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PO Box 46270
Mlnneapolls, MN 55344-995¢
Tel: 952.835.1288

www.esgstafﬂngsolutlons.com

New Hire Application

Personal Data.-.. PLEASE PRINT LEGIBLY IN INK
———————— =LV IN INK

Last Name é LW(’;‘S First Nameﬁ M/# U Middle lnitialm
Street Addreswcg 9 ( il Jg’”’f J - Apt/Ste l ﬂ

CitylStateIZip‘SUbt “/41 QSY . [_OQ_“ 4’/ Social Security Last Foyr XXX-XX-4/ )y 3
Phone Number (0 ( Q' g‘-l G- 59 ;\0 Email Address _flyaur3.e %@ 5&[‘-&0

Staffing AgencyIRecruitment Partner

All offers of employment are conditional upon saﬂsfactoﬂ proof of ldanﬂg and legal ability to work inthe U.S.A.
Are you legally authorized to work in the United States of America? F] YES [INo

Applicant Certification and Authorization

I authorize Employer Solutions Staffing Group (ESSG) to use the information ang statements contained in thig application to determine my
qualifications for empioyment. | authorize ESSG tp make inquiries of my former empioyers, except as indicated in this application,
rfo rehire.

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG,
to, In gations of crimina| and/or conviction records, driving records and/or g drug screen test as

required by clients, government regu'laﬁons or by ESSG poilcies,

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct g background check,
| certify that aj) statements made in my appiication are trye and accurate ang that I have not omitted any material information or provided
false or misleading information, § understand that Ny material omission or mlsrepresentaﬂon will result in my disqualification from
Consideration for employment or, if discovered after | begin employment, will result in my termination,

If hired, | agree to abide by the policies and procedu

Alﬂtl,w“ =)
Name (Print or type)

A copy or facsimile ("fax") will be considered the same as an originaj signature, Emajj will ON

Unemployment Lettor ESC Application
(if applicabie)

