employer solutions staffing 8roup. 10, onms e  sure 405 Edina,

Leveraging Resources in a Changing Market 55439
Tel: 952.835,1288 » F ax; 952.835.1255 www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name R3miY ! First Name Jo M Middle Initial
Street Address_ @20 PM€s0_ L PeALB ApUSte
Cityrstaterzip_ (Ve buly PATK 9(22e ¢.49.

Phone Number (£2.{ Y489~ b2 42 Email Address_¥a 22356 I¢ @ Hotmail . zoa,

Staffing Agency/Recruitment Partner

L

you legally suthorized to work in the United States of Amerdca?  KIYES [INO

Applicant Certification and Authorization

| 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, responsibliities, performance, compensation and eligibliity for rehire.

! understand that a comprehengive background check may be conducted to determine my eligibflity for hire by certain clients of ESSG.
This may include but is not limited to, investigations of erimina! and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies. ‘

i release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
! certify that al! statements made in my application are frue and accurate and that | have not omitted any material information or
provided faise 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 termination.

{f hired, 1 agree to abide by the policles and procedures of ESSG.

3005t \RAm. 62 ‘Ne) W% I/ /201y

Name (Print or type) Applicant’s Signature Date

A copy or facsimile ("fax") will be considered the same as an original signature. Email will ONLY be used for employment
correspondence

For ESSG Office Use Only

DOH @ | NHW 1. N - | J—— | )

[ Emergency Contact Info | Background Release Form |  Background Results Unemployment Letter ESC Application
(W applicable)

For ESSG Client Use
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E D gzvea':’a:' e:: This form ¢an be used to manually compute your
p e. withholding allowances, or you can electronically
State of Callfornia compute them at www.taxes.ca.govided.pdf
EMPLOYEE'S WITHHOLDING ALLOWANCE CERTIFICATE
Type or Print Your Full Name . Your Soclal Security Number
Jalhe L Pamily) b KR §-300 )
Home Address (Number and Street or Rural Route) Filing Status Withholding Allowances
672 PAfed L Purld SINGLE or MARRIED (with two or more Incomes)
City, State, and ZIP Code 0O MARRIED (one income)
eu bty Pavy £.A. AIf2e O HEAD OF HOUSEHOLD
1. Number of allowances for Regular Withholding Allowances, Worksheet A
Number of ailowances from the Eslimated Deductions, Worksheet B
Total Number of Aliowances (A + B) when using the Califomia 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. 1 certify under penalty of perjury that | am not subject to Califamia withhalding. ! meet the conditions set forth under
tha Servica Member Civil Rellef Act, as amended by the Military Spouses Residency Relief Acl. (Check box here) D

Undar the penaities of perjury, | certify that the number of withholding allowances claimed an this certifi cate doss not axceed
the number to which | am entitled or, if claiming exemption fram withholding, that | am antitlad to claim the exompt status.

signare_RY ™} 1727 gilGop, oae_ |/ bf201Y

Employer's Name and Address California Employer Account Number

Give the top portion of this page to your employer 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 W-4 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.

62/11:988d £492)98J6@8T:0) iwod4 HG:lT HIBS-98-NUr



952-767-9519 | health@empioyersolutionsgroup.com

Ie section contains information about any health coverage offered by your employer. If you decide to complete an application for coverage In

;;'e ) 3. Employer name 4. Employer Identification Number
arket
lace. an;u&hmmmmﬂmmu L 20-8084369
P ace. 5. Employer address 6. Employer phone number
you will .
be
asked 7-
to

provide 10 Who can we contact about empioyee health coverage at this job?
this ESSG Health Benefits Team

Inform
ation, This information ig numbered to correspond to the Marketplace application.

Here is some basic information about health coverage offered by this employer:
*  As your employer, we offer & health plan to:
All employees.

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

*  With respect to dependents:

We do offer coverage. Eligible dapendents are: Dependents of enralied employees working at sites that have ¢lected insurnnce We do

not offer caverage.

