7301 Ohms Lane Suite 405

employer solutions staffing group. Edina, MN 55439

www.esgstaffingsolutions.com

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Narqe__&‘&_ﬁ First Namo:Sgéo& Middle Initial _\—
Street Address C-v\«:‘\o..w QQ . Apt/Ste == f&
CityiStateZip_“~>eswamve “NSmvecwe . Co . S0 QN

Phone Number ASR-RE Email Address SN\ -

S\ioh e, @G wen
LORYY
Staffing Agency/Recruitment Padnormmfa \\

Are you legally authorized to work in the United States of America? ;éw;s Ono
Appilcant Certification and Authorlzation

1 authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated In this application,
regarding my previous duties, responsiblities, perfformance, compensation and eligibllity for rehire.

| 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 imited to, Investigations of criminal 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 ba based on ESSG's decision to conduct a background check.
1 certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my tarmination.

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

%/ L4 w 1fo/py
N _g"‘::’typa)

Date / /7
o\ ew \m\ _
A copy or facsimile ("fax") will be consldered the same as an originai signature. Email will ONLY be used for empioyment correspondence

For ESSG Office Use Only
DOH NHW -9 8850 ‘w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(if appilcable)
For ESSG Client Use
DOH ROP ____ | worksSite Loc. WC Code

ESSG - Storeroom Solutions CA Rev. 1172013



Form W4 (2013)

Purpose. Complets Form W-4 so that your

can withhok! the corract federal income
tax from your pay. Consider completing a new Ferm
W-4 each year and when your parsonal or financial
situation changes.

Exsmptian from withholding. If you are axempt,
complete only lines 1, 2, 3, 4, and 7 and sign tha
form 1o valldata it. Your exemption for 2013 expires
February 17, 2014. Sea Pub, 505, Tax Withholding
and Estimated Tax.

Complete all worksheets that apply. However, you
may claim fewar (or zero) allowances. For regular
wages, withholding must be based on allowances
you clalmed and may not be a fiat amount or
percentage of wages.

Head of housahold. Generally, you can claim head
of housshald filing status an your tax retum only if
you are unmarried and pay more than 50% of the
costs of keaping up a home for yoursalf and &w
dapendant(s) or other qualifying Indlviduala,

Pub. 501, Exemptions, Standard Deduttion, and
Filing Information, for information.

Text credits. You can take projected tax cradits into

Income, see Pub. 505 to find out if yau should adjust
your withholding on Form W-4 or W-4P.

Two eamore or multiple jobs. ifyou have a
working spousa or more than one job, figure the
fotal number of atiowances you are e to claim
on akl jobs using worksheats from only one Form
W-4. Your withholding usually will ba most accurate
when all allowances are claimad on ths Form W-4
for the highest job and zero allowances are
clalmed on the others. Sea Pub. 505 for detalis.
Nonrssident allen. If you are a nonresident allen,
soe Notice 1392, Supplemental Form W-4
Instructions for Nonresident Afiens, bafors
complsting thia form.

Note. if another person can claim you as a

account in figuring your allowable number of
withholding allowances. Cradits for chid or

endent on his or her tax retusn, you cannot clalm Check your withholding. Aftar your Form W-4 takes
::gmp‘llon f:m withhokding if your gmme exceads W cars :Fg;‘:h‘: é'zf“;‘:”“m effoct, e b, 505 o nea how the amour you are
$1.000 and Inoludes mara then $350 of unearmed Workaheet below. See Pub. 505 for information on

Income (for example, Interest and dividends),

Baslc Instructions. If you are not exempt, complete
the Persanal Allowances Worksheet balow. The

Iuvb\gwimmeugggmhyourpmwwm
for 2013, See Pub. 505, especially if your earnings
excesd $130,000 (Single) or $180,000 (Marriad),

Future developments. Information about any future

converting your other credits Into withholding
allowances.

o s hr et your o s Mt Gt o e
deductions, certain credits, adjustments to income, mwm %‘l"‘ W‘"‘:" using Form ¥ at www.lrs.goviwd,
or two-eamers/multipla jobs situations. ikl owe addlhﬂl Monal by "w“' "“m"m"w sluwnuorwamhuyl:y
Personal Allowances Worksheet (Keep for your records.)
A Enter"1"foryomolfﬂnooneelsecancla!myouasadependent. T Y

mmo

* You are single and have only one Job; or

* You are married, have only one job, and your spouse does not work; or } - e
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

Enter "1" for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or mare
than one job. (Entering *-0-" may help you avald having too fittle tax withheld) . . . . ., . . . . . e e
Enter number of dependants (other than your spouse or yourself) you will claim on your tax return . . . e e
Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above) . .
Enter “1” if you have at least $1,900 of child or dependent care expenses for which youplantoclaimacredit . . .
(Note. Do not include chiid support payments. See Pub, 503, Child and Dependent Care Expenses, for details.)

Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more information,

* If your total income will be less than $65,000 ($95,000 if married), enter “2” for each aligible child; then less *1" if you
have three to six eligible children or less “2* if you have seven or more eligible children.

* if your total income will be betwaeen $65,000 and $84,000 (385,000 and $118,000 if married), enter ™1 for each eligiblechitd . . . G

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 1 .

® If you plan to itemize or claim adjustments to Income and want to reduce your withhalding, see the Deductions

and Adjustments Warksheet on page 2,
® If you are single and have more than one Jjob or are married and you and your spouse both work and the combined
eamings from all jobs exceed $40,000 ($10,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2 to
avold having too little tax withheid.

¢ [f nelther of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.,

B

Enter *1" if: [

TMOO

i

For accuracy,
complete all
worksheets
that apply.

Separate hore and give Form W-4 to your ampioyer. Keep the top part for your records,

Form

Department of the Traasury
Internal

Employee's Withholding Allowance Certlificate

OMB No. 1545-0074
P Whether you are entitfed to claim a certaln number of allowances or exemption from withholding Is 2@ 1 3
subjeot to review by the IRS. Your empioyar may be required to send a copy of this form to the IRS.

Revanue Servics

Your first name and middie Initial

e 2  Your soolal seourily number
R&":.\\

SaS-2R-WaS
S

3 [ single (3 Married [J Mariag, but withhold at higher Single rate.
e S
&3

mber and street or rural

Note, i manted, anm.wmmhammthtMW‘m
4 Wyour lest name differs from that shown on your social security card,

and ZIP

=, check here. You must call 1-800-772-1213 for a replacement card. » []
5  Total number of allowances you are claiming (from ilne H above or from the applicable worksheet on page 2) 5 ‘I_
6  Additional amount, if any, you want withheld from each paycheck . . . 6% ~

I claim exemption from withholding for 2013, and { certify that | mest both of the followlng conditions for exemption.
* Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liab

7

If you meet both conditions, write "Exempt®here. . . ., . . . . . . . .. . >
Under penalties of perjury, | deciare that | have examingd this ceﬂi?&/y\o f best of my knowledge and belief, it is true, = complete.
Employee's signature 7
{This form s not valld unless you sign it} » ik oaer 7/ J1 Y
8  Employer's name and address (Employer: fines 8 and 10 only if sending to the IRS.) | 8 Ofics coda foptional | 10 “Emp i number (EIN)
For Privacy Act and Paperwork Reduction Act Notice, sse page 2. Cat. No, 10220Q Form W-4 2013



This form can be used to manually compute your
withholding allowances, or you can electronically
compute them at www.taxes.ca.govided.pdf

=~ Employment
EDQ Development
Department

State of California

EMPLOYEE'S WITHHOLDING ALLOWANCE CERTIFICATE

Type or Brnt Your Full Na Your Social Secunty Number
:%ﬁ%’% s iﬁxﬁg GOS -~ HR WS
raj or Rural Route Filing Status Withholding Allowances

¥ SINGLE or MARRIED (with two or more incomes)

Home nd
E™ I\ mcvomg e Cnes TN

City, State, and ZIP Code SN O MARRIED (one income)
E N bg R\ “‘S—\_\chﬁ‘. \ . | O HEAD OF HOUSEHOLD
1. Number of allowances for Regular Withholding Allowances, Worksheet A 1-
Number of allowances from the Estimated Deductions, Worksheet B ﬁ_
Tolal Number of Allowances (A + B) when using the Califonia
Withholding Schedules for 2013
OR
2. Additional amount of state income tax to be withheld each pay period (if employer agrees), Worksheet C -
OR

3. | certify under penally of perjury that | am not subject to California withholding. | meet the conditions set forth under

the Service Member Civil Relief Act, as amended by the Military Spouses Residency Relief Ad!,

(Check box here) [

Under the penaities of perjury, | certify that the number of withholding allowances claimed on this certificate does not exceed

Y

Signature

the numl:rZ am entitied or, if claiming exemption from withholding, that | am entitled to clalm the exempt status.

on /6/1v

Enployel‘ﬂ‘lam and Address

California Employer Acoount Number

Give the top portion of this page to your empioyer and keep the remainder for your records.

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 certificate, DE 4, is for California Personal
income Tax (PIT) withholding purposes only. The DE 4 is
used to compute the amount of taxes to be withheld from your
wages, by your employer, to accurately reflect your state tax
withholding abligation.

You should complete this form if either:

(1) You dlaim a different marital stetus, number of regular
allowances, or different additional dollar amount to be withheld for
California PIT withholding than you dlaim for federal Income tax
withholding or,

(2} You claim additional allowances for estimated deductions,

THIS FORM WILL NOT CHANGE YOUR FEDERAL
WITHHOLDING ALLOWANCES.

The federal Form W4 is applicable for Califoria withholding
pumoses if you wish to claim the same marital status, number
of regular allowances, and/or the same additional dolfar amount
to be withheld for state and federal purposes. However, federal
tax brackets and withholding methods do not reflect siate PIT
withholding tables. if you rely on the number of withholding

allowances you claim on your Form W-4 withholding
allowance certificate for your state income tax withholding,
you may be significantly underwithheld. This is particularly true
if your household income is derived from more than one source.