\\

Client Use
Work Site Loc. WC Code
—
Rev. 0412017




The exceptions don’t apply to supplemental es Nonwage Income, If u have a large amount of
F Ol‘ m W'4 ( 2017) greater th%?-n $ ,ouo,ooo,p = = nonvﬁge ln:klome, sgalcx:i-:dlgrastaégr dngdev}ds,':
Baslo Instructions, If you aren't exem complete Sonsider making estim heyments using Form
Purpose, Complete Form W-4 so that your the Personal Allowances Woﬂtshaet%télow %19 1230’;"0%;'%9:;"& "’; gllfll:mlv&e Og;:ir;:lse,
employer can withhold the correct federm] income Workshests on page 2 further adjugt your gnnuﬂya’fnmm s2e Pub. 508 ﬂndaomplf ly glf;uld
from your pay. Consider complsting a naw Form withholding allowances based o item| adluat wlt?{holdl n Form W4 W-%P
W-4 eaoh year and when your Persanal or financla) deductions, certain credits, B%stmama to Income, just your ng on Form W-4 or .
situation cg::Las, or two-eamars/mulﬂple Jobs situations, ngd Samers or multiple !obs. if 3];og t}‘ave ath
Examption from withholding. If you are exempt, Complete all workshests that . However, you ot nek SPOUSE O Mors than one job, figure the
comp,;g onlylines 1,2, '3, 4, and 7 angd sign thp; may olal;m fewer (or zero) allowa:ggg For regular g"“;'"'}gg‘:%ﬂf “'mﬁym,‘;"ﬂﬁ“g alal
form to valldate it, Your exemguon for 2017 expires Wages, withholding must be based on allowances w i, Yourwnhﬁl:m:ln ustally wil be‘,'m; Tmta
Febrg:’y 15, 2018, See Pub. 508, Tax Withholding you claimed and may nt be a figt amount or when s Al agre claimed or, the Fonavl°3v 4
and Estimated Tax, Percentage of wages, for the highest paying job and zerg allowances are
Note: if another person can clelm you as a dependent Head of housshold, Generally, you can claim head clalmed on the others, Ses Pub, 505 for detalis,
on his or her tax retum, you can't claim exemption of housghold ﬂllng status on youir tax retum on if Nonresident allen, if U are a nonresident aj
from withholding lfmtotal Income exceeds $1,050 you are unmarried and pay moro than 5094 of the Notice 1392 o) "|° ?nia?rl?orm Wee ,nmcﬁg"n'ssfg?
and includes mare than $360 of uneamen Income (for kees:lng Up a home for yourself and your Nonresident Afler sg‘afom compiting fhje bo
example, interest and dividends), degendeng’s‘eor other qualifying Individuals. See d Pleting .
Exoeptions. An emplo may be able to olaim Pub. 501, mptions, Standard Deduction, and Cheok your withholding, After your Form W-4 takes
: D ay Filing Information, for fiformation, sffect, use Pub. 505 to see how the amount you are
exemption from withhoig] ng even If the employee Is having withheld com 1o your projected fota] tax
a depandent, if the employee: I e d,"sﬁ' Ygu e “';",’,g’,’,'}g,“""u*’,’,‘ °'°fadﬂs i for 2097, See Pub, b5 aschyl:Ilyﬁ‘ your eamings
* Is age 65 or oider, ;’v",,?,?,o,d,,',‘g g,‘,'m,",%,,;,gg_ hc,andd,mm f‘;igh:},ﬁ, gePfal"dee'g Fexceed :1 so',ooo (snngﬁla) or mo'm?:o (Manried),
Is blind, care expenses and the ¢ [ may be claim uture developments, nformation about an future
:vsvm ; aln:;dj ents to Income; tax oredits; or galn etthggsrsfgnrl Allowances Work’st?e};t below. ldevgallo mantagaggcggg l;’orm }IV-4 (?tt)nwi ﬁ y
ustm, ) ored| y b on e (-] (-]
temized deductions, an his or her tax return, mea ulmo w“h{m?lfﬂn':m 5",}25'.,:,’.‘,,‘3.2[“" TR aetg www.]/r!a,g?v/w 8 e e
Personal Allowances Worksheet (Keep for your records.)
A Enter*1” for yourself if no one else can claim you as a dependent, , . ° 90990 0500 0 o o . A
* You're single and have only one job; or
B Enter*1”if; * You're married, have only one job, and your spouse doesn’t work; or B
® Your wages from a 8econd job or your Spouse’s wages (or the tota] of both) are $1,500 or less,
C  Enter 1" for your spouse. But, you Mmay choose to enter *-g.» if you are married and have either a working spouse or more
than one job, {Entering “-p-» may help you avoid having too little tax withheld) . . | | | J B g0 8 a6 p oga (e
—_—
P Enter number of dependents (other than your spouse or yourself) you will claim on yourtaxretum. , ., , . 0 D
E  Enter*"j you will file as head of household on your tax return (ses conditions under Head of household above) E
F  Enter*i®j you have at least $2,000 of child or dependent care expenses for which yoy plan to ciaim a credjt 5 F

* If your total income will be less than $70,000 {$100,000 i married), enter “2” for each eligible child; then less “1” if you
have two to four eligible children or less “2" if you have five or more eligible children,

® If your total income will be between $70,000 and $84,000 (31 00,000 and $119,000 i married), enter “1” for each eligible child,. @

[ ]
For accuracy, and Adjustments Workshest on page 2,

complete all * If you are singie and have more than one Job or are married and you and your Spouse both work and the combined
Worksheets earnings from all jobs exceed $50,000 ($20,000 i Mmarried), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld,

* If neither of the above situations applies, stop here and enter the number fram Jine Hon line 5 of Form W-4 below.

