From:CDO Workforce 16073346540 02/18/2014 16:43 #511 P.001/017

To: \(a\e_ (\2';\10,0

7301 Ohms Lane Suite 405

employer solutions staffing group. Edina, MN 55439

Leveraging Resources in a Changing Market Tel: 952.835.1288 » Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

7}

Last Name /L/nlff/k/’ First Name C"Q“T/ Middle Initial _/M)
Street Address /|  /Mect S+ Apt/Ste '

City/StateiZip_ Mew iSeviin _, N Y (24}
Phone Number __3 |- (Y R§-0C0( 2 Emall Address __ (kg )\ |71 @ Hotma [ conn
Staffing Agency/Recrultment Partner

Are you legaily authorized to work in the United States of America? )Z'YES aNo

Appiicant Certification and Authorization

i 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 appilcation,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

i understand that a comprehensive background check may be conducted to determine my eligibliity for hire by certain clients of ESSG.

This may include but is not limited 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 policles.

| release ESSG and other persons or entities from any claims that might be 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 termination,

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

Chsey 4o /a/?/~ Cé«{@é:gu

Name (Print or type) Applicant’s Sigriatlre

07//3_//&/ |

Date’

A copy or facsimlle ("fax") will be considered the same as an originai signature. Emall will ONLY be used for employment correspondence

For ESSG Office Use Only
OO | NHW 9 8850 ws
Emergency Contact Info | Background Release Form Background Results Unemployment Lstter ESC Application
(It applicable)
For ESSG Client Use
DOH ROP Work Site Loc, WC Codo

ESSG - Storeroom Solutions NY Rev. 1172013
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02/18/2014 16:44

Form W-4 (2013)

Purpose. Completa Form W-4 so that your
emplayer can withhold the comrect fedaral income
tax from your pay, Consider complsting a new Form
W-4 ancl:rar and when your personal ar financlal
sltuatton changes.

Exemption from withholding. if you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the
form to validate It. Your axemption for 2013 explres
Fabruary 17, 2014, Ses Pub. 505, Tax Withholding
and Estimated Tax,

Notwe. If ancther psraon can clalm you as a
dependent on his or her tax return, you cannot claim
exemption from withholding if your Income exceeds
$1,n00 and Includes more than $350 of uneamad
Income (for example, interest and dividends).

Basle Ingtructions, {f you ars not exempt, complets
the Personal Allowances Worksheet balow. The
worksheets an page 2 further adjust your
withholding allowances based on itemized
deductlons, certain credits, adjustmenta to Income,
or two-aamers/multiple Iobs situations,

Complete all worksheets that apply. Howsver, you
may claim fewer (or zero) alfowances. For regular
wages, withhoiding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of housshold, Generally, you can claim head
of househald filing status on your tax ratum only It
you are unmarried and pay more than 50% of the
costs of keeping up a home for yoursalf and your
dependant(s) or other quallfying Individuals. See
Pub. 501, Exemptions, Standard Deduction, and
Filing Information, far information. .

Tax credits, You can teke projacted tex credits inta
acoeount in figuring your allowable number of
withholding aflowances, Credits for child or
dependent care expenses and the child tax cradit
may ba claimed y m Ihe Personal Allowancea
Workshest below. See Pub, 505 for Information on
converting your othercredlla Inta withholding
allowances.

Nonwage income. i you have a large amount of
nonwags incoms, such as Interest or dividends,
consider making eslimnted tax payments using Form
1040-ES, Estbnntad Tax for Individuals, Otherwiss, you
may owe additionaj tax, if you have pensian ar annuity

Income, see Pub, 505 to find out lfyou should adjust
your withholding on Form W-4 or W-4|

Two eamers or multiple jobs, If you have a
working spouse or mora than one Job, figure the
total number of allowances you are entitled to claim
on all jobs using worksheets fram only one Form
W-4, Your withholding usually will be most accurate
when afl allowances are claimed on the Form W-4
for the highest paying job and zero aflowances are
claimed on the others, See Pub. 506 for detalls.

