7301 Ohms Lane Suite 405
Edina, MN 55439

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

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

LastName ' - . = FirstName - i Middle initial |
Street Address T Apt/Ste

City/State/Zip - ‘. o sl

Phone Number 4§ et o Emait Address . £y . @

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.

Are you legally authorized to work in the United States of America? BIYES [no

Applicant Certification and Authorization

I authonze 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, responsibilities, performance, compensation and eligibitity 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 limited to, investigations of criminal andfor conviction records, driving records and/or a drug screen lest 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 chieck

| certify that all statements made in my application are true and accurate and that | have not omitted any matenal 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 termination

If hured. | agree 10 abide by the policies and procedures of ESSG.

3 . : / / F i - / y
Name (Print or type) Applicant’s Signature Date

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

For ESSG Office Use Only
DOH NHW -9 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
{If applicable)
For ESSG Client Use
DOH | ROP Work Site Loc. WC Code
! 1 S N

1 SSG - Storeoom Solutions NY Rev 112013



Form W4 (2013)

Purpose, Comglete Form W-4 5o that vour
smployes can withbold the coreect fedaral ncome
tax from your pay, Consitder campleting a new Form
W4 cach year and when your parsonal or financial
wniation changes,

Exemption from withholding. If you are exempt,
complete anly nes 1,2, 3, 4, and 7 and sign the
form to validate t Your xemptlior: for 2013 cxpires
February 17, 2014, Sea Pub. 504, Tax Withholding
and Csumated Tax

Note,. It another purson can claim youasa
deprngent on his ar her tax retum, you cannot clam
exemuption irom witiholding # your income sxceads
$1.060 and includes more than $350 of unearnsd
necma (for example. nlerest and dmaends),

Basice instructions. ii yoii are not eReiMpt, complete
e Personal Allowances Worksheet telow. The
“OIKshets on page 2 turther adpe.t your
withholding allowances bas2d on nomzed
deductions, cortan craaits, adjustments to ncome,
or two-zamers/multiple jobs stuations

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

Head of household. Generally, you can claim head
of household filing status on your tax retarn only if
you are unmarmicd and pay more than 50% of the
costs of keeping up a home for yourself and your
dependent(s) or other qualifying individuals, See
Pub. 501, Exemptions, Standard Deduction, and
Fiting information, for information,

Tax credits, You can take projscied tax vradits into
account in figuring your allowable number of
withholding allowances. Credits for child or
dependent rare expenses and the chid tax credit
may be claimed using the Personal Allowances
Worksheet below. See Pub. 505 for information on
converting your other credits into withholding
allowances.

Nonwage income. If you have a large amount of
NONVIAQE INCoisw2, SUCh as interest or dividends,
«onsider making estmated tax payinents usieg Form
1040-ES. Estimated T'ax tor Individuals, Othervnse, you
may awe additional tax. If you have pension or anpuity

ncome, see Pub, 505 1o find out if you should awust
your withholding on Forny W~} or W-4P,

Two earners or multiple jobs. If you have a4
working spouse or more than one job, iigus& the
total number of allowances yuu are entitled 10 claun
on all jobs using worksheets from only one "orn:
V-4. Your withholding usually will be most accurate
when all allov:ances are clauned on the Form W 4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for details.

Nonresident afien. If you are a nanresident ahen,
see Notice 1392, Supplemental Fonn W-4
Instructions for Nosrosident Ahens, balore
completing this form.

Check your withholding. Aftes your Form W-4 tames,
eHect, use Pub. 505 to see how the amount you me
having withheld comparos to your projected total tax
for 2013, See Pub, 505. especially if your eamings
exceed $130,000 (Single) or $180,000 {Mamod).

Future developments. Information about anty futire
developments aftecting Form W-4 (sich ax
legislation enacted after we release 1t) will ba posted
at www.irs goviwd.