Separate here and give Form W-4 1o Yyour employer. Keep the top part for your records,

= W"'4 Employee’s Withholding Allowance Certificate

OMB No. 1645-0074
» Whether you are entitled to claim a certain number of allowances or exemption from withholding is 2 @ 1 7
Subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

Your first name and middie initial Last ngme . 2  Your soclal security number
M 45-T- 4343

Au

B HOéle address ‘ﬂ,’lmber and strest or rura] route) 3 [HJSlngle D Married D Married, but withhald at higher Single rate.
66 f)_\ AV'C . ._9 Nots; [ married, but legally 8eparated, or spousais a nonresldent alien, chack the "Single” box.
City or town, state, an code 4 M your last name differs from that shown on your social security card,
-m - VP \ M” 55n5 check here. You must call 1-800-772-1213 for a replacement card. B O
S Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 |
6  Additional amount, if any, you want withheld from each paycheck % 0 0 0o @5 6 [$

e J

® Last year | had g right to a refund of all federal income tax withheld because | had no tax liabliity, and
® This year | expect a refund of all federal income tax withheld because | expect to have no tax liahjl i

—____lfyou meet both conditions, write “Exempt” here . . d . o K lgﬁﬁﬂ Fd 4= '
Under penalties of perjury, | declara that | hav Ined this ¢ e and, to the best of my knowledge and bellef, it Is true, correct, and complete,
Employee's signature / ]

(This form Is not valid unless you sign ﬁ.)ﬁ Dater S~ 2 —A >
8 Employer's name and address (Employsi® mplete lines 8 Nding to the IRS.) 9 Office code {optional) l 10  Employer Identification number (EIN)

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




a1
Employment Eligibility Verification USCIS
Department of Homeland Security omf 1?1?]11511;-90047
U.S. Citizenship and Immigration Services Expires 08/31/2019

otlon 1. Employee Informatlon an tatlon (Empioyees must Gainplble arld sign Begtian 1 of Patm 1-9 no iafer
than the first day of employment but nat bafare agasy

@qaopting a joh offer) ,
Last Name (Family Nams) First e (Given Nams) Middie initial Other Last Names Used (if any)
Ut S utterm n—
Address (Street Number and Na 3) Apt. Number | Clty or Town State ZIP Code
350 2w 3 1P| South SE Rl [mafeon s

Date of Birth (mm/ddlyyyy) |[u.s. Social Security Number Employee's E-mail Address Empioyee's Telephone Number

&9-(0-1962 |HEE]- (7] - RN MG €. Critem@YHT (019 -3 6-552 (,

prisonment and/or fines for false statements or use of false documents in
connection with the compietion of this form.

| attgst, under penality of perjury, thati am {(check one of the following boxes):
&4{ A citizen of the United States

[[] 2. A noncitizen national of the United States (See instructions)
D 3. Alawful permanent resident  (Allen Registration Number/UscIS Number):

|___| 4. An allen authorized to work  until (expiration date, if applicabje, mm/ddlyyyy):
Some allens may write "N/A" in the explration date field, (See instructions)
Allens authorized to work must provide only one of the following document numbers to compiete Farm 1g: 54 ﬁ,’;,‘v’:,‘;,g;,f;,'ﬁ,'fg;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,
1. Allen Registration Number/Uscls Number;
~ OR

2, Form -84 Admission Number:
OR

3. Forelgn Passport Number:

Country of Issuange:
L e

Today’s Date (mm/ddsyyyy)

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

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

@ Emplay-er Cbmpletes Next Page @

FormI-9 11/14/2016 N



Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9

ZaTART
Xa ; . . P . OMB No. 1615-0047
s U.S. Citizenship and Immigration Services Bapires 08/31/2010
ection 2. mployer or Authorized epresentative Review and erification '
(Employers or their authorized representative must complete and 8ign Section 2 within 3 business days of the employee’s first da y of émployment. oy

must physically examine one document from List A OR a combination of one document from Ljst B and one document from List C as listed on the "Lists
of Acceptable Documents. p)

st Name Name) First Name (Given Nams}) M.I. | Citizens Ip/immigration Status
Employse Info from Section 1 '&_ e (if’”(”% fpels g, ’mﬁ r
ListA OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Titig Dpcument Titie Document Titie
(W™ ¢