Nonrasident allen. If you are a nonresident afien,
sae Notice 1392, Supplemental Form W-4
Instructlons for Nonresident Allens, before
complsting this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withhold wanpares lu yuur projauled loled b
for 2013. Sea Pub, 505, especially if your eamings
excesd $130,000 (slngle) or $180,000 (Married).
Future developments. Information about any future
developments affecting Form W-4 (such as
legisiation enacted after we release it) will be posted
at www.lrs.gov/w4

Personal Allowances Worksheet (Keep for your records.)

A Enter “1" for yourself if no one else can claim you asadependent . . . .
* You are single and have only ane job; or

B  Enter“1"if: [ * You are married, have only one job, and your spouse does not work; or ] .
* Your wages from a second Job or your spouse's wages (or the total of both) are $1,500 or less.

C  Enter “1" for your spouse. But, you may choose to enter “-0-" if you are married and have elther a working spouse or more.
than one job. (Entering “-0-" may help you avold having too litte tax withheld.) .

n"mo

Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . .
Enter “1” if you wiii file as head of household on your tax retum (see conditions under Head of household above)
Enter *1"If you have at least $1,900 of child or dependent care expenses for which you plan to claima credit . .

mTmago

{Note. Do not include child support payments. See Pub. 603, Child and Dependent Care Expenses, for dstails.)
G  Chliid Tax Credit (Including additional child tax credit). See Pub. 872, Chlld Tax Credit, for more information.
= If your total Income will be less than $65,000 ($85,000 ff married), enter “2" for each eligible chiid; then less "1" If you
have three to six ellgible children or less "2 if you have seven or more eliglble chlldren.
* If your total income will be between $65,000 end $84,000 (395,000 and $119,000 If married), enter “1” for each eligiblechlid . . . G
H  Addlines A through G and enter total here. {Note. This may be diffsrent from the number of exemptions you ciaim on your tax retum,) > H

For accuracy,
complete al
worksheets

that apply.

* If you plan to temize or claim adjustments to Income and want ta reduce your withholding, see the Deductions

and Adjustments Worksheast on pags 2.
* If you are single and have more than one job or are married and you and your spouse both work and tha combined
earnings from all Jobs excead $40,000 ($10,000 if married), see the Two-Eamers/Multiple Jobs Workshest on page 2 to
avold having tao [ittle tax withheld.

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

Form W'4

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 entitied to claim a certain number of allowances or exemption from withholding Is

OMB No. 1645-0074

2013

Depmnm Ty subject to revisw by the IRS. Your employer may be required to send a copy of this form o the IRS,
|-~ Your first name and middle Trital Last name - 2  Your soclal security number
L.,asa/ 44| Enighi— A5l b1- LIV
Tiome docress fnumber and street or rural routs 7 single ] Mared ] Marrted, but withhold at higher Single rate.
iV S Note. If maied, but legally separatod, or spouse ls & nonresident alien, check the *Single® bax.
or town, , 8n code

New A

criam //U‘/ /_g(///

it you meet both conditions, write “Exempt"here. . . . . , . . .

4 [t your last name differs from that shown on your aocial aacurity card,
check here. You must call 1-800-772-1213 for & replacement card. B O
5§  Total number of allowances you are claiming (from line H above or from the appllcable workshest on page 2) -] i
Additionat amount, if any, you want withheid from each paycheck . . .
7 | claim exemption from withholding for 2013, and | certify that | meet both of the followlng conditlons for exemp‘ﬂon.
» Last year | had a right to a refund of all federal incoms tax withheld because | had no tax llabiiity, and
* This year | expect a refund of all federal Income tax withheld because | expact to have no tax llabli

. . s$

Under penalties of perjury, | declare that | have exnmy:qd this certificate and, to the best of my knowledge and bellef, it is true, carrect, and complete,

Employee's signature
(This form Is not valld uniess you sign it.) »

ver _2 /16 /12

(e %(%

8 Employer's name and address (Employer: Complste Ilne{E }#d 10 only If sendjng 10 the IRS.)

9 Offica code (optional) ] 10 Employer {dentification number (EIN)

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

Cat, No, 10220Q

Form W-4 (2013

#511 P.002/017
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New York State Department of Taxation and Finance