Personal Allowances Worksheet (Keep for your records.)
A Enter 1" for yourself if no one else can claim youasadependent . ., . .
* You are single and have only one job; or

B8 Enter “1" if:

® You are married. have only
* Your wages from a second job or your s
C  Enter “1” for your spouse. But, you may choose to enter

one job, and your spouse dues not work; or
pouse’s wages (or the total of both) are $1 .500 or less.
“-0-" if you are married and have either a working spouse or more

than one job, (Cntering “-0-* may help you avoid having too little tax withheld)) . . . c e e . N o
D Enter number of dependents {other than your spouse or yourself) you will claim on your tax return . . . e . D
E Eriter 17 if you will file as head of household on your lax return (see conditions under Head of household above} £ -
F Enter “1" if you have at least $1,900 of child or dependent care expenses for which youplantoclamacredt . ., . F ]
{Note. Do not include chila support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G Child Tax Credit {including additional chifd tax credit). See Pub. 972, Chiid Tax Credit, for more information.
* if your total income will be less than $65,000 {395,000 if married), enter “2" for each sligible child; then fess “1" if you
have three to six eligible children or less “2” if you have seven or more eligible children,
* If veur otalincome wil be between $65.000 and $84,000 (595,000 and $119,000 it married), enter “1" for each eigblechitd . . . G
H  Addtines A through G and enter total here, {Note. This rmay be different from the number of exemptions you claim on your tax retum.) » H

° if you plan to itemize or claim adjustments
and Adjustments Worksheet on page 2.

* il you are single and have more than

For accuracy,
complete al
worksheets
that apply.

to income and want to reduce your withholding. see the Deductions

one job or are married and you and your spouse both work and the combined
eamings from all jobs exceed $40.000 (310,000 if mamed), see the Two-Eamers/Muttiple Jobs Worksheet on page 7 1o
avoid having too ittle tax withheld.

* If neither of the above situations apphics, stop here and enter the number from line H on line 5 of Form W-4 below,

o W=

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

Keep the top part for your records. ------

Employee's Withholding Allowance Certificate

P Whether you are entitled io claim a certain ber of alt

OME No, 1545 172

OV TaY
7013

from withholding is

or
eceastizs o ot Ihg, Foonse 1y 4 . : M
e .'. Wi v Senen subject to review by the IRS. Your omployer may be required to send a copy of this form to the IRS,
1 Yoi {5t name id madeic mtial | Last name 2 Your social secunty number
. i i 25 \
LA - | : :
Hatie acar.s imamber and st or rural route) 3 D Singlc E Marned D Married, but withhola at igher Singk= rate,

Note. |i mamed. but Ingally srparatiat. of 5pous? ks a notegadent afin, chork (e Singla box.

Gity & ‘own. iate and ZIP code

5  Total number of allowances you are claiming (from line H above or ¢
Additional amount, if any, you want withheld fromeachpaycheck . . . . . | e,
7 1claim exemption from withholding for 2013. and | certify that | meet both of the foliowing conditions for exemption.
* Last year | had a right to a refund of all federal income tax withheld
* This year | expect a refund of all federal incorme tax withhe|

»

If you meet both conditions, write “Exempt”here. . . . | . | . . .

Under penalties of perjury, | declare that | have examined this certificate and, to thy

Employee's signature

. - r r? ?
{This fonn is not valid unless YOuU Sign it} » Z - 2

; -,
fioi i ®

e best of my knowled

4 if your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card, b |

rom the applicable worksheet on page 2)

5
6 [$

because | had no tax liability. and
Id because | expect to have no tax liability,

> [7

ge and belief. it is true. correct, and complete,

Date»

8 Emiployer's name and acdress {Employgt: Gomplete ines B and 10 only if sending to the IRS.)

9 Office code {ophonall

10 Employer identification ramher (EIN)

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

Cat. No. 102200

Forn W=4 0013



. New York State Department of Taxation and {inance

Employee’s Withholding Allowance Certificate

IT-2104

. 2013
Lo New York State « New York City - Yonkers
Fust name and nuddic inal Last name
A
Peuwzr;:m nome &dAaress (aumber god stemot or fuset ro- s
City village. or post ofiice Siste

Your socsal secunty tuumtier §

2 =
Smgle of Head of household U Marnad ]

]
—jMamcd, but withhold of igher single rate | |

Note: It mamed but ligally separates mack an Xin
the Stpie or Food of housslief box

Apartment numbes

7IP cade

Are you a resident of New York City? . . ..
1Are you a resident of Yonkers? ..

Yes D

. Yesu

} 2 Total number of allowances for New York City (from line 28)

Nqu
No{ i
i Complete the worksheet on page 3 before making any entries.

; 1 Total number of allowances you are claiming for New York State and Yonkers, if applicable (from line 17) .

1]

I 1

I} Use lines 3, 4, and 5 below to have additional withholding per pay period under special agreement with your employer.

3

I3 New York State amount .
14 New York City amount .
{5 Yonkers amount

=
oo | 8] J

| certify that | am entitled to the number of withholding allowances daimed on this certfficate.