=C

issuing Auth Issulng Auth I

8suing ority %R\g a-lmye g ‘P N\ /\l ss%%omyA

Document Number Docur%an_t_l r‘tlmlier 1S 701 q DQT g,m;ﬁj ‘ o 2 I [ :
Expiration Date (ifany)(mm/dd/yyy_w Expiration Date (Ifanw(mm/dd:ym;) Expiration Date (ﬁmy{(@[dm

L oAl - 20

Document Title *

Issuing Authority Additional Information R L

Document Number

Expiration Date {ifany){mm/dd/yyyy)

Document Titie

Issuing Authority

Document Number

Ex;;imﬁon Date (7 any)(mm/ddfyyyy)

Cortification: | attest, under Penaity of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-isted documont(s) appear to be genuine and to relate to the employes 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): os 2M-30ol “)(See instructions for exemptions)

of Emplpyer or d Representative Today's Date(thm/dd/yyyy) Title of Employer or Authorized Representative
oup dg’a.‘-L—Z_OLj a&cvu\ e /s

Last&ne( g Repmen@ First Name of Empioyer or Aythorized Representative | Employer's Business or Organization Name
N\ s \\ . e LA EMFLOYER SOLUTIONS STAFFING GROUP L1C

Empioyer's Business or Organlzlmon Address (Street Number and Name) |Chyor T, State ZIP Code

7480 FLYING CLOUD DRIVE SUITE 200 MINNEAPOLIS MN 55344
Section 3. Reverification ang Rehires (70 be completeq and signed by employer or authorizeq representative.)
A. New Name (I applicable) B. Date of Rehire (# applicablg)

Last Name (Family Name}) First Name (Given Name)} Middle initial Date (mm/ddlyyyy)

C.The employee's previous grant of employment authorizafion has expired, provide the Information for the document or receipt that estabiishes
continuing empioyment authorization in the space provided beiow.

Document Title Document Number Expiration Date (i any) (mm/ddyyyy)

| attest, under Penalty of perjury, that to the best of my knowledgs, this employee Is authorized to work In the United States, and If
the employee presented documenty(s), the document(s) | have examined appear to he genulne and to relate to the Individual.

Signature of Employer or Authorized Representative Today's Date (mm/ddfyyyy) Name of Empioyer or Authorizeqd Representative

Form I-9 11/14/2016 N









EMERGENCY CONTACT INFORMATION

INCASEO

EMPLOYER SOLUTIONS STAFFING GROUP
F AN EMERGENCY - NOTIFICATION INFORMATION

Employee Name: A—\A-W CU V'\:\S .

Address: 6591 alﬂ Gﬂ'ﬁ 56 (SJU"H'\ .‘

SR =55

Home Phone: _LQ[ - 3 LL([L/ﬁ q A‘LL

B T EMERGENCY
__ Please list two People (in priority order) wha ooyld

TACTS it
Santdeted Ih case pf an emmargohey

Contact #1

Name: gl l'/LabC "/h LUW A
Relations;ﬁp: cg i S W

Home Phone:

Cell Phone: /I [;5"’5[ b2

Work Phone:

Contact #2

e Shel (o 4

Home Phone: W’A[’Q'\’f’%

Cell’Phone:

Work Phone:

This information will remain confidential and will only be used in the case of an emergency.




>

employer solutions staffing grc;ﬁpu
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you do not pro ide a written election, ages will be paid by

SECEION [HASIC INEORNENEION

EmployeeName
L

‘\[ JONT2 PAN RO ELECEON
| ] Direct Deposit (Please complete SecﬁonsSandSbelow) Nate:Db'ectDepnsItaccommaylukeuptu7daysta be activated
|} Payroll Debit Card (Please completeSecﬁons4and5below) ' “aper Check (Please complete Section 5 below)
SECEION 3 DIRECT DLERPOSTH

[0 Update Bank Account

I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the aceount number that I provide is incorrect.

Initial Date

Account Type: [ Checking [] Savings [JOther

To help us avoid meking an error, pleaseatmchacopyofavnidedcheck (a depositslipwillnotwork)
*  IHfyon change banks, donotcloseyonroldbankamummﬁlyourdirectdepoxithasmrtedatthenewbank,whichmaytakBZpaypeﬁods.