Employee’s Withholding Allowance Certificate

= New York State « New York City * Yonkers

02/18/2014 16:45

#511 P.003/017

IT-2104

New Lev Livh /3Y//

First n and middle Init - Last name Your sacial security number
C. s - W€}l 4 K8l ~ b1~ 6787
Permanent home dqdress {numberaﬁr or rurel routs) Apartment number Single or Head of housshold * Manied E]
est ST - Marriod, but withhold at higher single rate
City, village, or post office Stal Z|P coda

Note: [f married but legally separated, mark an X in
tha Single or Head of household bax,

Are you a resident of New York City?
Are you a resident of Yonkers? .....................
Complete the workshaeet on page 3 before making any entries.

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

3 New York State amount .
4 New York City amount .........ccoeevmicenreerenceioecirecseane

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

Use lInes 3, 4, and & below to have additional withholding per pay perlod under speclal agreement with your empioyer.

5 YONKOTS @MOUNL .......cccvevieiericriererenrnereesesiesssneesrinsiseasseesisissassosasssensasseses reteteabernertrestesaneeaneveares

| certify that | am entitled to the number of withholding aillowances claimed on this certificate.

———Y e )

Date

2/8 /Y

Penalty — A penalty d£$500 maybe Imposed for any false statement you make that decreases the amount of fioney you have withheld

from your wages. You may aisd’be subject to criminal penalities.

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

Empioyers only: Mark an X in box A and/or box B to indicate why you are sending a copy of this form to New York State (see instr,):

all]

A Employee ¢laimed more than 14 exemption aliowances for NYS

B Employee is a new hire or a rehire... B D First date employes performed services for pay (mm-dd-yyyy) (see instr.); I |

Are dependent health insurance benefits available for this employee?

If Yos, enter the date the empioyee quaiifies (mm-dd-yyyy). | |

NoD

Employer's name and addrass (Employer: complate this saction only # you ars sending 8 copy of this form fo the NYS Tax Depariment.)

Employer identification number

Instructions

Changes effective for 2013

Farm [T-2104 has been revised for tax year 2013. The worksheet on
page 3 used fo compute your withhoiding allowances and the charts
beginning on page 4 used to enter an additional dollar amount of
withholding have been revised. if you praviously fited a Form IT-2104
and used the worksheet or charts, you should complele a new 2013
Form IT-2104 and glve It to your employer.

Who should file this form

This certificate, Form iT-2104, is completed by an employee and given

to the empioyer ta Instruct the emplayer how much New York State (and
New York City and Yonkers) tax to withhold from the employee’s pay. The
more allowances claimed, the lower the amount of tax withheid.

If you do not file Form IT-2104, your employer may use the same number
of allowances you claimed on federal Form W-4. Due to differences in
tax law, this may resuft in the wrong amount of tax withheld for New York
State, New York City, and Yonkers. Complete Form (T-2104 each year
and file it with your employer if the number of allowances you may claim

Is different from federal Form W4 or has changed. Common reasons for

completing a new Form [T-2104 each year Include the following:

* You started a new job.

= You are no longer a dependent.

« Your individual circumstances may have changed (for example, you
were married ar have an additional child).

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

* You claim sliowances for New York State credits.

+ You owed tax or recelved a large refund when you filed your personal
income tax retumn for the past year.

= Your wages have Increased and you expect to eam $102,800 or more
during the tax year.

* The total Income of you and your spouse has increased to $102,800 or
more for the tax year.

* You have significantly more or less Income from other sources or from
another job.

= You no longer qualify for exemption from withholding.

» You have been advised by the intemal Revenue Service that you
are entitied to fewer allowances than claimed on your original federal
Form W4, and the disaliowed allowances were claimed on your original
Form [T-2104.
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Employment Eligibility Verification USCIS
: Form I-9
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

P START HERE. Road instructions carefully before completing this form. The Instructions must be available during completion of this form.