CHECK YOUR WITHHOLDING: After your Form W-4 and/or
DE 4 takes effect, compare the state income tax withheld with
your estimated total annual tax, For state withholding, use
the worksheets on this form, and for federal withholding use
the Internal Revenue Service (IRS) Publication 919 or federal
withholding calculations.

EXEMPTION FROM WITHHOLDING: If you wish to claim
exempt, complete the federal Form W-4. You may claim
exempt from withholding California income tax If you did not
owe any federal income tax last year and you do not expect
to owe 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 submitted before February 15.
If you are not having federal income tax withheld this year but
expect to have a tax liability next year, the law requires you to
give your employer a new Form W4 by December 1.

DE 4 Rev. 41 (1-13) (INTERNET) Page 1 of 4 cu



RY;

e A Employment Eligibility Verification USCIS
Form I-9
a Department of Homeland Security OMB ;‘,_ 1615-0047
g "q' U.S. Citizenship and Immigration Services Expires 03/31/2016

Lae\N;me (Family Name)

’S\

SR WSS
Address (Street Number and Name) Apl. Number | City o T oy State Zip Code
Cass Aoy NI ESG SN E S 5 AN
Date of Birth (mmAddAyyy) |U.S. Social Security Number | E-mail Address elephone Number
Yooz Re ARANEN

1 am aware that federal law provides for imprisonment and/or fines for faise statements or uge of false documents in
connection with the completion of this form.

i attest, under Ppenalty of perjury, that 1 am (check one of the following):
£ citizen of the United States

[J A noncitizen nationat of the United States (See instructions)
] Atawfut pemmanent resident (Alien Registration Number/USCIS Number):

(] An alien authorized to work until (expiration date, if applicable, mm/ddlyyyy) - Some aliens may write “N/A® in this field.
(Ses instructions)

For slians authorized to worK, provide your Alien Registration Number/USCIS Numbsr OR Form |-94 Admission Number:

1. Alien Registration Number/USCIS Number:
8 OR 3-D Barcode

Do Not Write in This Space
2. Form 1-94 Admission Number:

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

Forelgn Passport Number:

Country of Issuance:

Some aliens may write;NlA" on t;e Foreign Passport Number and Country of lasuance fields. (See instructions)

[ attest, under penalty of perjury, that
Information is true and carrect.

Signature of Preparer or Teanslator: Date (mmuddsyyyy):
Last Name (Family Narms) . First Name (Given Name)
Address (Street Number and Name) City ar Town State Zip Code

Form1-9 03/08/13 N



Employee Last Name, First Name and Middle Initial from Section 1:
ListA OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
lDocumenﬁ'ﬁé: : 6 Dou_jsment Title: !
asuing Authorly: lﬂ Ehoﬁly: !
Document Number: ment bber - !
93 05:23%-2lo
Expiration Date (if anyj(mm/dd/yyyy): Expiration Date (if anyj{mmvddfyyyy): Expiration Dale (if any)(mmAddiyyy):
\0-\4-20\%
Document Title:
Issuing Authority:
Document Number:
Exgiraton Date (7 anyjimmiadiyyyy:
3-D Barcode
Document Title: Do Not Write in This Space
Issuing Authority:
Document Number:
Expiration Date (i eny)(mm/ddivyyy):
Certification

| attest, under penalty of perjury, that (1) I have examined the documen
above-listed document(s) appear to be genulne and to relate to

employee is authorized to work in the United States.

The employee's first day of employment (mm/dd/fyyyy). \—] -\d

t(s) presentad by the above-named employee, (2) the
the empioyee named, and (3) to the best of my knowledge the

(See instructions for exemptlons.)

L

.

\:

Date (mm/dd/yyyy)

Title of Employer or Authorized Representative

\o- 1, 1Aced Mac

Signature zmployeromuthodzed Re
st Name (Family Name)

Ko\ " Uina_

First Name (Given Name)

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

Employer's Business or Organization Address (Strest Number and Name)
7301 OHMS LANE SUITE 405

State Zip Code
55439

'ReVerificitionna

nd Rehilies:(1ab6!5

mipleted Ard s

F.OF gl

(4 appI}cabIa) Last Nai

me (Family Nams) First Namre {Given Name)

B. Date of

C. If employes's previous grant of employment autharization has expired, provide the information for the documen
presanted that estabiishes current employment authorization in the space provided below.

