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4. employer solutions staffing group.

~ Leveraging Resources in a Changing Market

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name 5 b\[\'-es

First Narme_L)(( all

PAGE 84

7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288 « Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

stroet Aderess B4 Fallbrnok.

CityistataZip Ld_gd_ﬂh:/.l‘_’t./_ﬁ@'» I
Emall Address

Phone Number ?’6‘3 1% - 1090

A

aiddte inttial £

AptiSte

Stafting Agency/Recrultment Partner

d?bonf’sSﬂ?ggcfnail. (ona

Are you jegally authorized to work in the United States of America? [JYES [INO
Appiicant Certification and Authorization

| authorize Employer Salutions Stafting Group (ESSG) to use the information and statements contained in this application to detsrmine my

qualifications for employment. | authorize ESSG to make inquiries of my former

ragarding rmy previcus duties, reaponsibiities, performance, compensation and eligibility for rehire.

1 understand that a comprehensive background chack may be conducted to determine my eligibiity for hire by certain clients of ESSG.
This may includa but is not kmited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as

required by clients, governmant reguldations or by ESSG polities.
| release ESSG and other persans ar ertities from any claims that might be based on ESSG’s decision to conduct a background check,
| certify that all staiements made in my application are true and accurate and that | have not omitted any matarial information or provided
false or misieading information. | understand that any material omission or misrepresantation wili result in my disqualification from

consideration for employment or, if discovered after | begin employment, Wwill result in my termination,

I hirad, | agree to abida by the policies and procedures of ESSG.

l Bl \sn-€s

Name (Print or type)

dlosau e

Jnnn

employers, except as indicsted m this application,

.Jﬁ/ 4

A copy or facsimile ("fax") will be considared the same as an ariginal signature. Emaif will ONLY be usad for employment correspondanee

—_For ESSG Office Use Only
DoH NHW 2] 8850 w4
Emergancy Contact Info | Buackground Release Fotmn Background Results Unemployment Letter ESC Application
{if applicable)
For ESSG Client Use
DOH ROP Work Sita Loc. WC Code

ESS( - Storarogm Solutions CA

Rev. 11/2013
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DISCLOSURE AND CONSENT CONCERNING CONSUMER
AND INVESTIGATIVE CONSUMER REPORTS

This form, which you should read carefally, has becn provided to yon because CMG may request Consumer Reports and/or Investigative Consumer

from a consumer reponting agency. The Company will use any such report(s) solely for employment-related purposes, Consumer Repoits or
Investigative Consumer Reports will be obtained from CSS Test, ne. ("CSS Test™) located at 400 Laurel Osk Road, Suite 102, Vooxhers NI, 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
DisabﬂiﬁnsAct.dneDivmPrivacyhvmnmwﬂmmﬁc&lemd,m,mdlwalhm.lhaebymﬂwximandpemilCSSTest,_
inc., to obisin a congumer neport and/or an investigative copsmmer report which may inciude the following: Reports may contain information bearing
on your charac! .gmﬂmpuuﬁou,pmalchmkﬁou,modeoﬂivingmdaaditumdhw.mlypuofhfnmaﬁonﬁlatmybeom?d
include, but are wot limited to: credit reports, social security numbex, criminal records checks, public court vecords checks, including civil, driving
records, educational recards, verification of employment positions held, workers compensation records, personal and professional references,
limsing,wﬁﬂcaﬁon,dc.mhfumaﬁmcmtaiudinlhesemtmybeobhhedbyCSSTestﬁmpﬂvueorpabliomcordmminoluding
sources identified by you im your job application or fiwough hmwimorwnwpmdmwiﬂlywpmorpumtwwmkm,wgbmﬁim
associates, current or former employers, educational institutions or other acquaintances.

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

California resideats, under section 1786.22 of the Catifornia Civil Cods, you may view the file maintained on you by CSS during nonal business
hours. Youmayalsoominawpyofd:isﬁkmnmbmi«hgmwwedmmdpnﬁmﬁemofdupﬁuﬁonmm.byappeuingut
CSS in person or by mail. You may also receive a summary of tho file by welephone. The agency is required o have personnel available to explain
yourﬁlewyonmdtheagencymunwlahtoyouuymdedinﬁnmdionwinunyowﬁlu. If you appear in person, s person of your choice
may sccompany you, provided that this person furnishes proper idetification,

