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Employment Eligibility Verification USCIS

. Form 19
Department of Homeland Secarity OMB No. 1615-0047

s U.S. Citizenship and Immigration Services Expires (33112016
PSTART HERE, mmmmmmmmm &e

SOeﬁm1EmplmohbmmAMon(Ewu mea must compiate and sign Section 1 of Form 19 o faer
mmmwummmmmammﬁ L am:‘. : m

WM __ First Name (Givan Nrne) Middle Inktal | Other Names Used (i any)
Address (Street Number and Nems) _ Apt%mhw Chy or Town State Zip Code
A :ﬁb‘ £ () t L\ L AU ! AT .1.'\ (\) l

Date of Birth (mmédd/yyyy) |U.S. Sockal Securlty Number E-mall Address NJ

, Telephane Number
L5718 1197 bR BRG] o o NeriAV@oeetia eire | o),

(o) ;
of false documents in

~

| am aware thet federal law provides for imprisonment and/or fines for false statements or use
connection with the compietion of this form,

I attest, under penalty of perjury, that | am (eheck one of the following):
[x4"A citizen of the United States

[J A noncitizen national of the United States (See instructions)
‘[0 Alawtul permanent resident (Alien Registrafion Number/USCIS Number):

[N Mammmmummﬂ(maﬁondu.ifamm.mmwm)
(See instructions)

'4--.!:!

- Some aliens may write "N/A" in this field,

1. Alien Registration NumbenUSCIS Number:

Do Not Write In This Space
2. Form 1-84 Admisaion Number:

if you obtained your admisgion number from CBP in connection with yaur amival in the United
States, include the following:

Foreign Passport Number:
Country of Issuanca:

Some aflens may write *N/A" an the Forelgn Paseport Number ang Country of Isguance fisids, (See instructions)

S‘xgnmmofEmplﬂm;é: ; e TR Dats (nmtitiy: 5 1R\ QY
mgnﬂormwﬁohm‘qﬂﬁmdém‘1bWwdm#ﬂmm ‘
:m:zwﬁdm.nntlhmmhudlnﬂnmmmﬁmufmhfonnﬁdﬁbﬂmhﬁtdmyMaﬂn.
Signature of Praparer or Tranalator- Date (mmatdyyyy):

Last Name (Family Nama) First Name (Givon Name)

Address (Stroat Number and Name) City or Town State | Zip Code

e mn s s s s ot
- S T A S v i ks .

2 o h 1l o va

PRI I S v o0 AT ST it - ool

e e ki s e Ot e i KA K v bithy i Ll

FormI-9 03/0R/13 N
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Ny e

Section 2. EmployormAllhwhjadRepmmR'Mwdeoﬂﬁﬂm
(&mwmammmmwmmzm3m aof the empioyoe’s first of amploymant. Yo
mustphyal ommm:l‘gxnult:A MMWdoﬁmﬁmammmrMMOqu
Accepiahle Dacumen m. £ dacument you roview, recard the folowing
issuing avthordy, document number, snd expiration daty, Kany,) o -
Employee Last Nama, Hmmmwumunmnmms-wm 1
ListA OR ListB AND ListC
identity and Employmant Authorization Identity Employment Authorization
Documant Tifa: Titla: Document Title:
i icense
T8suing Atihordy: § T : Tssuing Authority:
Bocument Numbar: Do ] Document Number:
b \go-g gi O

ﬁhﬂm Date (if any)(mm/ddiyyyy): | Expiration Date (if any)mmudcyyyyy: Expirtion Date (¥ any)(mmAidiyy):
Document Title: ,

g Actiory: :

Document Numbaer;

Expiration Dalo (7

Documant Titla: '.‘5 Do Not Write In This Spaca
ISsuing Authoriy: jfﬁ

Datumeant Number:

Expiration Datn (f any)fmm/tidyyyy): ;
Certification

IaMmderpemllyofpaﬁwy.ﬂnt(i)lhavemﬂmdhdmmm)Mnhd the above-named ployee, (2) the
document(s) appnrhkogonulmandbmhhtomommwu named, ::d {3) to tha best nf.:'nny mm&enn
employee is authorized to work In the United States,