1 from List A or List C the employee

Document Title:

Document Number:

Expiration Date (if any)(mmvddyyy):

the employee presented document(s), the document(s) | have exa

| attest, under penaity of perjury, that to the best of my knowledge,

this employee is authorized to work in the United States, and If
mined appear to be genulne and to relate to the individual,

Signature of Employer or Authorized Representative:

Date (mm#ddiyyyy):

Print Name of Emplayer or Authorized Representative:

Form1-9 03/08/13 N






SENSITIVE BUT UNCLASSIFIED

Department of Homeland Security

E-Verify

Report Prepared: 01/10/2014
Page: 1 of 1

Case Information:

Case Verification Number: 2014010140245TD

%

Employee Information:

Last Name: Hill First Name: Jason

Middle Initial: Other Names Used:

Social Security Number: ~ *** ** 2109 Date of Birth: 11/14/1986

Citizenship Status: A citizen of the United States Email Address:

Document Information:

List B Document: ID card issued by a U.S. federal, state or List C Document: Social Security Card
local government agency

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 01/10/2014 Employer Case ID:

Three-Day Rule Reason: Three-Day Rule - Other:

Submitted By: CKRO8357 Submitted On: 01/10/2014

Initial Case Resulit:

Case Result: Employment Authorized

Employee Referred to SSA:

Referred By: Referred On:

Case Result from SSA (after SSA Tentative Nonconfirmation):

Case Result:

Response Date:

Resubmitted to SSA (after Review and Update Employee Data):

Last Name: First Name:

Middle Initial: Other Names Used:
Social Security Number: Date of Birth:
Resubmitted By: Resubmitted On:
Case Result from SSA (after Resubmission):

Case Result:

Request Name Review:

Comments:

Submitted By: Submitted On:

Case Result from DHS (after DHS Verification in Process):

Case Result: Response Date:
Employee Referred to DHS:
Referred By: Referred On:

Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result:

Response Date:



Photo Matching Results:

Determination:

Employee Referred to DHS (Additional):

Referred By: Referred On:

Case Result from DHS (after Additional DHS Tentative Nonconfirmation):

Case Result: Response Date:

Case Closure:

Closure Statement:
Closed By: Closed On:

SENSITIVE BUT UNCLASSIFIED



DISCLOSURE AND AUTHORIZATION [IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Employer Solutions Staffing Group LLC {ESSG) may abtain Information about you for employment purposes from a third party consumer reporting
agency. Thus, you may be the subject of a “consumer report” and/or an “investigative consumer report” that may Include Information about your
character, general reputation, personal characteristics, and/or mode of living, and that can involve personal Interviews with sourees, such as your
neighbors, friends, or associates, These reports may contain Information regarding your credit history, criminal history, soclal security number
validation, motor vehicle records {"driving records®), verification of your education or employment history, or other background checks. Credit
history will only be requested where such Information Is substantlally related to the dutles and responsibilities of the position for which you are
applying. You have the right, upon written request made within a reasonabie time, to request whether a consumer report has been requested and
compiled about you, and disclosure of the nature and scape of any Investigative consumer report and to request a capy of your report. Please be

Minneapolls, MN 55439, Tel.: 800-886-4777 or 952-941-8040. Fax: 800-886-0774 or 952-941-9041. ORANGE TREE EMPLOYMENT SCREENING'’s
website Is at www.orangetreescreening.com, or another outside organization. The scope of this notice and authorization |s ail-encompassing,
however, allowing ESSG to obtain from any outside organlzation all manner of consumer reports and Investigative consumer reports now and
throughout the course of your employment to the extent permitted by law. As a resuit, you shouid carefully consider whether to exerclse your
right to request disclosure of the nature and scope of any Investigative consumer report.

New York and Maine appilcants or amployeesonly: You have the right to Inspectand recelve a copy of any investigativa consumer report requested by ES$G by
contacting the consumer reporting agency Identified above directly. You may aiso contact £$5G to request thaname, address and telephone number of the
nearest unit of the consumer reporting agency designated to handle inquiries, which ESSG shall provide within 5 days.

New York applicants or employses only: Upon request, you will be Informed whether or not s consumer feport was requested by £SSG, and if such reportwas
requested, Informed of the name and address of the consumer reporting agency that furnished the regort. By signing below, you also scknowledge receipt of
Articte 23-A of the New York Correction Law.

Oregonapplicants or employees only: information describing your rights under federal and Oregon law regarding consumer identity theft protection, the storage
and tisposal of your credit Information, and remedies svailable should you suspect or find that ESSG has not maintained secured records is available to you upon
request

Washington State applicants or employees only: You also have the right to raquest from the consumer reparting agency a written summary of your rights and
remedies under the Washington Falr Credit Reporting Act.