Maine: You have the right, upon request, to be informed of whether s investigative consumer reporl wet fequested, and if one was requested, the
name aud address of the consumer reporting agency fumisbing, the report, You may request and rocoive from the Compamy, within five business days
ofourmeiptofyvurmquest,ﬂwnm,addxmtudmlephmmbﬂofthenweutunhduigumnhudleinqnidesﬁorﬂwmumermﬁm
agency issuing m investigative consumer repost concerning you. You also have the right, undes Maine law, to request and promptly receive from all
such agencies copies of sy such repoats,

New York: Youhlvuhexisht,vponwﬁﬂnﬂmquest,tobeinfm«iofwhdhﬂmnﬂammerrepmtwnmqum If a consumer report is
reqnemd,youwillbepmvidpdwithmnamcmdudmofﬁemmummﬁumqmmumemYonmayinspectmdmdven
copy of the report by contacting that agency.

WuhllgtonStatz:lfwemqneulanhvmﬁgaﬁveconwmurepoﬂ,youhavetherigm,uponwﬁﬂenmqueﬂmdcwithinamublupuiodofdme,
to receive from us a complete and accwrate disclosure of the nature and scope of the investigation. You have the right to request from the consumer
mpm'ﬁngagmoyasmmnryofyontﬁghtsmdmediesundsrmlaw.

CONSENT
Ihweqmﬁsllymadmdmdsstmdt!ﬁsbinhmdemfmnnm,bymyme.mmmmuormmﬁwiﬂmm&wmmq
Teports, as defined above, 10 the Compeny in conjunction with my wmmmmnrrmwwwmmwmmm in my job
mﬁuﬁmwdhﬁumchudmthemmwbymubcfm,M)gcrmermymploymm.ifmy.maybeuﬁliudfwtlnpmptmufobwmmm
teports of investigative consumer reports requeated by the Company. 1 underotsnd that il the Company hires me, it mey request a consumer seport and/or 80
hwewgaﬁvemnnwrwwtubmﬁmasd:ﬁmdabwe.quuybymmmwmxpmudmnaemofmymploymummmmm

apply throughoul my cmploymeat, to the extent permitted by law, unless § revoke or cancel my cansent by sending a signed letter or statomett to the Company at any
titne, This Disclosure and Covsent [orm, mmgwum,wumm,muwﬂfwwmmmuww tho Cotnpany.

Applicant Last Name Jdones First Dagrail Middle _ £
Social Security # MY 145130 Date of Birth (for D purposes only) Q8 [ (1 /(9% &

Drivers Lioense Nurber and State of Tesue = 38 20( [
Present Address

£
Citystateizip Lvest Hi 115, M,/ 9,304
Applicant Si Datc#@//"/
CALIFORNIA, MINNESOTA AND OKLAHOMA APPLICANTS ONLQ:
{] 1 wish to receive a free copy of any Consumer Report and/or Tnvestigative Consumer Report on me that is requested.

CSS Inc.
400 Laure! Osk Road, Suito 102, Voorhees, NJ 08043 Tel; 1-856-627-5600 Fax: 1-856-627-5699
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Form W-4 (2013)

February 17, 2014, See Pub. 508, Tax

amd Eatimated Tat

Nats. ¥ shother con clalm you a5 &
ﬂm‘sm?u Ywm otvoads

aXam| 0

a.mmmmm’&"aodm

Income (for examele, interest and clvidends).

Completa all worksheats thet apply. However,
wmm@rmmamnm
wages, withholding be basad on sllaWances
you daimed arxd may not be a fist amount or
percantage of wages.

Tax crodite. You can take prejactad tax cradits into
wmmwmm%mmm
Mmm d\ﬂdl’
and tha child tax credit
Alowenesa

incoma, S0 Pub, 505 1o find out if you should adjust
your withholding oh Ferm We4 or W-4F,

Two comen or ryltipia j mll‘y&h:;um
working of more , figure

total ot sllowancas you are entitied to cisim
workahests

whan
for the b and zero aflowshcns are
mhmmml%ummmm

Nonrasidant sfien. If you s a noncesiden slicr,
soe Notjes 1382, Supplemental Form W-4
for Nansealdemt

Instructions
camplating this form,

ving withheld to your
for 2013. Ben Pub. 505, aspecially if your eaminge

inatructons. f you we ot e, complets ogerearting your e chacie snceed $130,000 (Bingic) cr $180,000 (Maried).
the Personal ARowsnces Workehooat balow. Fyture developments. information about any future
workahaeis on page 2 furthar adjust your Nomamgs income. 1 you have a large smount of dwvelepments affecting Form We4 (stich a8
withholding aliewances on Hemized nomwags inooime, such as intsrest or dividands, legizlation anacied aNer we relsase 1) wil be posted
deductions, céntaln credits, adjuatments i incoma, gonalder satimatad tax using Forth B WWW_irs.goviws.
or two-samanv/multiph jobs altustions. 1040-EB. Estimatad Tax for Othariiae, you

ety owe additionsl tax. if you have pwnalon or annuity

~TFersonal Alowances Workshest (Koep 1of your records.)