P:mployea s Sgniaiure

{

Penalty - A*pen_alt‘y of 8500 may be _imposed for any false—éatement

from your wages. You may also be subject to criminal penalties.

Date

. 3
¢

£ 2 4
you make that decreases the amount of money you have withheld

Employee: detach this page and give it to your employer; keep a copy for your records.

Employers only: Mark an X in box A andfor box B to indicate why you are sending a copy of this form to New York State (see insir )

A Employee claimed more than 14 exemption allowances for NYS ..

8 Employee is a new hire or a rehire . .

Are dependent health insurance benefits available for this employee?

If Yes. enter the date the employee qualifies {mm-dd-yyyy) l

;' Employer's name and address Employs compiele i secion oty A YOU 8i¢ SOTAROG B Gopy of s 106m 10 the NS Tax Depantment »

B ( ] First date employee performed services for pay (mm-dd-yyyy) (see instr), |

al |

e

v Yes | J

—

No [_]'

'.Employet identification numbwer

i
E

Instructions

Changes effective for 2013

F'orm IT-2104 has been revised for lax yvear 2013. The worksheet on
page 3 used to cumpute your withholding aliowances and the charts
peginning on page 4 used to enler an addrtional doltar amount of
vithholding have been revised. If you previously filed a Form 1T-2104
and used the worksheet or charts, you should complete a new 2013
Form 17-2104 and give 1t 1o your employer.

Who should file this form

This certificate. Form IT-2104. is completed by an employee and given

to the employer to instruct the employer how much New York State {and
New York City and Yonkers) tax to withhold from the employee's pay. The
more altowances claimed, the lower the amount of lax withheld.

I you do not file F-orm 11-2104, your employer may use the same number
ot allowances you claimed on federal Form We4. Due to differences in
tax law this may resuit in the wrong amount of tax withheld for New York
State. New York City, and Yonkers. Complete +orm [1-2104 each year
and file it with your cmployer if the number of allowances you may claim

is different from federal Form W4 or has changed. Conunon teasons for

compieling a new +orm ['1-2104 each year mclude the following:

* You started a naw job,

= You are no longer a dependent.

+ Your individual circumstances may have changed (for exampie you
were marmed or have an additional child).

* You itemize your deductions on your personal income tax return.

* You claim aliowances for New York State credits

* You owed lax or received a large refund when you filed your personal
income tax return for the past year.

* Your wages have increased and you expecl 1o earn $102,900 or more
durning the tax year.

* ‘The lotal income of you and your Spouse has increased (o $102 900 or
more for the tax year,

* You have significantly more or less income from otlior sources o from
another job.

* You no longer qualify for exemption from withholding

* You have been advised by the Inlemal Revenue Service that you
are entitled to fewer allowances than claimed on your onginal federal
Form W-4, and the disallowed allowances were claimad on your onginat
Form IT-2104.



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

EMPLOY ER SECTION:
ESG FEIN#: FSG Client Name & State:

Hiring Ma'nager: ) Position:

IAA

Starting anéi b3

Specialists in Tax Credit Administration

EMPLOYEE SECTION:

Employee Name: Street Address:

NS#H:

' City/State:

T D;:?;of Birth: Xg*:—_‘- Have you worked for "l-f_yT-s. location:
5T, this company before?

] - ! . [ Yes ] No

J Zip

1

SER———

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

Tlave you or has anyone living with vou received Temporary Assistance to Needy Families (FANF )
at any time since August 5, 19972 (Il'yen. please provide information below, )

Nanie of the person receiving bencfits: Relationship to you:

City: County: State:

Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 1S5 months?
(I ves please provide iformation below )

Name of the person recciving benefits: Relationship to vou:

Oy County: State.

Have you received Supplemental Security Income (SSH) at any time within the past 3 months?
Please note. this is not the same s Social Sceurity benefit {SS) or Social Security Disability (SSDI) benelits,
*If vou checked ves please provide a copv of your 85I documentation.

Tlave you received any type of vocational rehabilitation services within the past two years?
iy es. plesse mdicate which type of agency you worked with and provide their fovation information below .

D Vocational Rehabilitation Agency Dept. of Veterans Affairs D Lmployment Network (ticket o Work Program)

Name of Ageney. Phone #/:
City: County: State:
I veu checked yos please provide a copy of vour active Individual Work Plan and Ticket to Work docimentation,

Are you a Veteran of the ULS. Military? */f yes, please provide a copv of vour DD-2i4 und letter of separation.
(I v ¢a. please provide mtormation helow I no please contmue to queshion #6 5

Dates of Service - From: (A To: !