ACKNOWLEDGMENT AND AUTHORIZATION

I acknowledge recelpt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPQRTING ACT and certify that | have read and understand both of these documents. | hereby authorize the obtalning of "consumer reports”
and/or “investigative consumer reports” by ESSG at any time after recelpt of this authorization and throughout my employment, if appilcable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institutlon, school or
university (pubiic or private), informatlon service bureau, company, or Insurance company to furnish any and all background Information requested
by Orange Tree Employment Screening, 7275 Ohms Lane, Minneapolis, MN 55439. Tel 800-886-4777 or 952-941-9040. ORANGE TREE
EMPLOYMENT SCREENING'’s webslte is at: Www.grangetreescreening.com, another outside organization acting on behalf of the company, and/or
the company itseif. | agree that a facsimlle (“fax”), electronic or photographic copy of this Authorization shall be as valid as the original.

in anly: By signing betow, you also acknowiedge recelpt of the NOTICE REGARDING BACKGROUND INVESTIGATION PURSUANTTO
CAUFORNIA LAW. Please check this box if you would iike to receive a copy of an investigstive consumer reportor consumer credit report at no charge ifone is
obiained by ESSG whenaver you have a right to recelve such a copy under California law, A ni

%(Mumndudeemau AN T S e PN Geomas . coxe

Signature; ﬂLJ Q/ 54 Date: l// 4// v

BACKGROUND INFORMATION

Last Name: \t\':\\ ‘__ Finst: ’Sﬁmw Middle:__ \ e

Other Names/Allas:

social security #*:_ o ©F ~ WR" WA Date of Birth (mm/dd/yyyy)®:_ \EN =\ - B O

Driver’s License #: State of Driver’s License:
3\5‘\5\.‘1’0% C—‘\“‘st Telephone # (Primary): _ 8% "'}Jbg‘ %Q‘EQ‘

it Address:
ISR N i SV
City/State/Zip: Q\\'E)%\

*This information will be used for bockground screening purposes only and will not be used as hiring criteria.



A Summary of Your Rights Under the Fair Credit Reporting Act

The federal Fair Credit Reporting Act (FCRA) promotes the accuracy, fairness, and privacy of information in the files
of consumer reporting agencies. There are many types of consumer reporting agencies, including credit bureaus
and specialty agencies (such as agencies that sell information about check writing histories, medical records, and
rental history records). Hereisa summary of your major rights under the FCRA. For more information, Including

information about additianal rights, g0 to www.consumerfinance gov/learnmore or write to:

Consumer Financial Protection Bureau, 1700 G Street N.W., Washington, DC 20552.

*  You must be taid if information In your file has been used against you. Anyone who uses a credit report or
another type of consumer report to deny your application for credit, insurance, or employment - or to take
another adverse action against you — must tell you, and must give you the name, address, and phone
number of the agency that provided the information.

* You have the right to know what Is in your file. You may request and obtain all the information about you in
the files of a consumer reporting agency (your “file disclosure®”). You will be required to provide proper
identification, which may include your Social Security number. In many cases, the disclosure will be free. You
are entitled to a free file disclosure if:

* a person has taken adverse action against you because of informatfon in your credit report;
* you are the victim of identity theft and place a fraud alert in your file;

* your file contains inaccurate information as a resuit of fraud;

* you are on public assistance;

¢ you are unemployed but expect to apply for employment within 60 days.

In addition, all consumers are entitled to one free disclosure every 12 months upon request from each nationwide
credit bureau and from nationwide specialty  consumer reporting  agencies.
See www.consumerfin ov/learnmore for additional information.

*  You have the right to ask for a credit score. Credit scores are numerical summaries of your credit-worthiness
based on information from credit bureaus. You may request a credit score from consumer reporting agencies
that create scores or distribute scores used in residential real Property loans, but you will have to pay for it.

In some mortgage transactions, you will receive credit score Information for free from the mortgage lender.

* You have the right to dispute Incomplete or Inaccurate information. If you identify Information in your file that
is incomplete or inaccurate, and report it to the consumer reporting agency, the agency must investigate
uniess your dispute Is frivolous. See: www.consumerfinance.gov/iearnmore for an expianation of dispute
procedures.

*  Consumer reporting agencies must correct or delete inaccurate, incomplete, or unverifiable
information. Inaccurate, incomplete or unverifiable information must be removed or corrected, usually
within 30 days. However, a consumer reporting agency may continue to report informatlon it has
verified as accurate,

* Consumerreporting agencies may not report outdated negative Information. In most Cases, a consumer
reporting agency may not report negative information that is more than seven years old, or bankruptcies that
are more than 10 years old.

*  Access to your file is limited. A consumer reporting agency may provide information about you only to people
witha valid need — usually to consider an application with a creditor, insurer, employer, landlord, or other
business. The FCRA specifies those with a valld need for access.

*  You must give your consent for reports to be provided to employers. A consumer reporting agency may not give
out information about you to your employer, or a potential employer, without your written consent given to the
employer. Written consent generally is not required in the trucking industry. For more information, go
to www.consumerfinance.gov/learnmore.

* You may limit “prescreened” offers of credit and insurance you get based on information in your credit report,
Unsoliclted “prescreened” offers for credit and insurance must include a toll-free phone number you can cal if you
choose to remove your name and address from the lists these offers are based on. You may opt-out with the
nationwide credit bureaus at 1-888-567-8688.

*  You may seek damages from violators. if a consumer reporting agency, or, in some cases, a user of consumer
reports or a furnisher of information to a consumer reporting agency violates the FCRA, you may be able to sue in
state or federal court.