SECHICRN NN RO

DLEBEE GARD (GLOBAL ASTEEARD)

Except for the routing and acconnt number, ESSG does not have access 10 any information regarding your Payroll Debit Card account or
transactions, On your first payday, yon will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each Payday you receive
wages,

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

First Name Last Name Date of Birth
Streot 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 Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
Iam agreeing fo the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution, 1

Employee’s Signature:
SECTION S AU ¢ IRTZNFLON

I authorize ESSG to directly deposit my periodic wages/compensation Payments, net of required tax withholdings, ofher required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necossary, debit entries and adjustmentsfor any credit entries
made in error to my account(s), * E-mail is required for pay stub information,

*E-mail: M€ . Geetiom a) Ythpp @

this informatiffn will only beamd to se your paystubs electronically

Employee's Signatur




Authorization

Authorization: By signing below,
Employment Screening to request
(b) anyone to provide information

or more reports based on that information;
share those reports with others for legitima
and/or Orange Tree Employment Screening
licenses and credentials, references,
nal record, lawsuits, driving record, credit history,

address history,

you authorize: (a) backgroundchecks.com (“BGC”
information about you from any public or priva
about you to BGC and/or Orange Tree Employment Screening; (c)
ent Screening to provide Employer Solutions
and (d) Employer Solutions Staffing
te business purposes related to your employment. B
may investigate your educatlon,

) and/or Orange Tree
te information source;

Staffing Group, LLC one
Group, LLC (“ESSG”) to

GC

work history, professional
social security number validity, right to work, crimi-
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 |

The Consumer Financial Protection Bureau’s
Act” is attached to this authorization. Ifyou
use of criminal records is attached. By signin

Ong as you are an employee of ESSG.

“Summary of Your Rights under the Fair Credit Reporting
are a New York applicant, a copy of New York’s law on the
g below, you acknowledge receipt of these documents.

Personal Information: Please print the information requested belgw to jdentify yourself for BGC,
Printed name: vt A,
First Middle (OO Last
none)
Other names used:

Current county of residence:

Current and former addresses: ¥
<
E 29- 2% (e $ Sk @B )
from Mo/Yr to Mo/Yr Street " City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other
checking for records.

BGC will not use

MA-l0- 1767

it for any other purposes.

information sources require the following information when

U I 1 4/ ]2/3

L 2

Date of birth

Social security number

Driver’s license number & state

gtara job or live in California, Minnesota,

: sb

Name as it appears on license

O [2—

or Oklahoma, you may request

Date



employer solytions staffing group,.

This agreement mage this 1.9 day of /] ¢\ e 2014_, between
Emplayer Solutjon Staffing Group LLC, hereinafter referred to gg em g
and M hereatfter refe,

Ired to as ‘employeg”,

employee agrees to pg
damages for every such Violation; Provided, however, that the Payment of
amount as liquidated damages shaj| not be cons

the employer of the rig

Employee Signature

N\
W v/
Employer Solutions Staffing Group LLC, Representative




o

employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault ESSG will issue a
new check and no fee will be deducted. :

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe nofificar a Su reclutador de personal que el cheque no

cheque fue robado. Si e] cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA— 4 /)
Name/Nombre (con letra de molde): %ZVV 2, S

Signature/Firma; W——
i = 0



S
of Minnesota Workers’ Compensation lemwe, Wherever possible light duty
restrictions imposed as 3 result of yoyr injury will pe accommodategd

be a minimym of once every two weeks, ailure to haye Current
for disability may resuit jn termination of benefits, Schedule your next

appointment immedlately after your doctor Visit, before you leave the clinic if
Possible, : '

Obtain a Report of Workability from your Physician at every appointment, g
minimum of once every two weeks. M.R. 5221.0420 requires that your physician

Cooperate with return to work Planning ang that you be released to return to work
at the earljest appropriate time, :

designated employer representative, You shoylq deliver this jn person so that
changes ip Work restrictions may be addressed ang any questions answered.



return to wori, Contact your employer g minimum of after every visit with your
Primary health care provider, Keep the claims representative advised of your
status.