It checked, this coverage meets the minimum value standard, and the cost of this caverage to you is intended to be affordable,
based on empioyee wages.
+« Even it your empioyer intends your coverage to be affordable, you may stili be sligible for a premium discount through the
Marketplace. The Marketplace will use your household income, aiong with other factors, to delermine whether you may be -
eligible for a premium discount. if, for example, your wages vary from week lo weak (perhape you are an hourly employee or
you work on & commission basis), if you are newly empioyed mid=-year, or if you have other incame losses, you may still quality
for a premivm discount. '
It you decide to shop for coverage in the Markaiplace, HealthCare.gov will guide you through the process. Here's the emplayer
intormation you'l anter when you visit HeaithCare.gov to find out it you can get a tax credit to iower your monthly premiums,

13. Is the employee currently eligible for coverage offered by this emplayer, or will the employee be eligible in the next 3 months?

Yes (Continue)
13a. If the employee Is nor eliglble today, inciuding as a result of a waiting or probationary period, when is the employee eligible for
coverage? Varies by site (mm/dd/yyyy) (Continue) No (STOP and retum this form to employes)

14. Does the empioyer offer a health plan that meets the minimum 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 employea (don't Include famiiy plans): If the
employer has weliness programs, provide the premium that the employee would pay If he/ she received the maximum discount for any
tobacco eessation programs, and didn't receive any other discounts based on weliness programs.

a. How much would the employee have to pay In premiums for this plan? $Varies - $0 - $55.38
b. How often? Weekly Every 2 weeks Twice a month Manthly Quartarly Yearly

if the plan year will end soon and you know thai the health pians offered wiil change, go to question 16. If you don't know, STOP and return
form to empioyee. '

16. What change will the employer make for the new plan year?

Employer won't offer health coverage
Emplayer will start offering heaith coverage to employees or change the premium for the jowest-cost plan available only to the employee

that meeis the minimum value standard.* (Premium shouid refiect the discount for wellness programs, See question 15.)
a. How much will the employee have to pay in premiums for that plan? §

62/t :96kd 29))S8ISRET 10 iwod4 @S:LT H182-98-NIr
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ANTI-DISCRIMINATION NOTICE: It is iliegal to discriminate against work-authorized individuals. Employers CANNOT spacify which
document{(s) they will accept from an employea. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute Illegal discrimination.

' eetfomﬁEmpléyee Immmommﬂmhtmn {évjnlqye“és‘.mum compiate andmgnsemon 1, of Feem, 8.0, Iﬂhr

YAk “"M‘(m 1 et !,;.'._.h;.--‘.' R R D

= Name Famiy Nam) ——— — Widkdia Infial| Other Names Used ﬁrany)
Ry if Lx W : &
Address (Streat Number and Name) Apt Number | City or Town State Zip Code
b7t Pageo Lo af1d Nvewdury Pare e [Ulee
Date of Birth (mmvdd/yyyy) [U.S. Soclal Security Number | E-mail Address Telephone Number
o1y ma LI R 62 5611 @rorma o0 ) oA 47

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

1 attest, under penalty of perjury, that | am (check one of the following):
i A citizen of the United States
(| A noncitizen national of the United States (See inafructions)

O A lawfui permanent resident (Alien Registration Number/USCIS Number):
] An atien authorized to work until (expiration date, if applicable, mm/dd/yyyy)__  _ Some aliens may write "N/A" in this field,

(Ses instructions)
For aliens authornized to work, provide your Alien Registration Number/UUSCIS Number OR Form |94
Admission Number:
1. Alien Registrat her/USCIS Number: 3-D Barcode
ien Reg jon Num CIS Numbe: Do Not Wrile bn This
OR Space

2. Form {-94 Admission Number:

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

Foreign Passport Number:

Country of Issuance:
Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)

Signature of Employee: R Qanl 22 \Jy s Date (mmAddyyyy): & ’/06/2014{

- AR s -"f' E e ) ' :-"':3’. i F‘f‘ »"ﬁ“&{‘ s 'Qﬁrf"e.)‘;% : h '..'::. “ﬁ?‘i” SN .
I attest under penalty of perjury. thal I have asslsted in the completion of this form and that to the best of my lmowledge the
Information is true and correct.

Signature of Preparer or Translator: Date (mm/ddyyyy):
Rim: rey N6 FGy os1lab/Ze1Yy
Last Name (Family Nante) First Name (Given Name)
Rem, [y1 TOT Sy

Fomn ]9 03/08/13 N
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Address (Street Number and Name)

L Yella

Clty or Town State

e byNy PRYK(C.4.