* lIdentity theft victims and active duty military personnel have additional rights. For more information, visit
www.consumerfinance.gov/learnmore Consumer Financial Protection Bureau, 1700 G Street N.W,, Washington,
DC 20552, ;



NOTICE REGARDING BACKGROUND INVESTIGATION
PURSUANT TO CALIFORNIA LAW

Employer Solutions Staffing Group LLC (the Company) intends to obtain information about you from
an investigative consumer reporting agency and/or a consumer credit reporting agency for employment
purposes. Thus, you can expect to be the subject of a “consumer report,” “consumer credit report,” and/or
an “investigative consumer report” (consumer report) obtained for employment purposes. Such
consumer reports may include information about your character, general reputation, personal
characteristics and mode of living.

With respect to any investigative consumer report from an investigative consumer reporting agency
(“ICRA"), the Company may investigate the information contained in your employment application and
other background information about you, including but not limited to obtaining a criminal history,
verifying references, employment history, social security number, educational history, licensure, and
certifications, driving history, and other information about you, and interviewing people who are
knowledgeable about you. The results of this consumer report may be used as a factor in making
employment decisions. _

We will obtain these reports through a consumer reporting agency..Our consumer reporting agency is
Orange Tree Employment Screening, 7275 Ohms Lane, Minneapolis, MN 55439. . Tel.: 800-886-4777 or
952-941-9040.  Fax:'800-886-0774 or 952-941-9041.° ORANGE TREE EMPLOYMENT SCREENING's
website is at www.orangetreescreening.com. The ‘Company agrees to provide you with a copy of a
consumer report when required to do so under California law. ' . :

Under the California Civil Code you are entitled to find out from an ICRA what is in the ICRA's file on you
with proper identification, as follows:

* In person, by visual inspection of your file during normal business hours and on reasonable notice. You
also may request a copy of the information in person. The ICRA may not charge you more than the actual
copying costs for providing you with a copy of your file. You should inform the ICRA if you are
unemployed, receiving public assistance, or have reason to believe fraud has occurred in regard to your
personal information.

* A summary of all information contained in the ICRA’s file on you that is required to be provided by the
California Civil Code will be provided to you by telephone, if you have made a written request, with
proper identification, for telephone disclosure, and the toll charge, if any, for the telephone call is prepaid
by or charged directly to you.

* By requesting a copy be sent to a specified addressee by certified mail. ICRAs comp lying with requests
for certified mailings shall not be liable for disclosures to third parties caused by mishandling of mail
after such mailings leave the ICRAs.

“Proper ldentification” includes documents such as a valid driver's license, social security number,
military identification card, and credit cards. Only if you cannot identify yourself with such information
may the ICRA require additional information concerning your employment and personal or family history
in order to verify your identity. The ICRA will provide trained personnel to explain any information
furnished to you and will provide a written explanation of any coded information contained in files
maintained on you. This written explanation will be provided whenever a file is provided to you for
visual inspection. You may be accompanied by one other person of your choosing, who must furnish
reasonable identification. An ICRA may require you to furnish a written statement granting permission to
the ICRA to discuss your file in such person’s presence.



EMERGENCY CONTACT INFORMATION

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

Employee Name: M\

Address: _ 2\ S5 2 \'Lwﬁggc (}%N L. *Y\

Home Phone:

RETI R N T (O SN

DR, -SNNS - SN

Contact #1 \5'\:@;.{3 o N\

Name:

Relationship: WQ&

Home Phone:

Cell Phone: ’%\2 -\\\»\S _Q\\\\}\

Work Phone:

Contact #2

Name:

Relationship:

Home Phone:

Cell Phone:

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.




NOTICE TO EMPLOYEE
Labor Code section 2810.5

Employee Name: = \ N

Start Date:

Legal Name of Hiring Employer: Empioyer Sojutions Group, LLC

Is hiring employer a staffing agency/business (e.g., Temporary Services Agency; Employee Leasing
Company; or Professional Empioyer Organization [PEO])? NYes oNo
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 Employer's Mailing Address (if different than above):

Hiring Employer’s Telephone Number:1.866.496.7573/952.835.1288

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;
?."ﬂf%r‘%‘iw«'kWAGElNFORHAﬂO f

Rate(s) of Pay: Overtime Rate(s) of Pay:
Rate by (check box): oHour oShift o Day opWeek oSalary oPiecerate o Commission
o Other (provide specifics):
Does a written agreement exist providing the rate(s) of pay? (check box) oYes o No

If yes, are all rate(s) of pay and bases thereof contained in that written agreement? o©Yes o No

R R

Aliowances, if any, claimed as part of minimum wage (including meal or lodging allowances):

(if the employee has signed the acknowledgment of receipt below, it does 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 voluntary written agreement must be evidenced by a separate document.)