Branch of Senvice:

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

ifave you been unemployed at any time during the last 12 months?

If yes. dates of unempluyment - From: ; To: /

Did you receive unemployment compensation at any point during yon’r'ynemploymcnt?

Yos

-

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

Conviction Date: __ Release Date: ;

Was thic g D Federal or D State vonviction? 1f State - County: Stale:

Additional Tax Credits

IEC (Native American): Are you ur vour spouse it member of a Native American Tribe?
Hf you checked yes please provid: o copy of your CDIR curd

€\ Residents: D Are you the child of foster parents? D Do you receive CalWorks? D Waorkforee Investment Act?
D Are you a migrant or seasonal farm worker? Have you ever been convicted of a misdemeanor?

SC Residents: D Do you receive Family Independence Henefits?

L0 00

PLEASE READ, SIGN, AND DATE:

Fondder penalties of perjry. I declare the information above to be true and ace arate to the best of my knowledye,
organizution. vr individuals to supply such verification or infirmation that may he necded to de

represemiative cdssociarcd Consiltanis, ne. dha Reirotax), or the Department of .ahor

und | herehy wnthorize anv ageney,
fermine tux credit eligibility to my employer, cmplover

New Emplovee Signature: / J i 2 / S ] __ Date: Wi



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 retum 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.

Nolify your employer immediately of any new injuries or conditions that impact
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 responsibilities and agree to abide by these guidelines.

Signed: I it
H ?

Printed Name: T iy

(387



LOST OR STOLEN PAYCHECKS

if a paycheck is lost (missing, misplaced, destroyed, lost in the mail, elc.), 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 S0, 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

Siun 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 al 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 robe 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 «f
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/SF ACUERDA—

Name/Nombre (con letra de molde):

Signature/Firma: T




DISCLOSURE AND CONSENT CONCERNING CONSUMER AND
INVESTIGATIVE CONSUMER REPORTS

This forni. which you should read carclully, has been provided to you because UM may request Consumer Reports andéor Investigative Consumer
Reports from 4 consumier reporting agency. {he Company will use any such reportts) solely tor emplovment-related purpases. Consumer Reports or
Tinestigatine Consumer Reports will be obtuined from €SS Lot Ine CCSS Test™) lucated at 400 1 aurel Oak Road, Suite 12, Voorhees NI 08043,
They can be contacted at 856-627-5600 inder the provisions of the Fair Credil Reporting Act. 15 1ISC, Scetion 1681 ot seq.. the Americans with
1isahihtics Act. the Drivers Privacy Protection Act and all other applicable fedural. state. and local taws. | hereby authorize and permit CSS Fost
e te oblain » consumer report andior an iinvestigative consumer report which 1y include the tollowing: Reports may contain information buariny:
on vour character. eeneral icputation, personul characteristics. mode of fiving und credit standing. ‘The 1y pes ol inlonmation that may be obraned
inchude bul are not hinited to eredit reports. <ocial security number, crimmal reeords cheeks, public court records cheek-. mcluding civil. driving
records edocational yecords, verification of cmployiment positions held. workers compensation records, personal and professional rekerences.
licensing. certification. cte. The infommation contained in fhiese reports iy be ohtained by USS Test from private or public record sources including
sutirees identificd by you in your joh application or through inlervicw s or correspondence with Your past or present eaworkers, ncighbors, fricnils,
Amsaciates, aniont or tormer emplovers, educstions) institulions or other acquamtances.

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

California residents. mader seetion 17%6.22 af the California Civil Code, Yous may view the file maintamed on you by (S8 during normsl business
hows. You may also oblain a copy of this file upon submitting proper identification and paying the costs of duplication services, by appearing ut
CSS i purson or by il You may also reccive a summuary of the file by lelephone.  The agency is required to have personnel available to explain
vorr filv 1o vou and the agency inust expiain 1o you any coded fiformation appearing in vour file, If Yo appear in person. a person of your chuiee
max aceompany vou. provided that this person furnishes proper identification.

Maine: You have the right. upon request. o be informed of whether an investigative consumer report was requested. ond it one was requested. the
name and address of the consumer reporting agency furnishing the report, You may request and receive from the Companvy. within five business day~
ol our receipl of your request. the naine, address and telephone nuimber of the nearest unit designated to handle inguiries for the consumer teporling
ARENCY Issting an s cstigative consamer report concemmg You. You alse have the right. under Maine . 1o reytest and promptly recerve from al)
such wgencies copies of any such reports.