Zip Code ,

A 20

“* DO NOT SCAN OR FAX THIS PAGE **

LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A
or a combination of one selection from List B and one selection from List C.

I LISTC
LISTA 2 LISTB Documents that Establish
Documents that Establish [  Documents that Establish Employment Authorization
Both Identity and -‘ Identity
Employment Authorization § AND

1. U.S. Passport or U.S. Passport Card

Permanent Resident Card or Alien

Registration Recsipt Card (Form 1-551)

Foreign passport that contains a
temporary -551 stamp or temporary |-
651 printed notation on a
machinereadable immigrant visa

4. Employment Authorization Document
that contains a photograph (Form |-
766)

5. For a nonimmigrant alien
authorized to work for a specific
employer because of his or her
status: a. Foreign passport; and
b. Form 1-94 or Form 1-04A that has
the following:
(1) The same name as the
passport; and
{2) An endorsement of the alien's

not yet expired and the

conflict with any restrictions or
{imitations identified on the form.

nonimmigrant stetus as long as ;#
that period of endorsement has B33

proposed employment is not in  } !

State or outlying possession ofthe
United States provided it contains a
photograph or information such as
name, date of birth, gender, height, eye
color, and address

i 2. 1D card issued by federal, state or local
{ govemment agencies or entities,
provided it containg a photograph or
information such as name, date of birth,
gender, height, eye color, and addrese

a"
Erif

Driver's license or ID card issued by d 1. A Social Security Account Number

card, unless the card includes one of

the following restrictions:

(1) NOT VALID FOR
EMPLOYMENT

(2) VALID FOR WORK ONLY
WITHINS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

School ID card with a photograph

Certification of Birth Abroad issued
by the Department of State (Form
FS-545)

Voter's registration card

U.S. Militery card or draft record

Certification of Report of Birth
issued by the Department of Stata
(Form D8-1350)

4.

Original or certified copy of bitth
certificate issued by a State,
county, municipal authority, or
territary of the United States
bearing an official seal

Native Amerioan tribal document

i#19. Drivers license issued by a Canadian
government authority

U.S. Citizen (D Card (Form |-197)

Identification Card for Use of
Resident Citizen in tha United

FormI-9 03/08/13 N
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1 For persons under age 18 who are
%  unable to present a document
listed above:

Micronesia (FSM) or the Republic of

94 or Form 1-94A indicating
nonimmigrant admigsion under the

Passport from the Federated States of -,k.l}
the Marshal Islands (RMI) with Form I- (4

Compact of Fres Association Between [
the United States and the FSM or RM! [

States (Form 1-179)

8. Employment authorization
document issued by the
Department of Homeland Security

0. School recard or report card

4911, Clinic, doctor, o hospital record

2. Day-oare or nursery school record

e =3

O
<

SN

A
AR
L

Py
.‘i‘.‘:'.‘;.r_'ﬂ

Refer to Section 2 of the instructions, tltled
and Verification,"

- "nmvorsmzvoxmxmlsmaz o

lilustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274)

"Employer or Authorized Representative Review
for more information about acceptable receipts.

bRﬂpresentatnreRewm aAndVerfigaBion T T T
diiys GT e eiiphbiyde’s f ﬁmtday Wemp!qymam Vau

n; *mhnm Mnﬁds
Mmm

IO TENS

1.L7st.B-and one docuinent frony List.C gs mad on

“ o mpm rpmm mq foﬂowlns!n.lumm ; docummwa
[ Employee Last Name, First Name and Middic inifial from Saection 1: ]
ListA OR ListB AND ListC
Identity and Employment Aithorization Identity Emplayment Authorization
Document Title: ment Thle:
e e 9 %gr?,a
ssuing ority: muthorﬂy Aulhomy:
Document Number: qu m'\r\
: Document Number'
. ENDAE2 GUE- 4 3-30!
Explration Date (if any)(mmsddtyyyy): Expiration Date (if any)(mmaddryyyy): Expiration Date (ifany)(nnwwm):
B-\\-\
Document Title;
lseuing Autherity:
Oocument Number:
Expiration Date ¢ any){mnvddyyyy):
3-D Barcode
Do Not Write in This Space
Document Title:

Fom I-9 03/0%/13 N
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Issuing Authority:

Document Numbar:

Explration Date (If any)(mmaddiyyyy):

Certification

1 attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employes, (2) the
above-listed document{s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work In the United States.