The employee's first day of employment (mm/dafyyyy): (See instructions for exemptions.)
Signature of Employer or Authorized Repressntative Date (mm/dd/yyyy) Title of Employer ar Authorized Representative
Last Name (Family Name) First Name (Given Name) Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC
EmpbyarsaudnorOrmnhaﬂmAddrua{Shulearwhbm) City or Town Stute Zip Coda
7301 OHMSLANE.  SUITE 408 EDINA MN 55439

C. ummmwdmmmr%mwmhhmmumm A c
mmmmmmmmmwmmmmmm. fom Lt Aor Lt th ervlopee

Document Tiie: Doeument Number: Explration Data (& sry)(mm/ddyyyy):

} attest, undarmnyofpeljuly.ﬂlatlamobutufmylmmedga,ﬂlhelnmuamhoﬁzed fo 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 Autharized Representative: Date (mm/ddpyyy): Print Name of Empioyer or Authorized Representativa:

Form1-9 03/0%n13 N
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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 Direct Depasit and/or Payrol! Debit Card,
i ages will be paid by-Payroll Debit Card.

1f you do not pry de 2 written election,
N ¥

LAl I TR ISINEESE )
_] Direct Dapoait (Please complete Sections 3 and 5 below)
|| Payroll Debit Card (Please complete Sections 4 and 5 below)

lnndenhndlndulmowledggﬂmlﬂdonntpmvldoa
voldadeheekwith&hdlnctdnpmltrorm, Tam
respoasible for any delays In payroll or extra costs
lnmrredlﬂhamuntnumbuthatlmvldelsinm

Initia} Date

S Account Type: [ Checking [ Savings CJomer L
- 'rohlpuﬂddnukinganm.phmm:wpyofawidedm(:depuitllpwlllmmui)
. IfynncbaagahhduMclmaymoMbmkmmMymdemhwa&gmbmhwmhmayWprm

L LOL LSS DO S L '

Fedmlhwmqﬁmaﬂﬁnmchlinsﬁmﬁmhomm&.mdmhﬁxmaﬁmmnidmiﬁum who opens an acooumt. In arder to
mqnutaPaymllDebitCndﬁrmmmmmdamdﬂnﬁlhﬁngmwm&uwmmnhhl{:ﬂmdﬂ institution to identify you, If
mMthamwmﬂmmmmmmmhw' ion and issne you & Payroll Dobit
Cm:dwpay‘yom:wunu.memohﬁmﬁaﬁumhaﬁmﬁmmqukmwmmmmmmdﬁuﬁmiﬁ!nnﬁnnmﬁqm

Kxeeptfcrﬂtemuﬁngmdmmbc,mscdoumthwmwwinﬁmaﬁmnyﬂingmhymn Dehit Card account or
mauﬁom.Onymﬁntpnydny.youwmmdwmm?nymﬂDditCnd,mdapankumﬁinﬁ;aﬂoﬁhhmamdmdiﬁmemﬂ
ﬂmnsignackmwledgi:\gﬁmtyouleeeivedMWMMMWYMMHMMWMMMMmmywm
wages,

CARDHOLDER INFORMATION (as you want your 1l Debit Card to be issued)

on %% ﬁ “’-Y’m I e :ﬁﬂ%\m
¥ M ¥ [Fegid

Cc? Phnnﬁmug' j _ : q DLD

cmrmﬂ:nrs.whenyoumcheekisdcposmdonmw es, sign me up, for text alerts
All we nced to know your cell phone service provider md mobile number above! mobile service provider is:
RECEIPT OF PAYROLL DEBIT CARD (o be completed when you pick up your Payroll Dcbit Card)
Payroll Debit Card Routing # Payroll Debit Card Acoount #

22242

payment, net o rquird tux wilhhldinga, oher requied wian S

ctly deposit iy periodic wageslcompensaton

or authorized deductions, into my mount(s)ndui;nuhdahmmwiniﬁmifmmy, debi!enh‘immdﬂliummfnunycreditmﬁu
mads in efor to my sccount(s), * E-mail is required for pay stub jnformation,

*E-mails A\ d @ Q L\
this information will only be naed ihachd yous paystabs

Employest Signature:_” Moy 10 DOV VYD D= Qlay |14
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FO"'I W'4 (2013) Complote afl workshaets tiat apply. However, you mam.snsmwomlmmm

may claim fower (or aflowaneas. For reguisr on Form W-4 or W-4p.

