets

that apply. to avo

* If you plan to itemize or clalm adjustments to Income and want to reduce your withholding, see the Deductions

and Adjustments Worksheet on page 2,
® if you are single and have more than one job or are married and you and your Spouse both work and the combined
eamlnFs from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
d having too Iittle tax withheid,

® if neither of the above situations applies,

stop here and enter the number from iine H on line 5 of Form W-4 below.

Form

Department of the Treasury
Intemal Revenue Service

W-4

Separate here and glve Form W-4 to your employer.

subject to review by the

Keep the top part for your records,

Employee’s Withholding Allowance Certificate

P> Whether you are entitied to clalm a certaln number of allowances or exemption from withholding Is
IRS. Your employer may be required to send a copy of this form to the IRS,

OMB No. 1545-0074

2017

1 Your first name and middie Initial

ChAra

Last name

2  Your soclal security number

H73 -3¢ ~ 199 q

Home address (number and street or rural routs)

710 Mena M

3 LAsingle [ Married [ Married, but withhoid oz higher Single rate,
Note: If married, but legally separated, or Spouse is a nonresident allen, check the “Single” box.

City or town, state, and Z|P code
. 5SS

4 M your last name differs from that shown on your saclal security card,
check here. You must call 1-800-772-1213 for a replacement card. P[]

§  Total'number of allowances you are claiming (from line H above or
6 Additional amount, if any, you want withheld from each paycheck
7 lclaim exemption from withholding for 2017, and | certify that | meet both

from the applicable worksheet on page 2) 5

of the following conditions for exemption.

o
6 $v‘5“

S

if you mest both conditions, write “Exempt” here . L = - - - . . . . e[7]
Under penalties of perjury, | declare that I have examined this certificate and, to the best of my knowiedge and belief, it Is true, correct, and complete.
Employee’s signature

(This form Is not valld unless you sign it) » dﬂa—-—%@

Date » e/q_g/ {1

8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)

9 Office code {optional)

10  Employer ldbntlﬂcatlon'number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:n]'ﬁf;z o
U.S. Citizenship and Immigration Services 0

Expires 08/31/2019

P> START HERE: Read Instructions carefully before com R

during complistion of this form, Employers are liabie for
ANTI-DISCRIMINATION NOTICE: itIs illegal to discriminate

Segtion 1 fﬁﬁﬁloyas Information and Attestation (Emplayess must complete and sign Beotion 1 of Formm 19 no fater
than the Hirst day of employtend, but nat béfore acaspting .

& job offet ) _ .
Last Name (Family Name) First Name (Given NaI::) Middle Initia) Other Last Names Used (ifany)
Chra
Address (Street Number and Name) Apt. Number City or Town State ZIP Code
P16 Macie frooms G- Pand MY | s570c
Date of Birth (mm/ddpyyyy)  |u.s. Social Security Number | Employee's E-mall Address

Employee's Telephone Number

L';-[n-llaz‘%’ lt [7]s]- B ls] - 2|2] efhas D757 @gmeat(. carnz Ls7-225-93 3

Iam aware that federal law provides for Imprisonment and/or fines for false statements or use of false documents In
connection with the complietion of this form.

| attest, under penalty of perjury, that I am {check one of the following boxes):
1. A citizen of the United States

[[] 2. Anoncitizen national of the United States (See instructions)

|:| 3. A lawful permanent resident {Alien Registration Number/USCIS Number):

[[] 4. An alien authorized to work _un (expiration date, if applicable, mm/dd/yyyy):

Some aliens may write "N/A” in the expiration date field. (See instructions)
Allens authorized to work must provide only one of the following document numbers to complete Form 1-9: Do ﬁ,’:,",,g:‘,:',,?ﬁ"g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.
1. Alien Registration Number/USCIS Number:
OR
2, Form 1-94 Admission Number:
OR
3. Foreign Passport Number:
Country of issuance;

Signature of Empioyee e %j Today's Date (”’"”dd/yymﬁ-é/ %_/ (77

Bparer andlor Yranalator Oerifioalion Taheak oneli

I didf not use a pleparer or transiator, [] A pleparerte) andfar sraneiator(s) sssisted
8 below must bo qamplhted and signed when preparérs
| aftest, under penaity of perjury, that | have assisted Inth

the emglayee in aampléting Bectian 1.
8nkfor trenslators assist an emplayes in dempleting 8sation 1.)