The employee's first day of employment (mmvdd/yyyy): \- : 'B ; \q (See instructions for exemptions.)

" Isignature of Employer or Authorized Representative Date (mm/ddiyyyy) Titie of Employer or Authorized Represantative
M '\ Mc‘
|Ladt Neme (Family Name) First Name (Given Name) Employer's Business or Orghalzation Nama
. EMPLOYER SOLUTIONS STAFFING GROUP LLC
Yo\ \ino

Employar's Business or Organization Address (Streef Number and Name) | Chy or Town State  |Zip Code
7301 OHMS LANE  SUITE 405 EDINA MN 55439

€ srification. and Rehines (T iefcoimpleted 8ifd ygnad by smployer.or authorized raprosentative) , .. ...
A. New Name (Ilappflcablo) Laet Nama (Family Name) First Name (Given Name) Middie InitialiB. Date of Rehire (& appiicable)
(mm/ddyyyy):

C. If employee's pravious grant of employment autharization has explred, provide the Information for the decumant from List A or List C the emplayee
presented that establishes current employment autherization In the epace provided below.

Document Title: Document Number: Explration Dsta (if
any)(mm/ddlyyyy):

2R

| 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 emplayee presented document(s), the document(s) { have examined appear to be genuine and to relate to the

individual.
Slgnature of Employer or Authorized Rapresentative: Date (nmv/ddyyyy): Print Name of Employer or Authorized Representative:

Form I-9 03/08/13 N
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SENSITIVE BUT UNCLASSIFIED

Department of Homeland Security Report Prepared: 01/10/2014
E-Verify Page: 1 of 1

Case Verification Number: 2014010145544QZ

Case Information:
m

Employee Information:

Last Name: Ramirez First Name: Jorge
Middle Initial: Other Names Used:

Social Security Number: ~ *** ** 3061 Date of Birth: 08/11/1991
Citizenship Status: A citizen of the United States Email Address:

Document Information:

Driver's license or ID card issued by a U.S.

List B Document: . . List C Document: Social Security Card
state or outlying possession

Document Name: Driver's license Document State: California

Driver’s License or ID Card Document Expiration Date: 08/11/2017

Number:

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 Result:

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 |NVESTIGATION

Employer Solutlons Staffing Group LLC {ES5G) may obtain 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, parsonal characteristics, and/or mode of living, and that can inwalve personal interviews with sources, such as your
nelghbors, friends, or associates. These reports may contain Information regarding your credit history, criminal history, social security number
* validation, motor vehicle records (“driving records®), verification of your education or emplayment history, or other background checks. Credit
history wlll anly be requested where such Information is substantially related to the duties and responsibilities of the position for which you are
applying. You have the right, upon written request made within a reasonable time, to request whether a consumer report has been requested and
complled abaut you, and disclosure of the nature and scope of any Investigative eonsumer report and to request a enpy of your report. Please be
advised that the nature and scope of the most common form of investigative consumer report obtained with regard to applicants for employment is
an investigation into your education and/or empluyment history conducted by Orange Tree Employment Screening, 7275 Ohms Lane, Minneapolis,
MN 55438. Tel.: 800-886-4777 or 952-941-9040. Fax; 800-886-0774 or 952-941-9041. ORANGE TREE EMPLOYMENT SCREENING's website is at
T X or another autside organization. The scope of this notice and authorization Is all-encompassing, however, allowing
£55G to obtaln from any outside organkzation 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 result, you should carefully consider whether to exercice your right to request disclosure of
the nature and scope of any investigative consumer report.