ANTI-DISCRIMINATION NOTICE: It is iliegai to discriminate agalnst 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

expnrahon date may also constitute illegal discrimination.

Last Name (Fa IyName) - - Fl Name(leen Name) ] ' Mlddle Initial { Other Names Used {ilany) \
nghi—  Chsey |
Address (ShaatNur’n/bsrand Name) Ap{Number City or Town . State. ~ |Zip Cade
) st S New Gevlinm | MY | 1341/
Date of Birth ( m/ddyyyy) |U.S. Social Sacurity Number | E-mail Address .. Telephone Number
s8  |esidHee784 Chknis)y /- /7 (ot led. BiTyBi-colk

| an{ 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.

1 attest, under penalty of perjury, that | am (check one of the following):
A citizen of the United States
A noncitizen national of the United States (See instructions)
] A lawful permanent resident (Allen Reglstration Number/USCIS Number):
] An allen authorized to work untll (expiration date, if applicable, mm/ddAyyy) . Some allens may write "N/A" in this field.

(See instructions)
For allens authonzad to work, provide your Alfen 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 1-94 Admission Number:

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

Foreign Passport Number:

Country of Issuance:
Some aiiens may write "N/A" on the Foreign Passpml Nuinber and Country of lssuance fields. (See instructions)

Signature of Employes: Q_ 4.97;7%7// Date (mm/ddiyyyy): J/;ﬁ // s/

pe 5 i Jees i = e - = J: %
| attest, under penaity of perjury, that | have assisted in the completion of this form and that to the best of my knowledge the
Information Is true and correct.

Slgnature of Preparer or Translator: Date (mmAddiyyyy):
Last Name (Family Nams) First Name (Given Name)
Address (Street Number and Name) Clty or Town State Zip Code

Form 19 03/08/13 N
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Employee Last Name, First Name and Middle Initlal from Section 1:

ListA OR ListB AND ListC
Identity and Employment Authorization Empioyment Authorization

Document Title: Document Title:

Issuing Authority: Issuing Authority:

Document Number: Document Number:

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

Document Title:

Issuing Authority:

Document Number:

Explration Date (If any){mm/dd/yyyy):
3-D Barcode
Do Not Write in This Space

Document Title:

{ssuing Authority:

Document Number:

Expiration Date (if any)(mmAiddiyyyy):

Certification

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

The employee's first day of employment (mm/dd/yyyy): (See instructions for exemptions.)
Signature of Employer or Authorized Representative Date (mm/Addyyyy) Title of Employer or Authorized Representative
t ast Name (Famlly Name) First Name (Given Name) Employer’'s Businass or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Strest Number and Name} | Clty or Town State Zip Code
7301 OBMS LANE SUITE 405 EDINA MN 55439

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

Document Title: Dacument Number: Explration Date (if any){mm/ddfyyyy):

| 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 Indlvidual.

Signature of Employer or Authorized Representative: Date (mmAddyyyy): Print Name of Employer or Authorized Representative:

Form1-9 03/08/13 N



From:CDO Workforce 16073346540 02/18/2014 16:49 #511 P.007/017

EMERGENCY CONTACT INFORMATION

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

7 -
Employee Name: Cw'e‘r/ /{M LS L7
Address: // MZS/‘ S)L /\J'C L/ 65)’[ ’./‘/ /\;/y (2Y//

Home Phone: 3’5“' 5/99'0@/ N

Contact #1 Home Phone:

Name: [LOUVHNef frnzo Cell Phone: (o0 7- 2R &~ 5F37
Relationship: (& | ¥ [Hriend Work Phore:

Contact #2 . Home Phone: B1S™- ({73 -  0(3_’ s”
Name: Ve Lanic Avallone Cell Phone: 315~ (75 - 1S5S
Relationship: [V\othe v Work Phone:  3(5~ 1 172 - €88Y

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.
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employer solutions staffing group.

Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Dlrect Deposxt and/or Payroll Debit Card.
If you do not provide a written election, wag oll Debit Card.
SECTION T B \\'IC INFORMNFION

Employee Name C 451:_ o (M , A /__

Sk ( TION 2 PAYROLL ELECEION
Direct Deposit (Please complete Sections 3 and 5 below)
Payroll Debit Card (Please complete Sections 4 and 5 below)

TION 3 DIRECT DEROSEE
[J Update Bank Account I understand and acknowledge that if I do not provide a
Bank Name: __ voided check with this direct deposit form, 1 am
f— 1 VSt N /4 4} G e responsible for any delays in payroll or extra costs
Routing# R 3 V) (,{ L{ ') incurred if the account number that 1 provide is incorrect.
Accor® ({12 BIBY3Y mitiel__C pae_? // 9,// ¢

Account Type: [ Checking [] Savings (J Other

*  To help us avoid making an error, please attéch a copy of a voided check. (a deposit slip will not work)
¢ Ifyou change banks, do not clase your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

SECTION E PAYROLE DEBEE CAREY (GLOBAE CASEHL CARD)

Federal law requires all financia! institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request & 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 all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

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

First Name Ml Last Name Date of Birth
Street Address (POBOX NOT ACCEPTARLE) Social Security#
City State Zip Cell Phone (mobilc)

GET TEXT ALERTS, when your paycheck is deposited on your card! [dYes, sign me up, for text alerts

All 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 Card Routing # Payroll Debit Card Account #

122242597

Ihave received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payrolt Debit Card,
[ am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. [
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: Date:
SECEION 5 AUTHORIZATION
I authorize ESSG to directly 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 error to my account(s). * E~-mail is required for pay stub information.

*E-mail: OKV“%}')/")’? @ /’)0‘/’/%511/ CoNA

this inférmation will only be used to send your paystubs electronically

Employee's Signature: \_/iﬁﬁqu‘% :}—“ Date: 07/ //%}’ / /y
U




From:CDO Workforce 16073346540 02/18/2014 16:51 #511 P.009/017

employer solutions staffing group..

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_/2_day of February i , between
Employel:y Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and __(ascy & ,;,13 ya 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 Sigriature ./

Employer Solutions Staffing Group LLC, Representative
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-~ 3850 Pre-Screening Notice and Certification Request for

(Rev. January 2012) the Work Opportunity Credit OMB No. 1545-1500
Intemal Ruv:t'uﬁe vaIee — _ » See separats instructions.
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name QSC L/ Zm (c, h Soclal security number» P< (o~ L T =L T8 vl

Street address where you Iive / / W—{_S 7 \SvL

City or town, state, and ZIP code N,CW ,ch{,,n /\/\/ /3 ‘///
County ( Z\-(/V\a V\ﬁ /) Telephonenumber B[S -/ G —0OOIL.

If you are under age 40, enter your date of birth (month, day, year) e / /77 / (= 8

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

« {am a member of a famlly that has recelved assistance from Temporary Assistance for Needy Familles (TANF) for any 9
months during the past 18 months.

« | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 156 months.

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

« jam at least age 18 but not age 40 or older and | am a member of a famlly that:
a Recelved SNAP benefits (food stamps) for the past 6 months, or
b Recelved SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.

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

+ | received supplemental security Income (SSI) benefits for any month ending during the past 60 days.’

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

3 [0 Check hera if you are a veteran and you were unemployed for a perlod or periods totaling at Ieast 6 months during the past
year.

4 [ Check here if you are a veteran entitled to compensation 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 [J Check here if you are a veteran entitied to compensation for a service-connected disabllity énd you were unemployed for a
period or periods totaling at least 6 months during the past year.

8 [ Check here if you are a member of a family that:
» Recelved TANF payments for at least the past 18 months, or
*» Recelved TANF payments for any 18 months beginning after August 5, 1897, and the earllest 18-month period beglnnlng
after August 5, 1997, ended during the past 2 years, or

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

— Signature—All Appilcants Must Sign

Under penalties of perjury, | declars that | gave the abova Information to the employer on or bsfom the day | was offered & job, and It is, to the bes? of my knowledge, true,
correct, and complete.