A Enler “1” for yoursalf ifno one sisa can claim ypuasadependsnt . ., . . . . . . . . - . Y

e =

= You ara single and hava only ane job; or
B Enter*1"if { » You are married, have only ane job, and your spousa doas not work; of ]
e Your wages from a secand job or your spousa's wiiges (or the total of both) are $1,500 or less.

c Emu“1'fnrmmm8myoumaydmoutoeMBr‘-o-'Hymmmarﬂedmdhavaai&uawoﬂdngapmmurm
than ane job, (Entering “<0-" may help you avoid having too fitle tax withheld)) . . . . . . - . . . . . . .

Enter humber of dependants. (other than your spousa or yourself) you will claim o your taxretum . . . . . .

En'oar“1”ifyuuwlllﬂeashodMhmddonyourmmtum(seecmdlﬂmunderﬂudnfhwwdabove)

Enter “1* #f you have at lsast $1,800 of child or depandent care expenass for which you pian to claim a credit

(Nota. Do not ncluda child support payments. See Pub. 503, Child and Depandent Care Expenses, for details.)

G  Child Tax Cradit (including additional chiid tax credit). See Pub. 872, Chilld Tax Credit, for more information.
-lfyourmtxllhmmawllbeluuﬂunSGS.WO(SQS.mnﬂnmhd),enw'z”ﬁruacheﬁgiblachlld;thmIu‘“1"l1you
have three to six eligibie children or less “2" i you have seven or more afigible children,

i your total income wil be between §65,000 and $84,000 {$85,000 and $119,000 i mared), enter *1* for sach elighlechdd . . . G O

(] Addlifmhthwghemdmwrmo.(Nmm!smsybommmodeWumywddmmmmm.)PH 3

ommmwmummummmwmwmﬁmmmmm

For accuracy, Workgheat on page 2,

complete ait * ¥f you are and have more than one Job or are mamiad and you and your bath work and tha cambined
worksheols samings from mumdm.ooomn.mokmmmhmm-m:mwm-nmmazm
that apply- avoid having too Kttle tax withheld.

* |f nelther of the abowe situations applies, here and antar the numbar from line H on line 5 of Form W-4 below.
Saparate heva and giva Form W-4 to your employer. Kasp the tap part for your recorda,

Employee's Withholding Allowance Certificate

P Whother you avw emtithed to clsim 8 certsin number of allowsncaa or etemption from withitalding ls
wihijeet to review by the IRS, Your smployer may he requirad to send a copy of this form to the IRG.

red

routs) s (4 Single L1 Mamiad [] Mariac, but withhold &t higher Single rate.
Note. |f memiad, but logally seperatad, or spouse 18 @ nonredident afan, check the *Singhe” box,

e 4 Wyour lsat nama differs from that shown on your soclal seowity card,
A 1 chech here. You must call 1-800-772-1213 for a repiacoment card. I []
5§  Total number of allowances you &re claiming (from fine M above of fram the appicable workshaet on page 2) 3

8  Additional amount, if any, you want withhelkd from eachpaycheck . . . . . . . . . . . . - .
7 Idalmexermﬁonfromwiﬁholdingfarmﬁ.mdlc&ﬁfyﬁvatlmeetboﬂlmmemmformpﬁm.
-LnstyeerlhadarigmtoamﬂmdafalfudmﬂIncmhxwithheldbacmlhadnomliabimy,lnd

-ﬂﬂsyoulaxpectawmofulmivlmemwlﬂvhddbecamlexpecttohavammnabl 3
if you meet both conditions, write “Exemt*here. . . . . . . . . . . . . ¢ o »|7]
Undeor pensitiea of perjury, | daciare that | have examined this certificate and, to the best of my knowledge and b |

Employsa's signatire
(T form I8 not valid Unless you sign It.) : Dt » i;b éég
8  Employors nama end sudrons B m\d 10 ondy if sending to o IRS.) | 8 Offios oudia (optiona | 10 id hltvitar

For Privacy Act and Paparwork Raduction Act Notice, ses page 2,

Gat. No. 10220Q
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Thia form ¢an be used to manuaily compute your
withholding allowances, oF you ean electronically
compute them at wWWW.taxes.ca.govided.pat