New York: You have the risht, upon written request. to be informed ol whether o ot o consumer Fepert was gequested. 1 g consumer report i
requestad. you will be provided with the name and address of the consumer reporting ageney Tumishing the report. You may inspeet and receive
copy ol the repart by contacting that ageney.

Washington State: It we request an investigutive consumer report. you have the right. upon written request made within a reasonable pertod of time.
to reeerve Irom us w complete and accorate disclosure of the nature and scope of the investigation, You have the right (o request from e consmcr
reporting aeeney @ sunmary of your rights and remedics under sate law,
CONSENT

P have carclully read and understand this Disclosure and Consent Tomm and, by my wgnatuie below. consent 1o the refease of comsumer andion investigative consimer
feporis. as dehined above, to the Company m conjunction with my appliviion for employment | fwther undeestand that any and il mormation contamed 0 e job
apphication o stherwise diselosed 1© the Campany by e before dusing or alicr wy emplovment, i any ey he utilized lor the purposs of obtamine the consumes
feports or mwestieative consumer reponts requested by the Cumpany 1 understand that il the Company hires me, it may request a consumer report andfor an
mvestizative consumur 1eport about me, as defined above, for employment-related purpuses during the course of my employment, | understand that my consent will

apphy throushout iy employineat to the eatent permutted by low, unless | wevoke or cancel my consent by sending a signed letter or statement 16 the € ‘wmpany at any
tme Tl Dasclosuie and Consent toim, in oriemal faxed photecopied or clectrome fonm. will be valid 1o any feports that may be requesicd by the Compuny



Apphicant Last Name bt ___Middle o

_Dare of Birth (for 11 parposcs only)

ol R A

Social Sceurity # N Tk 4 S

Drivers License Number and State of Tssue

Present Address AE BN, N Y, 3 N By S —
City/State/ Zip ik
Applicant Signaturc_j eSO Dawe

CALIFORNIA, MINNESOTA AND OKLLAHOMA APPLICANTS ONLY:

E 1 wish to receive a fice o py of any Consumer Report and/or Investisarive Consuner Report on me that is requested.

CSS Inc.

00 Laarcl Oak Rond. Suite 102, Voorbiees, NJ 08043 Lel: 1-8356-627-5600 1ux: 1-856-627-5a94
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Dircct Deposit/Payroll Debit Card Authorization

Lmployees huve the option of reeciving wages by Direct Depasit andior Pavroll Debit Card.
11’ you do nol provide a written election, wages will be paid by Payroll Debit Card.
BASICINEORMATION

SECHON
lmployee Name

SN (last 4 dipats)

| Payroll Debit Card (Ilcase complete Scctions 4 and 3 helow)
SECLION 3 DIRECT DEPOSEL
{1 Tipdaie Bank Account

13anh Nun.

I understand and acknowledge that if I do not provide »

voided check with this direct deposit form, [ am
responsible for any defays in payrofl or extra costs

Routing incurred if the account number that I provide is incorrect.

AceuumntsE 3 “ .

F
Initial i Date

Y

: Account Type: = € heeking {3 savines [T« sther

= lohelp us avorl makane an error. please attach a copy of a voided check (a deposit slip will not work)
11 vou change banks. do mot close vour old bank account until vour direet deposit has started af the new bunk. which mayv take 2 pav periods.

CLION 4 PAYROLI DERLT [ECASHICARD)

! Federal Taw requires all linancial mstinutions o obtain, verify, and record information that identifies cach person who opens an account. In vrder to
request o Favroll Debit Card for you. we must provide all of the following information that will cnable the financial insitution 10 weatify vou, 11
your do not submit a Direet DepositvPaysoll Dehit Card Authorization. ESSG will provide the necessary information and issoe vou a Paxrall Debat
Card 1o pay your wages. For your protection. the linancial instintion may ask you to provide them additional identification information o they can
veriy vour identity.