New Yark and Maine applicants or employees anly: You have the fight ta inspect and heceive & eapy of any investigative eongumcr report requasted by ESSG by
contacting the consumer reporting agency identified above directly. You may also contact ESSG to request ihe name, address and Ielephone number of the nearest
unit of thy consumar reparting agency designated to handie inquiries, which €556 shall provide within S days.

uewvarknpheumarewhveuowummqus!,wuwmhhlmndwhu&uwmammwmmnwammwm.m If such report was
muested.hfmmedofﬁlenamemdaddmsmfﬂiemmummﬁmawIhal(um!shed he repart. By signing bolow, you alsa acknowlodie roceipt of
Atticle 23-A of the New York Correction Law.

mqnnnnlleanuMewmmm!mmcm&umﬁﬂvtsMerMaﬂmdmmhwMummumﬂtymdtmm.mm
and disposal of your credit information, and remadles avallable should you suspect of find that ESSG has net maintsined tocurod racords is available to you upon
request.

wmm-mhnucrmmmw:vwmmﬂuﬁshhmumﬁmﬂnmmmmlmawammmm olvour'rlghu and
remadias under the Washington Falr Credit Reporting Act.

ACKNOWLEDGMENT AND AUTHORIZATION

I acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both of these documents. | hareby authorize the obtaining of "consumer reports”
and/or “investigative consumer reports” by ESSG at any time after receipt of this authorization and throughaut my employment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agenty, administrator, state or federal agency, institution, school or
university {public or private), informatien service bureau, comgany, or insurance company to furnish any and all background information requested
by Orange Tree Employment Screening, 7275 Ohms Lane, Minneapolls, MN 55439. Tel.: BOO-BR6-4777 or 952-941-9040. ORANGE TREE
EMPLOYMENT SCREENING's website I5 at: www.orangetreescreening.com, another autside organization acting on behalf of the company, and/or
the company itself. | agree that a facsimile (“fax”), electronic or photagraphic copy of this Authorization shall be as valid as the original.

: By tigning below, you also acknowledge recelpt of the NOTICE REGARDING BACKGROUND INVESTIGATION PURSUANT
TO CAUFORNIA LAW. Please chack this box if you would like to receive 3 copy of an Investigative cansumer raport or consumer credit report at no charge if ang is
abtained by ESSG whenever you have # right to receive such a capy under California law. www.validityseroening.com/Site/PrivacyPolicy

{Must include email sddress: k&l‘\; Yre S.‘ 12 @ ’Jo" "\,é; / édﬁ\ )

Signature: QA“‘M—\ qu‘# ML&EL. Date:

BACKGROUND INFORMATION

LastName:_Rdem ¢ f®) First S0T¢e. Middte_ L
Other Names/Alias:

Social Security#*:___ 18~ 4F-306/ Date of Birth (mm/dd/yyyy)*: _ 28711 (199 )

Driver’s License #: 1 1€ 3 g3 Z State of Driver's License:

Present Address:__ 272 EM LA p‘l(rl'l\— Telephone # (Frimary): —@l&m*‘_"}_‘!l—

Clty/State/2ip: q‘ ‘ 124

62,7 :988d 492)988@ET 00 iwod4 SG:JT bT02-98-Nor



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

Employee Name: 38 r"’-‘% N2
Address: 272 PRSewo L3 Pui)

Home Phone:

Home Phone:
Contact #1

Cell Phone(&')( ) bjo -85
Name: @&V

Work Phone:
Relationship: § 7ot N&
Contact #2 Home Phone:
Name: phoe! - | Cell Phone: (€8 ) Yo Z-0g 79
Relationship: & ;(; ni Work Phone:

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

62-82:96kd 4909850t 00 - iwoJ4 8G:.T H102-9@-Nul



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

NOTICE TO EMPLOYEE
Labor Code section 2810.5

Legal Name of Hiring Employer. Employer Solutions Group, 11 C

Is hiring employer a staffing agency/business (e.g., Temporary Services Agency; Employee Leasing
Company; or Professional Employer Organization [PEO])? XoYes 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 abova):

_A22 Pldfworp) pefly

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:

Rate(s) of Pay:_§13 .00 Overtime Rate(s) of Pay: 3 199
Rate by (checkbox). oHour oShift oDay oWeek opSalary oPiecerate o Commission o
Other (provide specifics): .- :

Does a written agreement exist providing the rate(s) of pay? (checkbox) cYes o No
If yes, are all rate(s) of pay and bases thereof contained in that written agreement? oYes n No
Allowances, 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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i PR S i RS s TR IWORKERS COMPENSATION ™™ 7~ e A
Insurance Carrier's Name: CA Assignéd Risk Address-