EMPLOYEE'S WITHHOLDING ALLOWANCE CERTIFICATE

RS 10030

or our Full
{§ L \ones
Home Add Numnber a or Rural Route)

G4 _Fallbrook Ave

Flilpg Status Withholding Allowances
SINGLE or MARRIED (with two or more incomes)

City, State, and ZIP Code

We st 1S (.'4 q@DL(

O MARRIED (one income)
[0 HEAD OF HOUSEHOLD

1. Number of aowances for Reguiar Withhokding Allowanoes, Woriesheet A
Number of atiowanoes from the Estimated Deductions, Worksheet ]

Totai Number of Allowances (A + B) when using the California
Withholding Schedules for 2013

OR

2. Additional amourt of state income tax to be withheid each pay period {if employer agraes), Worksheet C

OR

3, | certify under penally of perjuly that | am not eubject

1o California withhoiding. | meet the conditions eet forth under
the Service Member Civil Rallef Act, a6 amended by the Miiitary Spouses Residancy RelietAct

(Check bex here)

_the Service Member GVl e N R Y o]
mnmumumtmmmmmdmammmmmmmmm
the number to which | am entitied or, nmmmmmanImmnmmwm

smmmm.\_zw

Empiloyer's Name and Address

.y é[gZ/‘/

Califonia Employer Account Number

Gmmetopponbnofmmutoywempbyermdkeepmmmamdermmm

YOUR CALIFORNIA PERSONAL INCOME TAX MAY BE UNDERWITHHELD IF YOU DO NOT FILE THIS DE 4 FORM.

IF YOU RELY ON THE FEDERAL FORM W4 FOR YOUR CALIFORNIA WITHHOLDING ALLOWANCES, YOUR CALIFORNIA
STATE PERSONAL INCOME TAX MAY BE UNDERWITHHELD AND YOU MAY OWE MONEY AT THE END OF THE YEAR.

PURPOSE: This cartificate, DE 4, is for California Personal
Income Tax (PIT) withholding purposes only. The PDE4is
used to computa the amount of taxes to be withheld from your
wages, by your amployer, to aocurately reflect your stata tax

withholding abligation.
You should complete this form if either:

(1) You claim a different marital atatus, number of regular
afowarices, or different additional doflar armount to be withheld for
Caiformia PIT withholding than you claim for fadaral income tax
withhalding o,

(2) You claim additional allowances for estimated deductions.

THIS FORM WILL NOT CHANGE YOUR FEDERAL
WITHHOLDING ALLOWANCES.

The fadaral Form W-4 is applicable for Califomia withholding
puupomifyouwbhhdahsmommmalmm.mmr
of reguiar allowances, andior the same additional dollar amount
to be withheld for state and federal purposes. However, federal
tax brmokats and withholding methods do not raflact state PIT
withholding tabies. If you rely on the numbar of withholding

DE 4 Rev. 41 (1-13) (INTERNET)

allowances you claim on your Form W-4 withholding
allowance certificate for your state income tax withholding,
you may be underwithheld. This iz particularly tue
if your housetvokd income is derived from mare than one source.

CHECK YOUR WITHHOLDING: After your Form \We4 and/or
DE 4 takes effect, compare the state income tax withheld with
your estimatad total annual tax. For state withholding, use
the workshaets on this form, and for faderal withholding use
the Internal Revenue Service (IRS) Publication 919 or fedaral
withholding calculations.

EXEMPTION FROM WITHHOLDING: \f you wish {o claim
axempt, compiete the federal Form W-4. You may claim
exempt from withhalding Califomia income tax if you did not
owe any faderal income tax last year and you do not expact
to awe any federal income tax this year, The exemption
automatically expires on February 15 of the next year. if you
continue to qualify for the exempt filing status, a new Form W4
designating EXEMPT must be submiited bofore February 15.
if you are not having federal income tax withheld this year but
axpact to have a tax liability next year, the law requires you to
give your employer 8 new Fonm W-4 by Decamber 1.