Regular Payday:

DLSE-NTE (rev 4/2012)
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Insurance Carrier's Name: CA Assigned Risk
Address:

Telephone Number:
Policy No.:
o Self-Insured (Labor Code 3700) and Certificate Number for Consent to Self-Insure:

ACKNOWLEDGMENT DERECER

7 e YA 2 TR
_ ‘Sl ey _vl‘.};? gt ,{y -.'-' ;,,{ ¥ o8y
M«;.d?)géﬁéf (R Ak

(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.

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, unless 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)



employer solutions staffing group.
Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid by Payroll Debit Card.
SECTION T L ASTC I ORNTA [N

Employee Nagmn SSN# (fast 4 digits) Effective Date
N A \\" Ay T D\ TSN NSO

R0 TI0N 8 PONTRGHE TelJdFe® 16 0%

|| Direct Depasit (Please complete Sections 3 and § below)
i~ Payroll Debit Card (Please complete Sections4 and S below)
SR 8| A DT DI POS]E
B[] Update Bank Account
Bank Name:

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

Routing#

N Accountt
coun Tnitial Date

Account Type: [ Checking (] Savings Oother

*  To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
*  Ifyou change banks, do not closeyouroldbmkuccoumumilyourdmdeposilhasslmedatlhcnewbmk,whidlmaytakczpaypeﬁods.

SECTHLOS A RNNTROL L DERBEL CNRD i 03] CASEHECAR]Y

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

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing ail 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 (s you want your Payroll Debit Card to be issued)
Fi e ML e Dateof Birth
T‘S e \. 3\1\\_ D=\~ N |

Cacs R, X oS Th R

7
7 e\

GET TEXT ALERTS, when your paycheck is deposited on your card!

All we need to know your celi phone service provider and mobile number above!

es, sign me up, for text al
y mobile service provider is: ‘g&d{ﬁ
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payrell Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #
122242597

1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card.
1 am agreeing fo the program terms. conditions, angrdisclosures tha arc included or made available 1o me from time to time from the financial institution. I
authorize the financial institution to debit my Payf0li Debitcfxy/m the fees described in the fee schedule that is parl of the program terms,

conditions, and disclosures. .
- Date: / ¢ /’ &
S BT CRI O S TR ] 0 [ AN (s

I authorize ESSG to dircctly deposit my periodic wages/compensation payments. net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in exTor to my accouat(s). * E-matil is required for pay stub information.

*E-mail_ "RNAQOVUEN, e_(‘gf»m. @

this jaformation wjll only & wsed¥p-sgnd your paystubs electronically
Employec's Signature: éz : . /y Jﬂ Date: { / G / / Y
i ]

> =

Employee’s Signature:




Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this & day of jﬂm .201"_‘1, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and SM gg§ hereafter referred to as ‘employee”,

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

L 7s

Employgé Signature

Employer Solutions Staffing Group LLC, Representative

employer solutions staffing group.



Pre-Screening Notice and Certification Request for

~n 8890

(Rev. Jaruary 2012) the Work Opportunity Credit OMB No. 1645-1500
Intemal Rcv:rm' sm:w > See separate instructions.
Job applicant: Fill in the lines below and check any boxes that apply. Compiete only this side.
Your name SQ S0 \_:QQ. \L\\ Social security number » COQS "}%’%\Q\

Street address where you live NS \mc C‘RN Qa .# ‘\
City or town, state, and ZIP code \)Q SaRASNE, Q\M&-‘Q‘ \ Q\ . Q\\%Qa\

County NS STRNQS, Telephone number "RENTY NaR - NN

if you are under age 40, enter your date of birth (month, day, year) lo // o Z ©
[

1 [] 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 [] Check here it any of the following statements apply to you.

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

* | am a veteran and a member of a famlly that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months,

* | was referred hers 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 Recelved SNAP benefits (food stamps) for the past 6 months, or
b Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer sligible to receive them.

* During the past year, 1 was convicted of a felony or released from prison for a felony.

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

* lam a veteran and | was unemployed for a period or periods totaling at least 4 weeks but leas than 6 months during the
past year,

3 [ 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 setvice-connected disabifity and you were discharged or
released from active duty in the U.S. Armed Forcas during the past year.

5 [] 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 family that;
* Received TANF payments for at least the past 18 months, or
* Received TANF payments for any 18 months beginning after August 5, 1887, and the earliest 18-month period beginning
after August 5, 1897, ended during the past 2 years, or
* Stopped being eligible for TANF payments during the past 2 years because federal or state faw limited the maximum time
those payments could be made.

Signature—Al Appilcants Must Sign

Under penatties of perjury, | daclare that | gave the above Information to the empioyer on or before the day | was offersd aJob, and It is, to the best of my knowtedga, trua,
comect, and complete,

iob st g Z / /7//” e 1LY

For Privacy Act and Paperwork Redftion Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 1-2012)




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

EMPLOYER SECTION:
ESG FEIN#: ESG Client Name & State:

Hiring Manager: Position: Starting Wage: §$

EMPLOYEE SECTION:
Employee Name: Street Address: City/State: Zip:

SS#: Date of Birth; Age: Have you worked for | If yes, location:

Q_O__S 28 "\ o MNABRS ‘)_“\ ‘hi"’jogs:nyu l;:?