Form W-4 50 that your MGIMMMMMIMIMWRN o mare than ong fub, the
employer can withhold the cosrest faders! incoma ofwages. Mumﬁm you mre toclaim
from Comskier completing a new Form wummu.mmmm on all joba using warisheats from one
w-dmmuimnyurmuommd m@:ﬁmmmmwﬁmwdhﬂ Mvdwmmm'mh":umvmh

Pay morg ' when all allowances arg clalmed an Form
mwhmupamwmmmw for the higheast and zevo ulfowanons
M”mhmmmm dspendentts) or other qualTying Individuaia, goa Climec o the GBrs. Saa e anoes
mtoumn.m:nmmmmamm £01, Examptions, Standard Decustion, and Nonraakdeut alian. If you am & nonresidert atlan,
Fabeuary 17, 2014, Boo Pub. 505, Tax Wihhokiing Flling Informatien, for Informatian. 300 Notice 1392, Supplemental Form Wes
and Exfmated Tax, Tax cradity, You can taka tax eradits Into MMWMmMn
Nota. If angthor person oan cliim youas 3 account In figuiing your mmber of camplsting this form.
dependemt on his or har tex raturn, you cannot clsim withhaldin mm"’ﬁ’f" Check ARsr your Form W4 takaa
i your incomb exceada T T o and the chitd tax cradit sifact, Ut Pub. 505 to ssw how the amount you are
ﬂmmmw:mmmuwmm may be claimyd using the having companma to your tatal
income (for exampio, Intaroat and dividorids) ,,mm"mm“‘ tor 2013, Ses Pub. 505, Your eurnings
& MMIfmmuotwmm# arting your whtholding mcoed §130,000 (Single) or $180,000 (Marriod).
o Personal bglow, mmmmmwm
woricheets 2 furthor acljust Nerurage Income. I you have 8 tergs smount of devel affacting fouth
scwanoss baped e oI rIOWEGE kncoma, such a3 Intareat o civkiandy, m%mz'm»mrhm

Hiple job situations. mmmmvmmmwm
orkabeet(Ksepforyourremrdo.)
A Enbr'1'forramifmmelnmddmycuasadupwm. e 4 e e e e .. . . .
-YoumdnyemdMenmymjohw
Enter *1” if: { annmmwﬂed.havawdyonahb.andyourmedossmtmﬂqur ]
-erwagaﬁanasmﬁbbummm’sm(wmmcfwmm.Ethn
Emer"*l'fwwurmEutywmwehmhm‘#‘lfwmmrﬂadwﬂhwuﬂhwamuspuseorm
ﬂrmnmjoh.(Entoﬂng'{-'mhdpwuavoldhavhgmmmwmw.) ..... L T
Enmrmmwwdenm(onmmmapmmMywwﬂdaimonywmmn. -+ e e -.. D
E
F

aliowanees
considar making estimated tux
gnuurm-.mmu.mmm 1MWMhlnmmmm B W8, goviwe,

>

TMO O o

g
g
/
Fi
g
]
E
g
g
£
5
E
2
g
i
g
§

-Ifyomtotallncomewlllbelmﬂmsss,oon(sss.wnummm.entar“z'foreamellghhdxﬂd:ﬂmlen"1!'ifyou

mmmwummmmwhu?umm»mwmdmmhm
-nmmmwmmmmmsumoms.ooommwlfmmmﬂwmmwu N

H MdlneakﬁmmGmmWhnmmmhmmmmmﬁmmmdMnmmmmmbH

if you plan to

For sy, .;guwughwﬁuw::mmmmmmmmmhmﬂm

compl . ywmdlylmhﬂomomm“ ot are mayried and you and your bon and the d
Paving e o ewcaed $40,000 ($10,000 f marriec) the Twwa-Eamera/Muliplo - iy

that spply, mldnvmy!oomuxwtmhmo' w1 See Joba Worksheet an page 2 to

-Ifmlﬂmofhahmsmmbmmmmmmmm-mwmmuumwnsdhmmum
ammwmmmnmwww«nmmwmwwwmm
Employee's Withholding Allowance Certificate OME No, 1545-0074

bmmmnmnbm“mmumummmmu 2@1 3

-—
———

mawmummwwmmmhmhm-muumumm

Latt rame 2 Sodurity num
ML -
8 berge [T Mamies L] Maried, but withhoid at highar Single rate,