Page 1014 cu
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EMERGENCY CONTACT INFORMATION

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

Bnployee Name: LYAGCGIL YOS
adaeens: B34 Falliyonk A€
Home Phone: 335 ~UE~ 7020

Contact #1 Home Phone:
Name: ﬂ\’\Y& 3 ensen Cell Phone: 5[ﬁ - 3(9(4 = 5(c &
Relationship: Rpo mnate. Work Phone:

Home Phone;
Contact #2
Name: K(’J\ As)\man Cell Phone: {910 T - 3771
Relationship: Work Phane:

Additional information you want Employer Solutions Staffing Group and our dients to know in the event
of an emergency:

This information will remain confidential and will only be used In the case of an emergency.
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NOTICE TO EMPLOYEE
Labor Code section 2010.5

o

Employee Name:  JOS(@)| Yoh€S

Start Date: ljl 7Fl

Legal Name of Hiring Employer: _Employer Solutions Group, LLC

Is hiring employer a staffing agency/business (e.g., Temporary Services Agency; Employee Leasing
Company; or Professional Employer Organization [PEO)? K Yes alNo
Other Names Hiring Employer is “doing business as” (if applicable):

Physical Address of Hiring Employer's Main Office:
7301 Ohms Lane, STE 405 Edina, MN 55439

Hiring Empioyer’s Mailing Address (if different than above):

Hiring Employer’s Telephone Number:1.866,498.7573/952.835.1288

If the hiring employer is a staffing agency/business (above box checked *Yes"), the following is the other entity
for whom this employee will perform work:
Name:

Physical Address of Main Office:

Mailing Address:

Telephone Number:

Rate(s) of Pay: Overtime Rate(s) of Pay:
Rate by (checkbox): oHour oShift oDay o Week o Salary oPiecerata o Commission
o Other (provide specifics):

Does a written agreement exist providing the rate(s) of pay? (check box) cYes o No
Iif yes, are all rate(s) of pay and bases thereof contained in that written agreement? noYes o NO
Allowancss, if any, claimed as part of minimum wage (including meal or lodging allowances):

(If the employee has signed the acknowledgment of receipt below, it doas not constitute a “voluntary written
agreement’ as required under the law between the employer and employee in order to credit any meals or lodging
against the minimum wage. Any such volunitary written agreement must be evidenced by a separate document.)

Regular Payday:

DLSE-NTE (rev 4/2012)
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L .',-L: ve M . . R

insurance Carrier's Name: _CA Assigned Risk
Address:
Telaphone Number:
Policy No.:
o Self-Insured (Labor Code 3700) and Certificate Number for Consent to Self-Insure:

sumasny i atan kiR

(PRINT NAME of Employer representative) (PRINT NAME of Employee)

(SIGNATURE of Employer representative) (SIGNATURE of Employee)

(Date) "(Date)

The employee’s signature on this notice merely constitutes acknowledgment of receipt.

oy = — A 5 YT AR oM A3 DML SN T, oA s A ol TS LSRR TR AN 0 T TR TR Yok M
RN NIRRT ARG ST SURIPST AN £ aprsere ORI S EELE D N S R TR VE kot T
PN ) ! A NN A T S PRI TR K ATCRIN S SXTINOS Tl T IR I IR AP R TRLE- L SN L Y RN RN T - T 5

Labor Code section 2810.5(b) requires that the employer notify you in writing of any changes to the information
set forth in this Notice within seven calendar days after the time of the changes, uniess one of the following
applies: (a) All changes are reflected on a timely wage statement furnished in accordance with Labor Code
section 226; (b) Notice of all changes is provided in another writing required by law within seven days of the
changes.

DLSE-NTE (rev 4/2012)
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- 3850 Pro-Screening Notice and Certification Request for
Rev. danuary 2012) the Work Opportunity Credit OMB No. 15451500
Dapartment of ths Treanlsy
intamal Reventss Service » Se0 separats inntructions.
Job applicant: Fill h!hollneebdowandeheckmyboxosﬁatm.comphumlyﬁ:m
Your name BQ((Q 1) ‘_\me> Social secusity number > d )Y -5/ 30

Sireet address where you ive a&tq Egl[brook A(-Q
City or town, tate, snd ZPcode _t 3t Hills 4 913ed

county {55 Amqleg Telephoneumber D33~ 115-7090

B
If you are under age 40, enter your date of birth (month, day, yaar) D:S Z” l/Qﬁsi
1+ O Chmkhmﬁyoum:cmdiﬁmaloemneaﬁmmmestmwonUmagency(SWA)oraparﬁcipatmgimagmcy

for tha work opportunity credit.

2 [ Check here if any of the following staterments apply to you.

. imamdammmmmqumMmemmemyFMea(TANF)formys
months during the past 18 months.

. Iamavateranandamunbuda@nilythatMadSWMNuMmMsisﬂumn(SNAP)benams(food
stamps) for at least a 3-month period during the past 15 manths,

) Iwasrufenadhmbyarmabllltaﬂonagmcyappmvadwmam,anemﬂoynwﬂnetWDrkmdamaTlckettoWork
pragram, or the Departmant of Veterans Affairs.