Job applicant’s signature b CW}* Date 7 / / B/ 9

For Privacy Act and Paperwork Reduction Qa_;"u‘tlcs, s0é page 2. Cat. No. 228511 Forin 8850 (Rev. 1-2012)
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Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE RETROTAX.

Spucialiste ia Tax Credit Administratien
EMPLOYER SECTION:
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Position: _ Starting Wage: $
EMPLOYEE SECTION:
Employee Name: Street Address: City/State: : Zip:
SSi#: Date of Birth: Age: Have you worked for | If yes, Iocation:
_ _ / this company before?
/ D Yes [ |No
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 m/
at any time since August 5, 1997? (If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:
2. Have yon 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 benefits: Relationship to you:
City: County: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? E] B’

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 SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? D m/
If yes, please indicate which type of agency you 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. Are you a Veteran of the U.S. Military? *Ifyes, please provide a copy of your DD-214 and letter of 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?
Have you been unemployed at any time during the last 12 mounths? W
If yes, dates of unemployment - From: /2 ! 1 Fet3 To ,;7 1 18y zot4
Did you receive unemployment compensation st any point during your unemployment? & D
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: / /
Was thisa [_] Federal or [_] State conviction? If State - County: State:

A AR S S A A e ALY Eieft fysiednt g s nsied it (Y n e S s v

IEC (Native American): Are you or your spouse a member of a Native American Tribe?

*/f you 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? D Have you ever been convicted of a misdemeanor?

SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perfury, 1 declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency,
organization, or individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer
representative (Associated Consultants, Ine) dba Retrotax), or the Department of Labor.

New Employee Signature: C—‘V’”ﬁﬁr\;/“]l"“ Date: &1/ /6 / (Y

4
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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 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: C@g&/—/—% —3
Printed Name: /2"{56%( Kin 14 )J +—
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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, 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 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): (oS & - [ nig ¥
[ P4

Signature/Firma: <:/)< ﬁ,—_ .
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PART B: Information About Health Coverage Offered by Your Employer

This section contains information about any heaith coverage offered by your employer. if you declde to compiete an
application for coverags in the Marketplace, you will be asked to provide this information. This information is numbered
to correspond to the Marketpiace appilcation.

3. Employer name 4, Employer Identificaion Number (EIN)
Employer Solutions Staffing Group LLC 20-8084369
5. Employer address 6. Employer phone number
7301 Ohms Lane Suite 405 952-767-9519
7.Clty 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@employersolutionsgroup.com

Here Is some basic informatlon about heaith coverage offered by this employer:
e As jour employer, we offer a healith plan to:

All empioyees.

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

With respect to dependents:
We do offer coverage. Eligible dependents are: Dependents of enrolled employees working at sites that have elected insurance

D We do not offer coverage.

If checked, this coverage meets the minimum vaiue standard, and the cost of this coverage to you is intended to

be affordabie, based on empioyee wages.

=+ Even If your employer intends your coverage to be affordable, you may still be eligible for a premium
discount through the Marketpliace. The Marketplace will use your household income, aiong with other factors,
to determine whether you may be eligibie for a premium discount. If, for example, your wages vary from
waek to week (perhaps you are an hourly empioyee or you work on a commission basls), If you are newly
employed mid—-year, or If you have other Income josses, you may stlil qualify for a premlum discount.

if you decide to shop for coverage In the Marketpiace, HeaithCarse.gov wili guide you through the process. Here's the
empioyer Information you'll enter when you vislt HealthCare.gov to find out if you can get a tax credit to lower your
monthly premiums.

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

D Yes (Continue)

13a. If the employee Is not eligible today, including 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 return this form to employee)

14. Does the employer offer a heaith plan that meets the minimum value standard*?

Yes (Go to question 15) [C] No (STOP and retum form to employee)

15. For the lowest-cost pian that meets the minimum value standard* offered only to the employee (don't include
family plans): If the employer has weliness programs, provide the premium that the employee wouid pay if he/ she
received the maximum discount for any tobacco cessation 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 []Every2weeks [] Twice a month [0 Monthly Quartely [ Yearly

if the plan year will end 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 empioyes.