Lxcept Tor the routing and account nmmber. $S3G does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first pavday, you will receive your new Payroll Debit Card. and 2 packet containing ail of the terms and conditions. You will
then sign acknowledzing that you reeeived the Payroll Debit Card and packet. Your Pavroll Debit Card will be reloaded on cach payday you receive !
wages. |

CARIHIOEDER INFORMA FION (as you want your Payroll Debit Card to he issued)

Pirst Name M.t 1 Last Name 1 Date or Binth
i Strect Address (1 mov 8ot wopri e o R T T sodial Security
it iy { State i Zap I Cell Phone gmobnler
- B i N i SR SRS e
GET TEXT ALERTS, when vour paveheck is deposited on vour card! [OYes. <ign me up. for text alerts
Al we need to know your cell phone service provider and mobile number above! My mobile service provider is:

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Cand Routing # Pavroll Debit Card Account

122242597 - . T g
{Hhine recaived my Payroll Debit Card. welcome brochure propram [ees. program terms, conditions. and disclosures. By actn, atmp my Pavioll Debit Cand,
i am avrecng to the prosram terms. conditions. and disclosures that are included or made available 1o me from sime to time from the linancial mstitniion |
suthorize the financial instiution to debit my Pavroll Debst Card account Lo the tees duscribed in the fee schedule that is part of the Program tenms,
conndstiots ind disclosures

Lmplovee’s Signature: o _ Date:
CSECEION S AUTHORIZATION

i authurize FSSG o direcddy deposit my periodic wa,

sicompeygsation paymeats. net of required @ withholdings. other reguired withholdings
or anthorized deductions. o my account(s) as designated above and to initiate. if neeessary., debit entries and adjustmentsior any credst entnes
mady in error o my account(s), * E-mail is required for pay stub information.

*FE-mail: - P @ :

this intormation will only be wsed to send your paystubs dectromeally

2 Aoy

Emplovee's Signature: AT i pAem Date:
7



STATEMENT OF CONFIDENTIALITY

This agreement made this___ dayof _, .. , 201_ |, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and __ el = ' 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.

{

/ ! :
Employee Signature

Empfo?t;r Solutions Stafﬁng Group LLC, F Representative



o 3850 Pre-Screening Notice and Certification Request for

(Rev. January 2012) the Work Oppoftunity Credit OMB No_ 15451500
ﬁ?ﬂ%ﬁi%&‘\fgw :f::my P See separate instructions.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Your name : . Social security number B

Street address whets vou live

City or town, state, and ZIP code 4

A -

County : Telephone number

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

£

1 {) Check hera if vou raceived a conditional certification from the slate workforee agency (SWA) or a participating local agency
for the work opportumity credit.

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

* |l 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.

* lam a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits {food
stamps) tor at least a 3-month period during the past 15 months.

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

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

< During the past year, | was convicted of a felony or released from prison tor a felony.

* | received supplemental security income (SS1) benefits for any month ending during the past 60 days.

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

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

5§ [7] Check here if you are a veteran entitled to compensation for a service-connected disability and yvou werc unemployed for a
period or periods {otaling at least 6 months during the past year.

8 | i Check hare if you are a member of a family that:
* Received TANF payments for at least the past 18 months, or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 vears, or
¢ Stopped baing eligible for TANF paymentis during the past 2 years because federal or state law fimited the maximum time
those payments could be made.

Signature--All Applicants Must Sign

indes penalties of penury,  declare that | gave the above information 1o the employer on or bafors the day | was offered a job, and it i=. 10 the bost of my hnowledae, e,
Correlt, fng comolete,

Job applicant's signature » / ;! Frn e ) Date

e

For Privacy Act and Paperworlyﬁeducti’on Act Notice, see page 2. Cat. No. 228511 Tomi 8850 (Rev. 1-2017)




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

DISCLOSURE REGARDING BACKGROUND INVESTIGATIO

Employer Solutions Staffing Group L1.C (ESSG) may obtain information about you for employment purposes from a third party consurner reporting
agency. Thus, you may be the subject of a “consumer report” and/or an “investigative consumer report” that may include information about youir
character, general reputation, personal chaiactenstics, and/or mode of living, and that can involve personal interviews with sources, such as your
neighbors, friends, or awsoriates, These reports may contain information regarding your credit history, ciiminal history, social security numbier
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 substantially related to the duties and responsibilities of the position for which you are
applying. You have the right, upen written request made within a reasonable time, to request whether a consumer report has been requested and
vompiled ahout you, and disclosure of ihe nature and scope of any investigative consumer report and to request a copy of your report. Please he
advised that the nature and scope of the most common foim of investigative consumer report obtained with regard to applicants for employment
1s an investigation into your education and/or employment history conducted by Orange Tree tmployment Screening, 7275 Oluns Lane,
Minneapolis, MN 55439, Tel.: 800 886-4777 or 952 941-9040. Fax: 800-886-0774 or 952-941-9041. ORANGE TREL EMPLOYMENT SCRFENING’s
website 15 at » or another outside organization. The scope of this notice and autharization is all-encompassing,
howeve, allowing £SSG to obtan from any nutside orgarization all manner of consumer repurts 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 exercise your
right to request disclosure of the nature and scape of any investigative consumer report.