* lam at least age 18 but not age 40 or okier and | am a member of a family that:
a Recaived SNAP banefits (food stamps) for the past 6 months, or
b RocdvadSNAwawﬁtsdes'amps)faatleastSofﬂnpastSmmﬂm.hltlsnolongereﬂglblotomdvemem.

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

* | received supplemental security income (SSI) banefits for any month ending during the past 60 days.

* I am a veteran and | was unemployad for a period or periods totaling at least 4 weaks but less than 6 manths during the
past year.

s O Checkheraifyouareaveteranandymwavemampluyodforapeﬂodorpeﬁodstotaﬂngatlemsmomhaduringmepm
year,

4 DCheckhamifyouareavetemnmtiﬁudtowmpumﬁmfmasaMmomwhddiﬂbiﬁtyandyouwmdlsdwgadur
released from active duty in the U.S, Armed Forces during the past year,

§ [ Check hers if you are a veteran entitied to compensation for a service-connected disabiiity and you were unemployad for a
period or periods totaling at laast & months during the past year.

6 [] Check hers if you are a member of a famlly that:
» Received TANF payments for at least the past 18 months, or
¢+ Recaived TANF payments for any 18 months beginning after August 5, 1997, and the eariest 18-month period baginning
after August 5, 1987, ended duting the past 2 years, or
= Stopped heing eligible for TANF payments during tha past 2 years bacause federal or state faw limited the maximum time
those payments could be made. .

Signature—All Appiicants Must Sign
Under penalties of periury, ! deciare that | gave the abovs informatian to the employar on or hafora the day | was offered 8 job, and | &, to the best of my knowledgs, true,
correct, and complete,

Job applicant’s signatura "{B M M{ = Q.fé:lm 1-2012)

For Privacy Act and Papereroris Haduction Act Notice, gbe pege 2. Cat No. 22881L
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Form A (rev. 08/12)

PAGE 12

TAX CREDIT QUESTIONNAIRE RETROTAX.
Cumarion W fogertenaanE )

EMPLOYER SECTION:
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Position: Starting Wage: 3
EMPLOYEE SECTION:
E yee Name: Street Address: City/State: Zip:
(ol \ones 8019 Fo llh ook Ave wWest Mills CA  |930Y
Date of Birth; Age: Have you worked for | If yes, location:
M FY-s5Bo | L1 88 |85 | “prviEE
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 H

At any time since Augnst 5, 1997? (If yea, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

Have yon or has anyone living with you received Foad Stamps (SNAP) at any time during the past 15 months?
(If yes, please provide information below.)

Name of the person recoiving benofits: Relationship to yon:

City: Connty: State:

Have you received Supplemental Security Income (SSI) at any time within the past 3 months?
Ploase nots, this is not the same as Social Security benefits (SS) or Sovial Security Disability (SSDI) benefits.
*If you chected yes please provide a copy of your SSI documentation.

&

‘0

Have you received any type of vocational rebibilitation services within the past two years?
If yes, please indicate which type of u worked with and provide their location information below:

Vocational Rehabilitation Agency Dept. of Vetorans Aftairy [ ] Employment Netwark (Ticket to Work Program)
Nume of Agency: Phone #:
City: County: State:

*{f you checked yes please provide a capy of your active Individual Work Plan and Ticke! to Work documentation.

Are you & Veteran of the U.S. Military? *Jfyes, please provide a copy of your DD-214 and letter of separation.
(f yes, please provids information below. 1f 0o, pleaso continue to question #6.)

Dates of Service - From: / / Ta: / /

Branch of Service:

Are you estitled to or are you receiving compensation for a service—compected disshility?

Have you been unemployed at sy time during the last |2 mouths?

I{ yes, dates of unemployment - From: / / To: / /

Did you receive unemployment compessatios at any point durisg your nmemployment?

O

Have you been convicted of a felony or refeased from prison for a felony conviction in the past 12 months?
Conviction Date: / / Release Date: / /
Was this a [_] Federal or [_] State conviction? 1f State - County: State:

00 00

SENE

Addittenal Tax Credits

TEC (Native American): Are you of your spouse 8 member of a Native American Tribe?
*If you checked yes please provide a capy of your CDIB card

CA Residents: Are you the child of fostor parents? [ Do yow roocive CalWorks? [_] Workfare luvestment Act?
Are you a migrant or seasonal farm worker? Eﬂxvcyouwerbemcomimdd'umisdummm?
SC Residenty: Do you veceive Family Independence Benefits?