(*]

NOTN ! 'l_h."j_'- immediate
your physical conditiop,

Ifitis necessary to misg Scheduled worj due to a work injury, yoy Mmust be seep
by your Primary heaith care Provider the same day in order to recejve
Compensation for the time away from work, The Physician myst complete a
Report of Workabillty.




———

om OOD0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1500

E?é’ma, na".}aﬂ"slﬁ%';“” P> Information about Form 8850 and its separate Instructions is at WWW.irs.gov/form8850.

Job applicant: Fill in the liges belo ang check any boxes that apply. Complete only this sidp.
Your name l_k ’h A H\_ ;W ‘F\S Soclal security number » q)ilgi }T; W IB
Street address where you live _,2)69\ 9 f M ° & - B
City or town, state, and ZIP code 55“5{4/) ﬂ ¢ Pvf)jl W‘/as m 5
County b & KO {/6"' Telephone number L_O '@“ = 2’? b —m

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

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

2 [ Check here if any of the following statements apply to you,
* jam a member of a family that has recelved assistance from Temporary Assistance for Needy Families (T, ANF) for any 9
months during the past 18 months,
* I am a veteran and a member of a famlly that received Supplemental Nutrition Assistance Program (SNAP) bensfits {food
stamps) for at least a 3-month period during the past 15 months,
® | was referred here by a rehabliitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,
* |am 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 benefits (food stamps) for at least 3 of the past & months, but is no longer eligible to receive them,
® During the past year, | was convicted of a felony or released from prison for a felony.
| recelved supplemental security Income (SSI) benefits for any month ending during the past 60 days.

| am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year.

3 [ Check here if you are a veteran and you were unempioyed 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 disabiliity and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

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

6 [ Check here if you are a member of a famlly that:
* Received TANF payments for at least the past 18 months; or
® Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

7 [ Check here if you are In a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature —All Applicants Must Sign

Under penalties of perjury, | declare that Lerg e above igformation to the employer onerhefore the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complete.

Job applicant's signature'\y. A_;“‘ Date § 3§' j ‘g/
For Privacy Act and Paperwork Reduction Act Notic B, ee page 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)
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@
Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE TAX
EWLOYER SECTION: dii Administration
Client: Company:
Location: Position: Starting Wage: §$
EMPLOYEE SECTION:

Name: Last Name: Suffix: Street Address:

City/State:

| F'Zlm S 852 U%e S
.

1S oo G\ 74 | Sermpmige

If yes, location:

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

at any time since Aungust 5, 19972 (If yes, please provide information below.)
Name of the person receiving benafits: Relationship to you:
City: County; State;

1. Have yon or has anyone living with you received Temporary Assistance to Needy Families (TANF) O

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

Name of the person receiving benefits: Relationship to you:
City: County: State:

the past 15 months? O

*If you checked yes please provide a copy of your SSI documentation,

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 moniths? O
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,

Name of Agency: — Phone#: _
City: County: State;

4. Have you received any type of vocational rehabilitation services within the past two years? O
If yes, please indicate which type of agency you worked with and provide their location information below:
[ Vocational Rehabilitation Agency [] Dept. of Veterans Affairs [ Employment Network (Ticket to Work Program)

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

(If yes, please provide information below, If no, please continue to question #6.)
Dates of Service - From: To:
Branch of Service;

Are you entitled to or are You receiving compensation for a service-connected disability?

S. Areyou a Veteran of the U.S, Military? *Ifyes, please Provide a copy of your DD-214 and letter of separation,

O

O

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

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

Conviction Date; Release Date;

Was thisa [] Federal or [ state conviction? If State - County: State:

—

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

Oy o og

[T} ] S o]

Additional Tax Cfediﬁ

IEC (Native American): Are you or your spouse a member of a Native American Tribe?
If you checked yes please provide a copy of your CDIB card,

SC Residents: [] Do you receive Family Independence Benefits?