‘ Now Yark and Maino applicants or employaes only: You have the right 10 inspect and recoive a topy of any investigative consumer report reque-ted by £$5G by
contacting the consumer regorting agency identsfied abave directly. You may also rontact £55G io request the name, address and telephone number of the

! nearest urut of the coms et ceportmg agendy designated to handle inquirtes, which ESSG shall provide within 5 days

g New York applicants ar employeas anly: Upan request, you will be informed whether or not a consumer report was ve_quostn'd by ESSG. and f such ¢ port was
i requestad, mformed of the name and address of the consumer reporting agency that furnished the report. 8y signing below. you also acknowledie receipt of

t Article 23-A of the New Yark Correction aw

|

i

H

i

i

|

b

:

I

Oregon applicants or employgos only: Infoimation describing your nghts under federal and Oregon law reparding consume ientity theft protection, the storage
and dispusal of your credit mfosmation, and remedies avattable should you suspect or find that ESSG has not maintained secured recosds is avatable to you upon

Tequest.
Washington State appii or employees only: You also have the right to request from the cansumer reporting agency a written summary of your rights and
i remedics under the Washington Fais Credit Reporting Act
bz =

ACKNOWLLDGMENT AND AUTHORIZATION

! acknowledge receipt of the DISCIOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THF FAIR CREDIT
RIPORTING ACT and certify that | have read and undurstand both of these documents. | hereby authorize the ohtaining of “consumer reports”
and/or “investigative consumer reports” by ESSG at any time after receipt of this authorization and throughout my emplayment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution, school or
university (public or private), infarmation service bureau, company, or insurance company 1o furnish any and all background information requesiad
by Orange Tree Fmployment Sceening, 7275 Ohins Lane, Minneapolis, MN 55439, Tel.: 800-886 47/7 or 952 941 904U, (IRANGF IRFY
EMPI QYMENT SCREENING's website 1s at- » another gutside organization acting on behalf of the company, and/or
the company itself. | agree that a facsimlle (“fax*), electronic or photographic copy of this Authorization shall be as valid a5 the original.

New York applicants or employaes only: 8y signing belows, you: alsa acknowledge receipt of Article 23-A of the New York Correction Law.

A

and Okiah pph or employaos only: Please check this box If you would like to recelve a copy of a consumer report if one is nbtained by ESSt:

U st include vl addros. i )

?

Sgnature: s, o rRe. Datee .~

[ BAEKGROUND INFORMATION

fast Name: - . first: 4 Middle: /
Other Names/Alias: 35 00
Soctal Security #%: . : =5k Date of Birth (mm/dd/yyyy)*:
Driver's License #: "__- e State of Driver’s License: - 7 3 o
. 2y

Present Address: = by Telephone # (Primary): ., i
rwy/State/fip N AR O A S

*This snformation will be used for hackaround screening purposes only and will ot be used o« huring criteria,



EMERGENCY CONTACT INFORMATION

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

Employee Name: ot i

Address: - o g et i Fo s gt

HHome Phone: iag ol o

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency

i1 Phone:
Contact #1 ome Fhone
Name: ] : Cell Phone:
Relationship: L Work Phone:

Home Phone:
Contact #2
Name: Cell Phone:
Relationship: 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.




EMERGENCY CONTACT INFORMATION

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

Employee Name: ot {o,

Address: : e : 5 gt i

Home Phone:

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency

tiome Phone:
Contact #1
Name: - ; Cell Phone:
Relationship: Lo Work Phone:
Home Phone:
Contact #2
Name: Ccll Phone:
Relationship: 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.