e completion of Section 1 of this form and that to the best of my
knowledge the Information is true and correct.
Slgnature of Preparer or Transiator Today's Date {mm/fddpyyyy)
Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name)

City or Town State ZIP Code

@ Emplgver Completes Next Page @

Form I-9 11/14/2016 N



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

USCIS

Form I-9
OMB No. 1615-0047
Expires 08/31/2019

Lists
- Last Name (Family Name) First Name (Given Name) ML |c hip/immigration Status
Employes Info from Section 1 ey . '“ZT’ e
ListA OR ListB AND ListC
identity and Employment Authorization Identity Employment Authorization
Document Title Docui Title D LJ Document Title
Issuing Authority ing Autho, Issuing Autho,
Document Number Document.Number cument Numhber
COLETAS 2\ v D TTerss 19 G
Expiration Date (if any)(mm/ddfyyyy) Expiration Date (if any)(mm/dd/yy(yz Expiration Date (if any)(mm/ddiyyyy)
OW\-O1 - 20, NS | A
Document Title v
Issuing Authority Additional information &RNﬁ,"S;,j:;,“;&Fg;;
Document Number
Expiration Date (i any)(mm/dd/yyyy)
Document Title
lasuing Authority
Document Number
Expiration Date (i any)(mm/dd/yyyy)
Certification: | attest, under Penalty of perjury, that (1) | have examined the document(s) presented by the above-named employes,

work In the United

(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
States.

ployee Is authorized to

employee's first day of employment (mm/dd/yyyy):

0b-2lo-720n ) (See instructions for exemptions)

Sidgature of Employer or Authorid Re(res e Today's Date(mm/ddpyyyy) Titlg.ef Employer or Authorized Representative
(A0 U ~2 =2 OV rol+p
Last Name of Employer or Authoried R epresentative | First Employer or Aythorized Representative Employer's Business or Organization Name
iiar E P s""a LA \t LA EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organlzm*:n Address (Street Number and Name) | City or To State ZIP Code
7301 OHMS LANE  SUITE 405 EDINA MN 55439
Fd
Seetlon 3. Revarfioation and Rehlres (o he ameleted i signed By employar oy euloriad repressniaiive)
A, New Name (i applieable) B, Date of Rehire (7 pplieghle)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/ddiyyyy)

N brévious grant of emp

o

yee's oymient &
ntinying employment authorization In the space pravided

orization
below.

 Provide the friformafion for tha dooumant oF reseipt thal eslablishes

Document Title

Document Number

Expiration Date (if any) (mm/edctyyyy)

i attest, under penalty of perjury, that to the best of my knowledge,
the employee presented document(s), the document(s) | have ex

this empioyee Is authorized to work in the United States, and if
amined appear to be genuine

and to refate to the individual,

Signature of Employer or Authorized Representative

Today's Date {mm/ddpyyyy)

Name of Employer or Authorized Representative

FormI-9 11/14/2016 N







_,-y..—-«\q--.,..1..._.-.-\--.1 e St gt e i ity

| This card-s lﬁé oﬁ'lchl verification of your Social Securhy huhlhcr
Please sign It right away. Keep 1t in a safe place.

lmproper use of this card or number by anyone is pumshable by ﬂng,-',,-"
] tmprisonment or both. . j

| This card belony he Soclals:éurlly Admlnmmunn én' Smp "must f

| retumn iy i we gsk for b, s
lf you firid & card that isn tyuum pleasc retura I tor

_ Social Segurity Adminlsttation

Gy PQ. Box 33008, Baltimore, MDzlaoroaaoos :
For any other Social Segurity Kusiness/information, contactyode _
local Social Securlty offica. It yhu.write'to the aboveaddrgs?}or any.
buainess other than remrning qfonnd cqrd, it wil) mlc longer for ug "

't0 answer your letter,

Socla! Security Adl mimstmlon
‘Form S8A-3000 (6-95)

— ——



EMERGENCY CONTACT INFORMATION

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

Employee Name: Qhta.  [rhae
Address; 3 ' 2Nl Fetl , M), SSHSC
Home Phone: _ e@S7 — B§=¢ 372