&\

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1 declare the information above 1o be triue and accurute to tha best of my kowledge, and 1 hereby authorize any agency,

organisation, or indfviduals to supply such verification or information that may be needed to determine tax credit eligibility to my emplayer, employer

representative (Associated Co; ts, Inc. dba R"W of Labor.
m-ggu-t&u - Pate: _/ / &/ / “/
/ 77

New Employee Signa
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PART B: information About Health Coverage Offered by Your Employer

This section contalna information about any health coverage offerad by your employer. If you decide to complete an
appllcation for goverage in the Marketplace, you will be askad to provide this informatien. This information is numberad
to correspond to the Marketplace application.

3. Employer name 4. Employer Identification Numbes (EIN)

Employer Solutions Staffing Group LLC —20-8084369

5. Employer address 6. Employer phone number
7301 Ohms Lane Suite 405 952-767-951
7. Chy o 8. State 9.ZIP code

Edina MN 55439
10. who can we contact about employee heaith coverage at this job?

ESSG Health Benefits Team
11. Phone number (If differant from abave) 12. Emait address

952-767-9519 health@employersolutionsgronp.com

Hera is some basic information about health coverage offered by this emplayer:
° ﬁour employer, we offer a haalth plan to:

All employees,
Some employeas. Eligible employees are: Site by site basis, to employers who work 30+ hours/weck, 1560+ howrs/year

- h respect {o dependents:
We do offer coverage. Eligible dependents are: Dependents of carolled employees werking at sites that have elected iusarsace

D We do not offer coverage.

it checked, this coveraga meets the minimum vaiue atandard, and the cost of this coverage to you is intended to
be atfordable. based on employse wages.
+* Evan it your smployer intends your coverage to be affordable, you may still be eligible for a premium
discount through the Marketplace. The Marketplace will use your household Income, along with other factors,
to dstermine whather you may be eliglble for a premium discount, If, for sxample, your wages vary from
week to week (perhapa you are an hourly employas or you work on a commisslon basis), if you are newly
employed mid—year, or if you have other income losses, you may still quality for a pramlum discount.
If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the
employet information you'll enter whan you visit HealthCam.gov to find out if you can get a tax gredit to lower your
monthly pramiums.

13, Ix the ampioyan currently aligible for covarnga afferad by this employer, or will the employes be eligible in
tha next 3 months?
D Yaz (Continue)
13a. If the employee Is not eligible today, Induding as a result of a waiting or probationary period, when is the

D employee eligible for coverage? __Varies hy site __ (mm/dd/yyyy) (Continue)
No (

STOP and return this form to employes)

14. Does the employer offer a health plan that meets the minimum value standard*?
[1 Yes (Go to question 15) [ ] No (STOP and retum form to employee)
15. For the lowest-cost plan that meets the minlmum value standard* offered only tn the employaes (don't indude

fam m:nmmﬂmmwmmm,pwuememmmuummwwum if he/ she
rea::vyedune)n\axtnundlsmumruranytnbamnmprograms,anddkln‘treueiveanyoﬂwdlsmuntsbasedon

wellness programs. .
a, How much would the have to pay In premiums for this plan? $Varies - $0 - $55.38
b. How often? [7] Weeldy Every2weeks [] Twiccamonth  [] Momhly [] Quarterly [] Yeardy

It the plan year will end scon and you know that the health plans oftered will change. go to quastion 16. If you don't
know, STOP and return form to employea.
16. What change wil the employer make for the new plan year?
Employer won't offer heaith coverage
B overage to employees or change the premium for the lowest-cast plan
avaliahle only to the ampioyee that meets the minimurm value standand.* (Premium should reflect the discount for

wdlnesspmg:ns.s'asqum;f.) i lums for that plan? $
. How much will the em pAy in prem
:.Hnwdben?DWeeldy Every 2 weaks [[J Twice a month [J Monthly [ Quartedy [ Yearly

Date of change (mm/dd/yyyy):




( o: Global Cash Card

PAYCARD ENROLLMENT FORM

** FAX COMPLETED FORMS TO YOUR PAYROLL CENTER **

Card Number D110 -- 2104-- 2228-- 334,

Global Cash Card - Account owner Information (Please Print Legibly)

First Name: Middle Last Name

Stree Adfr?su'\ \ - Ap:§nce?|t #:

Cléi\& R\\\o“OOV\ “\AQ‘ State: Zip Cqde:
Wesd WiNlS CA §i%ay

Home Telephone: (373) 1\ 3190 Date of Birth (MM/DDIYYYY): <\ /\7 | BB

Cell Number (Optional): (323)71\¢-110 Q¢ | Email Address (Optional):