Telephone Number:

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

TPOFRECEIPT: - #t £ = e [ 7

A TR N ) ~.~"' PTG R Voa - < .
i e dar A OBHONRI A Ty BV B A Lt

AR T

"I - t x,\-ﬁ ,;';"' '»’fl-:c\', . a*-“ A
T 2 2t o Y

.
I 3

‘o) /By e fo2

(PRINT NAME of Employer representative) (PRINT NAME of Employee)
ST RAAINY) \Tary

(SIGNATURE of Employer representative) (SIGNATURE of Employee)

0l/abs rsiy

(Date) (Date) ;

rely constitutes ackmowledgment of receipt.

7 "
Vot 1. S
APPSR L I TEY T R R T L T

signature on this noti
E1EE Lkl S e T o ;;.-;J'-,,‘m'f"‘.'é"?.'-v'(!""»’:."6!2.‘.‘.", RS
T oy, '-ir‘-".‘.p?u.m"‘m‘. 5, 1-’ AR )

fi - . T
f . .
iy St e KA as A A e ety -

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 472012)
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ULL LEAL ALBILY, WICH YUUL PUYGIICCK IS GEPUSILEU O yuw G LB 2 &, SISO UG Up, JO8 TGAL BRa TS
All we need to know your cell phone service provider and mobilc ntmber abovel My mobile rervice provider is:

5(&(,372)38<52// '(%,7 &3S WREHFRPSOHWHGZKHQ\RXSI.FNXS\RXUID\URCO'HELW&DUG
IDWROOHELWEDUGSRXWLQY IDWROOHFLWEDUGSFFRXQW

122242597
KD YHUAFHL YHGP3 D\UROO'HEL W& DUGZ HOFRPHEUR FK XUHSURJUDPIHHVSURJUDPWHUPVFRQGLWIRQVDQGGLVFORVXUHV3\DFWL

YDWLQIM3D\UROOHELW&DUG
.Dl"DJUHHLQJWRWKHSURJUD[‘WHUPVFRQGLWLRQVDQGGLVFORVXUHVWKDWDUHLQFOXGHGRUPDGHDYDLODEOHWRPHIURPWLPHW

RWLPHIURPWKHILQDQFLDOLQVWLWXWIRQ,
DXWKRULHWEKHILQDQFLDOLQ VWL WXWLRQWRGHELWP3D\UROO'HELW&DUGDFFRXQWIRUWKHIRH VGHVFULEHGLQWRHIHIIVFKHG

XOHWKDWLVSDUWRIWKHSURJUDPWHLPV
FRQCHE.WLRQVDQGGLVFORVXURV

(PSOR\HHVELIQDWXUH 'DWH |

DXWKRULJH(66*WRGLUHFWO\GHSR VLWR\SHULRGLFZDJHVFRPSHQVDWLRQSDAPHQWVQHWRIUHTXLUHG WD{ZL WKKROGLQIV
RWKITUUHIT'XLUHGZLWKKROGLQIV ‘

RUDXWKRULJHGGHGXFWLRQVLQWRP\DIFFRXQW VDVGHVLIQDWHGDER YHDQGWRLQLWLDWHLIQHFHVVDU\GHELWHQWULLI
VDQGDGMXVWPHQWVIRUDQ\WUHGLWHQWULHV PDGHLQHUURUWRP\DFFRXQWV |
(PDLOLVUHTXLUHGIRUSD\VWXELQIRUPDWLRQ i

|

(PDLO l

This informandan wil only be used 10 send your paystubs electronically I

EmpIOyee s Signature: Date:

employer solutions staffing group.

L everaging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_s\. day of o 1 , 2014, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and __ e hereafter referred to as “employee”.