"EMERGENCY SN?AETH .
Pleaw list ;wo peoplo (in priorlty m'dar) who gould be edntagted In caso of an emergency

Contact #1 Home Phone: \ &57 ) 2306 *%%
Name: ¢ .. Thev Cell Phone:C 65‘/) 220 ~¥0¥
Relationship: Brettoo— Work Phone:

Contact #2 Home Phone: p£.5/- 7293 —£755
Name: . Mot Cell Phone: LSt — 8950853,
Relationship: /)’Lowv 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 staffing group...
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit an
If you do not provide a written election, v ages will be paid

d/or Payroll Debit Card,

SMECTTON & T N BT
3¢ Direct Deposit (Please complete Sections 3 and 5 below)
|| Payroll Debit Card (Please complete Sections 4 and 5 below)

Nute:Db'utDepasitacmmmaytakeup to 7 days to be activated
[]Paper Check (Please complete Section 5 below)

[0 Update Bank Account

I understand and acknowledge that if I do not Provide a
Bank Name:

: voided check with this direct deposit form, I am
Am Mty Plus respansible for any delays in payroll or extra costs
Routing# 2 g L V: e incurred if the account number that I provide is incorrect.

Aot 2180 2952 5/
Account Type: I3 Checking [ Savings ] Other

Tnitial__C 7" Date L/%/h

—

o helpus avoidma]dnganexmr,pleasealtachacopyofavoidedched:. {a deposit slip will not work)

T
Ifyauchangebtmks,donotcloseyunroldbankammnmn:ilyonrdirectdepoxithassmrtedatﬂxenewbmk,wlﬁchmaytaknzpaypeﬁods.

Except for the routing and account number, ESSG does not have access 1o any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive i int iti
then sign acknowledging that you
wages,

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

First Name ML Last Name Date of Birth
Street Address (POBOX NOT ACCEPTABLE) Social Security#
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
I have received my Payroll Dehbit Card, welcome broch;

ctly deposit my periodic wages/compensation payments
or authorized deductions, into my account(s) as designated

made in error to my account(s).

, net of required tax withholdings, other required withholdings
above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
* E-mail is required for pay stub information.

*E-mail; Clheo Q9 £

@ o aqtl . (o
this information will only be

used to ¥end your paystubs electronically

Date: .é‘ 2>£/( 7

Employee's Signature- QM—“ L L N




Authorization

Autharization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to reguest information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
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: Gﬁ#ﬂ
First Middle (O Last
none)
Other names used:
Current county of residence:

Current and former addresses:

Ii{&{zzzi current 05/%/17 T0 Menia Avinue Nl MY, s370C

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

Date of birth Social security number

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

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: [J.

. hs é/’)__(;/ (7

Signature rd Date




b

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY
= N L UF LUNFIDENTIALITY

This agreement made thiﬁbmy of SL Ak . 201:7 between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and 7Feo he_reafter referred to as “employee”.

WITNESSETH:

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

In view of the difficulty of determining the a
result to the employer from a violation of any
employee agrees to pay to the employer the sum of $10,000 as |i
damages for every such violation; provided, howgver, that the payment/of such
amount as liquidated damages shall not be const i
the employer of the right to prevent any such violation i erwise.

qployee Signatur®

N, O

Staffing@rolip LLC, Representative




employer solutions staffing group..

Important/Importante

LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy

g, fuera de lugar, destruido, perdido en

car a su reglutador de personal que el cheque no
ef puede verificar qle el cheque no ha sido cobrado,

g detendra el cheque de pago y regitir el cheque a usted, descontando

de entre $ 25 - $ 35.

otifi

Si su cheqts.de pago fue robado. o ero debe denunciar el robo a Ia policia
antes de que poda
debe proporcionar una copia de la denuncia a su reclutador de personal que el

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): Chra  Thed

Signature/Firma: M_)



employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221 .0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

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

at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that

changes in work restrictions may be addressed and any questions answered.
Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

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



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

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 recejve
compensation for the time away from work. The physician must complete a
Report of Workability.