I 4
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 ﬂ
at any time since August 5, 19977 (ifyes, 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? D g
(If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

3. Have you received Supplemental Security Income (SSI) at any time within the past3 months? D
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*If you checked yes please provide a copy of your SS! documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? [:] /ﬁ‘
If yes, please indicate which type of agenﬁou worked with and provide their location information below:

D Vocational Rehabilitation Agency Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)
Name of Agency: Phone #;
City: County: State:

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

S. Areyou a Veteran of the U.S. Mllitary? *Ifyes, please provide a copy of your DD-214 and letter aof separation. D
(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?

B

Have you been unemployed at any time during the last 12 months? E %
O O

O >/

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

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

Conviction Date: / / Release Date: / /

Wes this a [_] Fedcral or I:] State conviction? If State - County: State:’
AR e i e e L S, e ray
SRR SR e T it A s e

IEC (Native American): Are you or your spouse a member of a Native American Tribe?
*Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: Are you the child of foster parents?  [_] Do you receive CalWorks? [ ] Workforce Investment Act?

Are you a migrant or seasonal farm worker? % Have you ever been convicted of a misdememorN(%
SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above to be true and accurats to the best of my knawledge, and I hereby authorize any agency,
arganization, or individuals to supply such verification or information that may be needed to determine tax credit eligibility 10 my employer, employer
representative (Associated Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: Date:




employer solutions staffing group.

Leveraging Resources in a Changing Market

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. :

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
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.

Notify your employer immediately of an new injuries or conditions that impa

your physical condition.

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

| have read my res Siw gree to abide by these guidelines.
Signed: . —/%

v

Printed Name: :YA Son LE = H’L .




employer solutions staffing group.

Leveraging Resources in a Changing Market

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
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):

Signature/Firma: . /ng




PART B: Information About Health Coverage Offered by Your Employer

This section contains Information about any health coverage offered by your employer. If you decide to complete an
application for coveraga in the Marketplace, you wiil be asked to provide this information. This information is numbered
to correspond to the Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)
Employer Solutions Staffing Group LLC 20-8084369
S. Employer address 6. Employer phone number
7301 Ohms Lane Suite 405 952- 7-951%
7.City 8. State 9. ZIP code
Edina MN 55439
10. Who can we contact about employee health coverage at this job?
ESSG Health Benefits Team
11. Phone number (If different from above) 12, Emall address

952-767-9519 health@emploxersoluﬁonsgroup.com

Here is some basic informatlon about healith coverage offered by this employer:
s As jour employer, we offer a health plan to:

Ali employees.
Some employees. Eligible employess are: Site by site basis, o employees who work 30+ hours/week, 1560+ hours/year

=  With respect to dependents:

We do offer coverage. Eliglble dependents are: Dependents of enrolled employees working at sites that have elected insurance

D We do not offer coverage.

It checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to
be affordable, based on employee wages.
+* Even if your employer intends your coverage to be affordable, you may still be eligible for a premium
discount through the Marketplace. The Marketplace will use your housshold Income, along with other factors,
to determine whether you may be sligible for a premium discount. If, for exampie, your wages vary from
week to week (perhaps you are an hourly em ployee or you work on a commission basis), if you are newly
employed mid—year, or If you have other income losses, you may stiil quallfy for a premium discount.
It you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the

employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to iower your
monthly premlums.

13. 1s the employee currently eligible for coverage offered by this employer, or will the employee be eligible In
the next 3 months?

D Yes (Continue)
13a. If the empioyee is not eligible today, induding as a resuit of a walting or probationary period, when Is the

D empioyee ellglble for coverage? __ Varies by site (mm/dd/yyyy) (Continue)
No (

STOP and return this form to employee)

14. Does the employer offer a health plan that meets the minlmum value standard*?
Yes (Go to question 15) [] No (STOP and return form to employee)

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include
family plans): If the employer has wellness programs, provide the premium that the employee would pay If he/ she
received the .maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on
wellness programs.

a. How much wouid the employee have to pay in premiums for this plan? $Varies - $0 - $55.38
b. How often? [/]Weekly [] Every 2weeks [] Twice a month [ Monthiy Quarterty [T] Yearly

if the pian year will and soon and you know that the health plans offered will change, go to question 16. If you don't
know, STOP and return form to employee.

16. What change will the employer make for the new plan year?
[CJ Empioyer won't offer heaith coverage
[C] Employer wili start offering heaith coverage to employees or change the premium for the lowest-cost plan
avallable only to the employee that meets the minimum value standard.* (Premium should reflect the discount for
weliness programs. See question 15.)
a. How much will the employee have to pay in premiums for that plan? $
b. How often?["] Weekly [ Every2weeks [] Twice a month [ Monthy [J Quartedy [] Yearly

Date of change (mm/dd/yyyy):