. _ . thWWwwhumanhWhu
W 7 3, Skits, and ZIP cod 4 1 your lzut name iffns from that ahown o va Botial pecurity
MPAMM \BRUL s -y
8

6 mmm#uuumuw.mumtmwfmeamw R P .w
4 Iclulmmaq‘npﬂonﬁmwﬂhhoﬂngfwmw.andleefufymnlmboﬂwfhfnluwimeommsfor on. gymﬁ R

15 Al
' Vi,
OThlsyaarllmﬂaMdﬂMhmemmmlmthomwl iRl

Employse’s signature .
I3 form Is not vaiid uniess you sign it) » Dty Q!%!lé
8 Employer's name and asdrasn (Employar and 19 aniy o thelRS) | Ofivocods optoney | 10 Emgloyer Mumber

mmwmwnmmummmz Gzt No. 10220Q) Forn W4 2012
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EMERGENCY CONTACT INFORMATION

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

Employee Name: _ |05 L M
Addross: &Qﬁ&&_ﬁiﬁ}\ (?\\@mﬂ:b_b‘;(

Home m(ﬁ@)&uq q R

e T R NG CONTAGTS
lease i tio people:in pricity arder) whascouldbe cirtacts

Contact #1 Home Phone{(,5)) 22,l,441Y Q3
Name: }\CK-" Q}‘{C’r Cell Phone: (@'\5 6\\0*[0334
Relaﬁonship:w\e(' Work Phone:@ab_)B Y5~ AUS (O("ﬁu

o)) BYS - 2000 -
Contact #2 ' Home Phone: ((QO)) ?%(ﬂ‘ \V)q g’
Name: P@\\&,\ SNdectam Cell Prone (x5 ) SN - SR

Relaﬁonshipmu_@w Work Phone:

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

Thic Infnrmating uill vaseriv cnnfidantinl and 10illl nnlis b civad tn tha oot AF i cmaseanm,
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2 employer solutions staff Ing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
This agreement made this O _day of 1, b, . 201, between
Employer_Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and —Wrwa WANer™  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

Employer Solutions Staffing Group LLC, Representative
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» employer solutions staffing group.

Leveraging Resources in a Changing Market

INJURY MANAGEMENT PROGRAM

‘ Injured Worker’s Responsibliiities

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 impased 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
heatlth care provider. Subpart 2 places limitations on your right to change
primary heaith care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appolntments. 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 dootor 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 waeeks. M.R, 5221 0420 requires that your physician
cooperate with retum to work pianning and that you be released to retumn to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer represantative. 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.
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Maintain regular, weekly, communication with your employer if you are unable to
retum 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.

ur i ! Injuries or conditions that impact
ur ical 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.

I have read my responsibilities and agree to abide by these guldelines.
Signed: )

Printed Name: _\M MwWe—
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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, efc.), 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.plerde (que falta, fuera de lugar, destruido, perdido en
el correo, efc), 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 amitir el cheque. Una vez hecho esto, ustad
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 moide): é& \n ‘9 ﬂﬂg\-ef/

e Ao e
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- 8850 Pre-ScrLening Notice and Certification Request for

{Rov. August 2008) the Work Opportunity Credit OMB No. 1545-1500
e Ui P 8ea separats instructions,

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

Your name _‘.QC}.&L.._ H‘ \ \-6/ Social security number B M" - O
Street address where you live mu_.&\-m& Q(\

Clty or town, state, and ZIP code M%m D\!( I?ng-lq e
County _E.T_\EQQD%)D . Telephone number MLMZD_
If you are under age 40, enter your foe'of birth (month, day, year) Sjﬁl_ﬂ’]_

1 [ Check here if you are com, g this forrn before August 28, 2009, and you lived in the area impacted by Hurricane Katrina
on August 28, 2005, If so, p_l enter the adcdress, including county or parish and state where you lived at that time,

2 [ check here if you received a
for the work oppartunity or
8 L] check here if any of the fol wing statements apply to you.
¢ | am a member of a family that has recaived 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 Assistanes Program (SNAP) benefits
(food stamps) for at leastla 3-manth perlad 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 De t of Veterans Affairs,

¢ |am at least age 18 but not age 40 or older and | am a member of & family that:
a Received 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 [s no longer eligible to recaive them.