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

Signed: M
Printed Name: Chraa %




om 3030 Pre-Screening Notice and Certification Request for

{Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
Department of the Treasury 5
Intemnal Revanue Service P Information about Form 8850 and its sSeparate 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 CAhra T Ao Social security number > 2473 _ 26— 729 o

Street address where you live 210 Mowria Avinces
City or town, state, and ZIP code Soinf P . M N |, Sciee

County /Za,,n,g’e.z ( 2,_;! o7 q Telephone number &S/~ 228 — P35

If you are under age 40, enter your date of birth (month, day, year) /2 / Vi /[ %

1 [J 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 [7] Check here if any of the following statements apply to you.

* | am a member of a family that has recelved asslstance from Temporary Assistance for Needy Familles (TANF) for any 9
months during the past 18 months,

* lam 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.

* lwas referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

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

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

* | received supplementa} 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,

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

4 [ Check here If you are a veteran entitled to compensation for a service-connected disability and you were discharged or
released from active duty In the U.S. Armed Forces during the past year.

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

6 [ Check here if you are a member of a family that;
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earllest 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 [J Check here if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
Yyou received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, 1 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 > % ) Date é/ 7—&/ /7

For Privacy Act and Paperwork Reduction Act Noti ee page 2. Cat. No. 228511 Form 8850/ (Rev. 3-2016)
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Form A (rev. 03/2017)

EMPLOYER SECTION:

Client: Company:

Location: Position: Starting Wage: $
EMPLOYEE SECTION;

First Name: Last Name: Suffix: Street Address; City/State: Zip:

Chia  Theo Yo Maca b | Spiwt fred | sspot

SS#: Date of Birth: Age: Have you worked for If yes, location:
this company befpre?

H132S 1292 | 1o fia(1aay | |y Yes[] 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) O
at any time since August 5,1997? (If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State;

—_—

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O
(If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you: _m
City: County: State:

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

Name of Agency: Phone #:
City: County: State:
*If you checked yes please Pprovide a copy of your active Individual Work Plan and Ticket to Work documentation,

S. Are you a Veteran of the U.S. Military? */fyes, Please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. If no, please continue to question #6.)

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

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 Yyou receive unemployment compensation? __

LS T S [T ]

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

O 0O oo

Additional Tax Credits
1EC (Native American): Are you or your spouse a member of a Native American Tribe? O
If you checked yes please provide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [ Do you receive CalWorks? [] Workforce Investment Act?
[ Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [] Do Yyou receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the information above 10 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 needed 10 determine tax credit eligibility 1o my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Departmeny of Labor.

New Employee Signature: [Z#MQ?_A J Date: “%A"}

7




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 Date : =7

7
New Hire Name: KLW 7ZM

Social Security Number: /93— 2S5 — 7292
Employer Name: ___ Chra 7 Aoncs

Please check the statements below if they apply to you.

| | 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.

O I declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

The intemal Revenue Code of 1986, Section 51, as amended and its enacling legislation, P.L. 104-188, specify that the State Workforce Agencies are the
"deslgnated” agencies responsible for administering the WOTC certification procedures of this program. The information you have provided completing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this Information is voiuntary; however the information is required to
determine your employer's eligibiity for the federal tax credit,

Persons are not required to respond to this coflection of information unless it displays a currently valid OM B control number, Respondents’ obligation to
complete this form is required to obtain or retain benefits (P.L. 114-5). Public reporting burden is estimated to average 10 minutes per response, including the
fime 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, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address.
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSQ’s duty to:

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(3) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

(6) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

® Responsibility to work in compliance with OSHA laws and regulations

° Responsibility to use personal protective equipment and clothing as directed
by the host employer

° Responsibility to report workplace hazards and dangers

® Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

* Right to refuse unsafe work

° Right to know or be informed about actual and potential dangers in the
workplace

° Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



S Bt

employer solutions staffing Eroup..

e e e T

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Clia  Tbeo

Employee’s Signature:

//)Z‘-’/"%D Date: é// € 7// =1/




rixed indemnity Medical Benefits Plan 2

» VS| 219301-ESG-1  |OFFICEUSEONY  LOCATION RehireDate____/__/__ _
ENROLLMENT FORM ESC CUUNAC-MN) P1 v18.2
PRINT USING BLACK or BLUE INK (Must Be Filled Out)

plame Chia Tres Sz;l‘a;lssicg:’yf 729 2. 1 'Ej fh?c-)ga? i "’3'73I = M
Address 375 ﬂ’tar\ﬁk MM Apt. # “

. - i .
P SR o T P

I:I Yes D No. If Yes, please continue.
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

Name of Covered Person (s): B |
1. 2. '3,

Py bl el
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.