WITNESSETH:

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

In view of the difficulty of determining the 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.
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Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Position: Siartin'g Wage: §
EMPLOYEE SECTION:
Employee Name: Street Address: City/State: | Zip:
PICAL oAy b72 PRy LA Pe(ld Wi sewy Py |2
SS#: Date of Birth: Age: Have you worked for | If yes, location:
. this com fore?
- = a 5 company 4
AVSR At St ETAN ) A VNA LV 5] ves Xl No
Please complete all questions, and sign and date the form, Yes @
1. Have you or has anyone living with you received Temporary Assistunce to Needy Familics (TANF) at any timv since August 3,
19977 (If yes, pleasc provide information below.)
Name of the person recciving henefits: Relationship to you:
City: County: State:

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

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

4, Have you reccived any type of vocational rehabilitation services within the past two years?
(f yes, plcase indicatc which type of agency you worked with and provide their location information below:
Vocational Rehabilitation Agency Dept. of Velcrans Affairs Employment Nciwork (Ficket to Work Program)
Name of Agency: Phone #:
City: County: State:
*Jfyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

5, Are you a Veteran of the U.S. Military? *If yes, please provide a copy o your DID-214 and letier of separation.
(If yos, please provide information bolaw. Ifno, pleass continus to question #6.)
Dates of Service - From: / / To: I

Branch of Service:
Arc yon entitled to or are you receiving compensation for a service-connected disability? Have
you been unemplayed at any time daring the last 12 months?

If yes, dates of unemployment - From: / / To: / /

62-beiaekd 190098688100 iwod4 @3:8T1 t1682-98-NIL



21U YOU MECEIVE RICMPIUYMEat COMPUnSNIUN A8 WY PUITT DU YUUr BRCMUY M ;

! o
6. Have you been cunvictud of 2 f or releascd from prison for a conviction jn the past 12 months? 0 [x
Conviction Dete: [/ RelowscDate: /| g 0O
Wasthisa Federalor  State conviction? If State - County: State:
R o T A ot P A T R A e 0 E A A B
1EC (Native American): Are you of your spouse a member of a Native American Tribe? D ’W B

*Ifyou checked yes please provide a copy of your CDIB card.
CA Residents: Are you the child of foster parents? |1 Do ygu receive CalWarks? [ Workforce Investment Act?
Tﬁymlnmigant or furm wotker!  Have you ever been convictéd bf 8 misdemeanor?

SC Rosidents:  |_J Do you receive Fumily Independence Benefits?

PLEASE READ, SIGN, WM Edarmal wn above to be true and accurate 10 ike best ¢ knawledge, and 1
Under penullies of perjury, I ‘ fmy dge. herehy authorize any agency.

vrguniativnindivideals tu supply such verificution or infymation muy b:: nccoled ta detarmiina tax oredit oligigility so my emplayen ampleyer represontiivs
Associated Conyultants, Inc. dba Retrotax , or the Department of Labor. (

New Employee Signature: RWN! \ 07§, Date:_a| [ o (3 20|t

y employer solutions staffing group.

Leveraging Resources in-a Changing Market

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concermed 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
heaith 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

62,52 96kd 19L.985PET 0] iwod4 @@:8T PTB2-9B-NUL
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immediately after your doctor visit, before you leave the clinic if possible.

Obtain a Report of Workability from your physician at every appointment,
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with retumn 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 any new injuries or conditions that impact
your physical condition,

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

Report of Workability.

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

Signed: ¥ MuiTe) Wertn

Printed Name: , Joreg\REM B2
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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 g police report before we can
reissue 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
& new chack 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 ei 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 da molde):

— 2O\ Rha iy

Signature/Firma:
Ei&!ﬂi (g7 YT%?{*;,
Employee Keeps This Form

New Health Insurance Marketplace Coverage Form Approved

1210.0148

S O (axpiras 11-30-2013)
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Applicant Last Name _Ry#{¥¥2  _.-*  First “FOVFC. middle__L0a S
Social Security # __ D1 U2 g Date of Birth (for ID purposes only) __ & £1¢ /4 |
Drivers License Number and State of lssue ___E 114 3832, <A,

Present Addross_b7 2. Dy§ed by Pelt)
City/State/Zip__(Ve gty P A2y Lo 4.

Applicant Signature__Rneea¥ N Joty Date_ 19079ty
CALIFORNIA, MINNESOTA AND OKLAHOMA APPLICANTS ONLY:
Ell wish to receive a free copy of any Consumer Report and/or Investigative Consumer Report on me that is requested.

CSS Inc.
400 Laurel Oak Road, Snite 102, Voorhees, NJ 08043  Tel: 1-856-627-5600 Fax: 1-856-627-5699
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