CA Residents: [ ] Are you the child of foster parents? [] Do Yyou receive CalWorks? [ Workforce Investment Act?
[] Areyoua migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare
individuals to supply such verificat
Consultants, Inc. dba Retrotax),

New Employee Signatifre:

be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or
tax credit eligibility to my employer, employer representative (Associated

a5 A (42




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 Signatuyéf) ¢ Dat@j;(—%/ q
New Hire Name; (/U'h/{f"q kg

Social Security Number:

Employer Name: 4476’ / / = ng Lf E

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.

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

(Enter start date)

Privacy Act Notice:
The Intemal Revenue Code of 1 986, Section 51, as amended and its enacting legislafion, P.L. 104-188, specify that the State Workforce Agencies are the
*designated" agencies responsible for administering the WOTC cerfification Procedures of this program. The Information you have provided compieting this

Public Burden Statement: .

Persons are not required to respond to this collection of Information unless it displays a currently valid OM B controj number. Respondents' obligation to
complete this form s required to obtain or retain benefits (P.L. 111-5). Public reporting burden is estimated to average 10 minutes per response, including the
fime for reviewing instructions, searching existing data sources, gathering and mainteining the data needed, and completing and reviewing the collection of
Information, Send comments regarding this burden estimate 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,

117-
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. €mployer solutions staff INg group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —
Unemgloyment Acknowledgement

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

OS2

Date;

D,

CMG_SM - Rev. 08.2013



K -066.496.7573 witp,
2 ree to comply with ESSG's policy on Antiharassment
and understang failure to comply is grounds for disciplinary action, up to ang Including termination,

I also agree that if at any time during my employment | am involved in any employment dispute or | am

Subjected to any type of discrimination, including discrimination because of race, sex, age, religion,

color, nationgj origin, disabilty, Marital, sexyaj orientation or veteran status, orif | gm Subjected to any

type of harassment including sexual harassment, | will immediataly contact my Supervisor, Manager,

director or ESSG's uman Resource Department at 952.835.1288!1.866.496.7573 in order to obtain
ers.

22



l‘ ACKNOWLEDGMENT

3. lagreeto notify my ESsg Consuitant immedlately of any change in my persong|
data such gg phone nNumber, address, emergency notification, ete,

-4, lam responsible for the information Provided herein and will, upon My separation,
return this handbook to my ESSG Consultant,

Date:

Assaciate's Printed Name;
Orientation provided by:

24



well as the duties, responsibilities ang obligations of my employm

o any.
and agree that jt ismy responsibility to abide by the rules, policies and standards get forth In the
Handbook,

without cayse Or notice, at any time. No implied contract concerning any employmant’-related
decision, term of employment Or condition of employment can be established by any other
statement, conduct, policy or Practice. ,

agreement Supersedes aj) prior agreements, underslandlngs and Fepresentationg concerning
my employment with the Company.

If | have questions regarding the content or interpretation of this Handbook, I will bring them to the
attention of ESSG.

paTES- 7. S5 1} ks

EMPLOYEE .

NAME\EMJ _@/Cl/ﬁf -
PLEASE PRINT

EMPLOYEE ‘ m

SIGNATURE "/}

1
ESSG )
REPRESENTATIVE







DRUG AND ALCOHOL

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

3. | hereby voluntarily consent to ESSG, or its heaith service providers, or
other persons or entities acting for or with them, to coliect a body component (blood,

kL s

“Individual’s Name
S-25[*

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10

————



employer solutions staffing group m LESNG
Leveraging Resources in a Changing “arke: e v ke A

h\n-lmﬁum T Hta ok Ak aom W &

Enhanced MEC Plan_Plan 1

L] New Employes [ Rehire Rehire Date

€e8)

Benefit Play Administrators, Tnc,

Name mm - C_\J fl—? S. S‘Z}a!;e?j’;?mjz}g q3
362 9% (e, s At Ay oo

Female | [ Married [J Divorced - l D e [q %’

]
Photeaurg:/ a 4 lo "613 ‘0 Enjall Address: \um SDU

Please Select Desired Coverage:

Employee Only - :, Employee+Spouse - Employee+Child(ren) -]
$24.00/Week

$38.00/Week $36.00/Week ——$63.00/Week

Family -

Social Security # Birth Date | Sex Relationship
0 male OSpouse [ chid
ML Last Name 3 Female Domestic Partner
Social Security # Birth Date | Sex Relationship
O Mae ClSpouse [ Child
First Name M Last Name 1 Femals 0 Domestic Partner
Social Security # Birth Date | Sex Relationship
0 Male Sponse [ Child
Firat Name M. ame O Female 1 Spouse Domestic Partner
O o) o} 0
NAME OF PERSON COVERED (FIRST, s LAST):
EFF. DATE
EFF. DATE
EFF. DATE

ﬁmployea Acknowladgement and Authorization - | herehy apply for the
a

Employse Signature

EMPLOYEES DECLINING
] understand that | and/or my depdn,

must meet the requirements dafined In the Certificate of Coverage for the com|

days after the other coverage'ends. In addition, if a new dependent relationship fo,
of adoption, | may be able

IF DECLINJNG- You MUST s H

ms as a result of marriage, birth, adoption,

pany's medical or dental Plans. If | decline enroliment for myself or my dependents
{(including my spouss) becaus# of other Goverage, | may, In future be able to enrol

placement for adoption of parting sult
Nl myseif or my dependent, provided | request enroliment within 31 days of the svent.

v S~ A7
\/ mployer Solutions Staffing G?lﬁl_-leaith Benefits Team
7301 Ohms Lane Suite 405

Edina, MN 55439
Phene: 952-767-9519 Fax: 952-767-9515
Email; Health@employersolutionsgroup.com




= savu iuucuuuLly vieaical Benetits Plan 2
VS| 219301-ESG-1 | OFFICE USE ONLY LOCATION RehireDate____/__

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2

A. REQUIRED EMPLOYEE INFORMATION
Name ‘

PRINT USING BLACK or BLUE INK (Must Be Filled OI.E‘I:)
(' BN g TS ol M
Address%'gl&"‘aﬂc S. (_S\ Aftﬁ_

2 Soth Sda| T = T

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

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

. l';lame of Covered Person (s):
e 2. i3

T T e e n s ca e s e oot oo Tt e v 4 5 n s e 901 s

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

You MUST select a coverage level before any benefits in Section C. Your coverage level for the al| benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL " ”‘En':;ggi'l_“!‘“" DENTAL VISION TERMUFE | SHORTTERM
~ Employes Only [] $20.25 | s617 o J)|  s242 | s0eo oul|  saeo (0
Employee + 1 [] $41.10 $12.34 $4.92 $0.90

Employee + Famlly [ | $54.88 $20.36 $6.56 $1.80

NO to ALL Benefits j DYes —INo DYeE DNO J__';]Ygs DNO DYes DNo DYes DNO

This coverage is not avaflable to residents of NH, HI, or PR. 2STD is not availéble tc; persons who work er ‘C.A,.Hl, NJ, NY: or Rl".m

M—-mm-mm——-—»——um-——-———m

| Death & Dismemberment, please write in your beneﬁciary‘information. Accidental Death &

Name Relationship

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # Date of Birth Sex | Relationship
Bty s L0 IMIE] | C]spouse [ child [ Domestc Partner
Name ' Social Security # Date of Birth | Sex Relationship

ol L 1/ IMIE] | Spousel Jchid Tl Dometic Parter
Social Security # Date of Birth | Sex {Relationship
| L0 | [mi[F] | CIspouse[Tchid [JDomestic Partner

Name T MT'B'c_iél'ée'cu}i{y"#"b'};it'e'éf' Birth | Sex Relationship
i mlle] [Ispouse [] Child [ ] Domestic Partner

E REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN iF YOU DECLIN COVERAGE 2 40

| have read the benefit packet and understand its limitations. | unders: that open enroliment is only available for
a limited time and | understand that making no benefit selectig is a dpcliffatic ___

This is an Essential StafCARE Enrollment Form.