IXED INDEMNITY : SHORT-TERM

SELECT COVERAGE LEVEL F MERIEALt DENTAL VISION TERMLFE | FIORTTERM
~ EmployeeOnly [ ]| 20,25 0 serr sa42 {0 sos0 )| sa0 £y
Employee + 1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Famlly $54.88 $20.36 $6.56 $1.80
NO to ALL Benefits ’g’ DYes D No ElYes D No DYes D No DYgs D No J DYes D No _

' This coverage is not avaflable to residents of NH, Hi, or PR, 2STD is not available to perso;ms who work in CA, Hi, NJ, NY, or RI. i

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

_Name Relationship

Name  Social Security # | Date of Birth | Sex : Relationship

3 f / @ [1Spouse[ ] Child[_] Domestic Partner

Name ~Social Security # Date of Birth | Sex. T Relationship o
e ek L1 MI[F] | Cspouss []chid[IDomestic Partner
Name | Social Security # Date of Birth ; Sex - Relationship

o = et 1 { ! IMITE] | [5pouse [Ichid [Joomesti Partner
Name ; Social Security #Ee of Birth | Sex Z Relationship

| /.11 IMI[E] | Caspouse [ child [ Domesti Partner

= T e o o e bttt s i trorsemm s o o ¢ et e e o e et A e s b e e 2}

[ REQUREDSIGNATURE = TN ITS ey DATE, EVEN IF YOU DECLINE COVERAGE
I'have read the benefit packet and understand its limitations. | understand that open enrollment is only available for

@ limited time and | understand that making no b_eneﬁ;_se_lectio_n is a dgclil_'_lg_tiop_ of Coverage. =~

batE OL /220 .0 _!__!:_s.@!w_ysﬁ..__

This is an Essential StaffCARE Enrollment Form.



employer solutions staffing groy p. w & Es NG 0
Levarising Rescurces r 2 Changing Marke- e

employer solutions group, employer soh.ons nedormics o,

AL T & ZUP NP iy g WO Py e e

Enhanced MEC Plan_Plan 1 e i M

Benefits Enroliment Form New Empio Rehire Rehire Date

Social Security Number

N73~35-72 9
Address City State Zip Code
70 Mava Muoue Sk B | dd NN | sz
Gender ale Marital Status Singi Date of Birth Dats of Hire
2|  Marmied %W'Jij /7"//7'“ /{4‘?9
Phone Number; Emali Address:

Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - D Family -

$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Social Security # Birth Date | Sex | Relationship
Male Spouse Child
L Last Name Female Domestic Partner
Social Security # Birth Date | Sex Relationship
Male Spouse Child
ML Last Name Female Domestic Partner
Sock Security # S | Relationship
Male (3 Child
"First Name M.L LastName - Female g Domestic Partner

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowladgement and Authorization - 1 hereby apply for the group henefit{s) as indicated, | acknowiedge that all entries are true and complete and that
any misstatements or fallure to report information may be used as the basls for cancellation of coverage for me and my dependents), if any, from the originai
effectivg data. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elacted.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

e
EMPLOYEES DECLINING | am DECLINING coverage

| understand that | andfor my dependents, if any, walve any coverage and deslrs to Pparticipate in the plan at a fater date. /iwe may he considered a late enroliee and
must meet the reguirements defined In the Certificate of Coverage for the company’s medical or dentaj Plans. If 1 deciine enroliment for myself or my dependents
(including my 8pouse) hecause of other coverage, | may, In future be able to enroll myself or my depend In this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a resujt of marriage, hirth, adaption, placement for adoption of parting suit
of adoption, | may be ahle to enroll myself or my dependent, provided | request enrollment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature C’Z‘N@ Date & / 24 / (7

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-9956
Phone: 952-767-9519 Fax: 952-767-9515
Email; Health@employersoluﬂonsgmup.com