**For text messaging confirmations/balances** **Fqr email notifications** .
96. NowoesSl133aman\.conn
Social Security Number: 2 QQ —‘7&\ —6\% Employee ID #: N
Employee Signature Date

LOCATION INFORMATION (All fields must be completed by a company representative)

Location Name: Location Number:
Form Completed By: Telephone Number:
ATTACH COPY OF CARD

Rev 06.20.12
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PAGE 87
Employment Eligibility Verification Fusals
orm 1-9
Department of Homeland Security OMB No. 1615-0047
U S. Citizenship and lmmigration Services Expires 03/31/2016

e — B s  —
p-START HERE. Read Inatructions carefully before completing this form. The Instruations must ba avallable during complation of this form.
ANTIDISCRIMINATION NOTIGE: It in ilegal to discriminate against work-authorized individuals, Employers CANNOT specify which
document(s) they will accept from an employse. The refusal to hire an individual because the documentation presanted has a future
expiration date may also constitute ilkegal discrimination.

Section 1. Empioyes Information and Attestation (Employses must complete and sign Section 1 of Form 18 no later
mmmwdwummmamm)
Last Name (Famfly Namw) Finst Name (Given Name) Miagia Initial | Othar Names Used (if any)

Nes [)arrall
Address (Street Number and Name) Apt. Number | City or Town Stém zcha
6219 Fallprook Aee Lest Hills A 430y
Date of Birth (mmAdddyyy) |[U.S. Social Security Number | E-mail Addrees Telephone Number
osfi7/ gy [ae HTds154d Ny | ma).Com

lam Lw-k that federal law provides for imprisonment and/or fines for false tataments or use of faise documents in
connection with the completion of this form.

| attwst, under penalty of perjury, that | am (chack one of the following):
A citizen of the United States

[] A noncitizen national of the United States (See instructions)

[J A tawful psrmanent rasidant (Aken Registration Number/USCIS Number):

[ An alfien suthorized tn work untd (expiretion date, it appliceble, mm/ddiyyyy)
(See instructions)
For aliens authorized fo work, provide your Afien Registration Number/USCIS Number OR Form 1-94 Admission Number:

1. Alian Regjistration Number/USCIS Number;
OR 3 0ifimoade

Do Not Write in This Space

. Some aliens may write "N/A" in this field.

2. Form 1-94 Admission Number:

If you obtained your admission number from CBP in connection with your arrival in the United
States, inciude the following:

Foreign Passpori Number:

Country of |ssuance:
Some aliens may wiite "N/A" on the Forsign Pagsport Number and Country of issuance fields. (See instructians)

slgnmreofEmplovBe}‘,.’ Date (mmvdcyyyy): D}/M/(’DV"

o - t 7
Preparer and/or Transiutor on (To be complated and signed if Section 1 la prepared by a person other then the
employee.)

1 atteat, under penaity of perjury, that | have assiated Inthocomphﬂonolmiﬂomandthluommdmylmmm
information [s true and correct.

Signature of Preparer of Transistor: Date (mmvddyyyy):
Last Name (Famiy Name) First Name (Given Name)
Address (Street Number and Name) City or Town Stte Zip Code

Form 1-9 03/08/13 N
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Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complets and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C ag listed on
the “Lists of Acceptable Documents” on the next page of this form. For each document you review, record the following information: document title,
issuing authority, document number, and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1:

List A OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title: .| Document Title: Document Title:
Issuing Authority: * Issuing Authority: Issuing Authority:

Document Number:

| Document Number:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

Expiration Date (if any)(mm/ddfyyy):

" |Expiration Date (if any)(mm/ddfyyy):

Document Title: _

Issuing Authority: i

Document Number:

Expiration Date (if any)(mm/ddiyyyy).
] 3-D Barcode
i Do Not Write in This Space

Document Title:

Issuing Authority:

Document Number: »

Expiration Date (if any)(mm/dd/yyyy): b

Certification

| attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee, (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):
Signature of Employer or Authorized Representative

(See instructions for exemptions.)

Date (mm/dd/yyyy) Title of Employer or Authorized Representative

Last Name (Family Name) First Name (Given Name) Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) | City or Town State Zip Code

Section 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (if applicable) (mm/ddAyyy):

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

Document Number:

Document Title: Expiration Date (if any)(mmv/dd/yyyy):

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

Date (mm/dd/yyyy):

Signature of Employer or Authorized Representative: Print Name of Employer or Authorized Representative:

Dana @ A0

FormI-9 03/08/13 N