Employment Eligibility Verification USCIS

. ) Form 1-9
Department of Homeland Sccurity OMI No. 1615-0047

U.S. Citicenship and Immigration Services 'xpites 03312016

T L T T ey

» START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which

document(s) they will accept from an employee The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

than the first day of employment, but not before accepling a job offer.)
Last Name (Family Name)

First Name (Given Name) Middle Initial | Other Names Used (if any)

i
7 3 { . i
Address {Street Number and Name) Apt. Number | City or Town

State Zip Code

£

Date of Birth 'nm/ddAyyy) |U S Social Secunty Number | E-mail Address

ok I I Telephone Number
e ] -ttt

i o

[

T

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

I attest, under penalty of perjury, thati am (check one of the following):
[~ A citizen of the United States

D A noncitizen national of the United States (See mstructions)

[ | Alawiful permanent resident (Alien Registration Number/JUSCIS Number):

[_] An alien authorized to work until (expiration date, if applicable, mm/ddlyyyy)

.. Soma aliens may wnte “N/A" in this field.
{Sec instructions)

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number-
1. Alien Registration Number/USCIS Number: - )

3-D Barcode
OR Do Not Write in This Space
2. Form |-94 Admission Number.

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

S—
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 f Date (mmvddyyyy).

t'reparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person _olher than the
employee.)

1 attest, under penalty of perjury, that | have assisted in the compietion of this form and that to the best of my knowledge the
information is true and correct. :

Signature of Preparer or Translator:

o ._] Date (mm/dd/yyyy)

Last Name (Family Name}

First Nén\g {Given Name)

-Ad&fessTSiree_t Number and Name)_ o - -]'City or Town ' T‘S«tate Zip Code

@ Employer Completes Next Page @

Form -9 03:08°13 N



rmpioyer Completes s Page

[ Issuing authonly. document number, and expiration date, if any }

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

Section 2. Employer or Authorized Representative Review and Verification

{Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee’s first day of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as Iisted on
the "Lists of Acceptable Documents™ on the next page of this form. For each document you review, record the following information: document title.

List A OR ListB AND ListC
Identity and Employment Authorization identity Employment Authorization
Document Tille ument Tille Doc Title. '
» Suec License  S>Cacd

Issuing Authority’ Issuing, Aythority: Issuigg Authority.
Document Number: Dngi l{tNumber: e m:b—eOF HCO\J\%\
190 Ak 420 EHA"10 -45X

Expiration Date (if any)(mm/éddsyyyy): Expnraﬁo%te (if any)(mm/ddtyyyy): Expiration Date {if any)imm/ddiyyyy).

Document Title
lissuing Authority

Document Number:

Expiration Date (if anyiimm/dd’yyyy):

3-D Barcode

Document Titie: i Do Not Write in This Space

Issuing Authority:

Document Number o l

Expiration Date (if any)(mm/ddfyyyy).

i

Certification
| attest, under penaity of perjury, that (1) | have examined the document(s) presented by the above-named employee, {2) the

above-listed document(s) appear to be genuine and to relate to the employee named, and {3) to the best of my knowledge the
employee is authorized to work in the United States.

Signature pf Employer or A%pfésentauvé - I'Date (m;h?d&/;tyyy) ]T_iﬂe of Em;?loye? ;rmAuthonzed Representative
LY
e - 2401 | Qee SVae

th_Name (Famity Name) First Name (Given Name) Employer’s Business or (-)rgi!qaalion Name ]
. EMPLOYER SOLL TIONS STAFFING GROUP LI
ol _\inne o, FHPLOVE TONSSIARING ¢
Employer’s Business or Organization Address {Street Number and Name) | City or Town State Zip Code
7301 OHNMS LANE  SUITE 405 EDINA MM 55439

Section 3. Reverification and Rehires (To be compleled and signed by employer or authorized representative. )
A. New Name (if applicable) Last Name (Famijy Name) First Name (Given Name) Middle Inmtial | B. Date of Rehire (if applicabie) (mm/ddlyyyy).

[c. i employee’s previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establ!sh_cs current employment authorizaugn tn the space provided below.

Document Title, Document Number: lExpiraticn Date {r't; an;;)(tur;m/dd/yyyy)

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

Signature of Employer or Authorized Representative: Date (mm/ddiyyy) Print Name of Employer or Authorized Representative:

form -9 030813 N



YORK STATE %

}.. 2 m?;'.%
“ et DRIVER LICENSE
g . ID:720688480 CLASS D

g%é‘

! ANZALONE.JOSEPH.P
PO BOX 55
WELLSBRIDGE NY 13869
1 DOB: 05-17-80

., SEX M EYES: BR HY: s.08

I. NONE
i NONE
ISSUED. 05-1&00_,.:. E R P L I

05 6=70=4568

THIS NUMBER HAS BEGN ESTABLIBHED FOR

JUS&PH PMAL ANZ ALUNE

:;1i kﬁqaku C&nga ;fﬁ

SIGNATURE