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

[ Employer won't offer health coverage
[] Empioyer will start offering health coverage to employees or change the premium for the lowest-cost plan

awvailable 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 pian? $
b. How often?[_] Weekly [[] Every 2 weeks [] Twice a month J Monthly [J Quarterly [T] Yearly

Date of change (mm/dd/yyyy):
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DISCLOSURE AND AUTHORIZATION [IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Employer Solutlons Staffing Group LLC {(ESSG) 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, personal characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
neighbors, frlends, or associates. These reparts may contain information regarding your credit history, criminal history, social security number
validation, motor vehicle records (“driving records”), verification of your education or empioyment history, or other background checks. Credit
history will only be requested where such information is substantially related to the duties and responsibllities 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
compiled about you, and disclosure of the nature and scope of any investigative consumer report and to request a copy of your report. Please be
advised that the nature and scope of the most common form of investigative consumer report ohtained with regard to applicants for employment
Is an Investigation into your education and/or employment history conducted by Orange Tree Employment Screening, 7275 Ohms Lane,
Minneapolis, MN 55439. Tel.: 800-886-4777 or 952-341-9040. 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 is afl-encompassing,
hawever, aliowing ESSG to obtain from any outside organization 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 exercise your
right to request disclosure of the nature and scope of any Investigative consumer report.

New York and Malne applicants or employeesonly: You have the right to Inspect and recelve a copy of any Investigative consumer report requested by ESSG by
contacting the consumer reporting agency identified above directly. You may also contact ESSG to request the name, address and telephone number of the
nearest unit of the consumer reporting agency designated to handie inquirles, which ESSG shall provide within 5 days.

New York applicants or employess only: Upon request, you will ba informed whether or not a consumer report was requested by ESSG, and if such report was
requested, informed of the name and address of the consumer reporting agency that furnished the report. By signing below, you also acknowledge receipt of
Articie 23-A of the New York Correction Law.

Oregon applicants or employees only: Informetion describing your rights under federal and Oregon law regarding consumer identity theft protection, the starage
and disposal of your credit [mformation, and remedles avallable should you suspect or find that ESSG has not maintained secured records Is avallable to you upon
request.

Washington State applicants or employees only: You also have the right to raquest fram the consumer reporting agency 2 written summary of your rights and
remadies under the Washington Fair Credit Reporting Act.

ACKNOWLEDGMENT AND AUTHORIZATION

| acknowledge recelpt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certlfy that | have read and understand both of these documents. | hereby authorize the obtaining of “consumer reports”
and/or “investigative consumer reports”’ by ESSG at any time after receipt of this authorization and throughout my employment, If applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution, schooi or
university (public or private), informatlon service bureau, company, or insurance company to furnish any and all background information requested
by Orange Tree Empioyment Screening, 7275 Ohms Lane, Minneapolis, MN 55439, Tel.: 800-886-4777 or 952-941-5040. ORANGE TREE
EMPLOYMENT SCREENING’s website is at: www.orangetreescreening.com, another outside organization acting on behalf of the company, andfor
the company itself. | agree that a facsimile (“fax”), electronic or photographic copy of this Authorization shall be as valid as the original,

New York applicants or emplovees only: By signing below, you also acknowledge receipt of Article 23-A of the New York Correction Law.
Minnesots snd Okishoma appficants or employees only: Please check this box If you would like to receive a copy of a consumer report If one is obtained by ESSG.

D {Must include emali add )

Signature:,

[L— oo 2L /14

BACKGREUND INFORMATION

Last Name: KVI // (//” /— First: Q‘S’C ;/ Middle: Mé( 4 /€.

Other Names/Allas:

Soclal Security#%:_ /S 0 (0D -Le 7O T Date of Birth (mm/dd/yyyy)*: __ =2 /// 7// 49
prvers lcenset:__ {12 019 353 * State of orver's iense: _ /L ,y

present Address: _{| [« St Telephone # (Primary): __ 3 15— 4B - o5) 2
City/State/zp: _AJeV Bc vian, vy (34 ]

*This information will be used for background screening purpases only and will not be used as hiring criteria.