® During the past year, | was convicted of & felony or releasad from prison for a felony.

® | recoived supplemental rity income (SSI) benefits for any month ending during the past 80 days.

® | am a veteran and | discharged or released from active duty In the U.S. Anmed Forces during the past 5 years
and, for at least 4 weeka during the past year, | rocaived unemployment compensation.

® | am at least age 16 but Rot age 25 or older, and:

a During the past 6 months, ! have not attended & secondary, technical, or Post-secondary schao! for more than
an average of 10 hourg per week, not counting periods during which the school was closed for scheduled
vacations, and

b During the past 6 months, if | was employed, during each consecutive 3-month period within the past 6 months,
| earned less than | wolild have earned if | had waorked for the applicable minimum wage 30 hours every week
during the 3-month period, and

nditional certification from the state workforce agency (SWA) or a participating local agency

0 occasionally) or been admitted to a technical or post-secondary sehool since | received the cartificate.
4

® Discharged or released ffom active duty in the U.8. Armed Forces, or
® Unemployed for a period or periods lotaling at least 6 months.

5 L[] Gheck here if you are 5 meinber of a famlly that:
® Recelved TANF payments for at least the past 18 months, or

® Racaived TANF payments for any 18 months Reginning after August 5, 1997, and the earilest 18-month period beginning
after August 5, 1997, enjied during the past 2 years, or

® Stopped being ellgible fof TANF payments during the past 2 years because federal or state law (imited the maximum
time those payments could be mads.

Signature—AN Applicants Must Sign

Under panalties of parjury, | dscla:ematlgavem:abmlnfonmthnmmsmployeron or before the day | was offerad 2 joh, and it s, %0 the best of my
knowledge, true, comect, and completa.

Job applicant’s signature b «; 0 ri (“(\ R\ YW, pate O AN\

For Privacy Act and Paperwork ieduclﬁun A% Notice, see page 2. Cat. No. 228511 rorm 8850 (Rav. 8-2@:005
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Form 8850 (Rev. 8-2008)

SSI DC SHERBURNE

#0012/0014

Page 2

Employer's name Employer Solutiona Statfing Graup

For Employer's Use Only

Telephone no, ( 952) B35 - 1288 pgp' |

Street address 7901 Ohms Lane, Sulte 406

Clty or town, state, and ZIP code _Edina, MN 55438

Telephone no, (800 ) 925 - 0557

Person to contact, if different from above Assotiated Consuitants, Inc.

Stregt address 3730 Washington Boulevard

’ City or town, state, and ZIP code Indianapolis, IN 46208

i, based on the individual's age and home address, he or she Is a member of group 4 or 6 (as described under Members

of Targeted Groups In the separate instructions), enter that group number (4 org)

Date applicant:
Gave Was ] Was
informaton _/_ [/ offeredjob _ /. [/ hired

Gomplete Only If Box 1 on Page 1 is Ghecked

State and
county or

parish of job

> _
Started

[ cCheckifthe individual was not your employes
on August 28, 2005, and this Is the first time
the employee has been hired by you since

August 28, 2005,

Under penallies of perjury, | declare that the applicant provided the information on this form an ar
that the information | have furnished Is, to the bast of my knowledge, true, correct, and complete,
Page 1, | belleve the indivictual is a member of a targeted group. | hereby request a certificatipn

Employer's signature p

Title

before the day a job was offared to the spplicant and
Baged on the Information the job applicant furnished on
that the Individual is @ member of a targsted group,

Date / /

Privacy Act and
Paperwork Reduction
Act Notice

Section referances are to the internal
Revenue Code.

Section 51(d)(13) permits a prospective
employer to request the applicant to
complete this form and give It to the
prospective employer. The information
will be used by the employer to
complete the employer's federal tax
return, Completion of this form is
voluntary and may assist members of
targeted groups in securing employment,
Routine uses of this form include giving
it to the state warkforce agancy (SWA),
which will contact appropriate sources
to confirm that the applicant is a
member of a targeted group. This form
may also be given to the Internal
Revenue Service for administration of
the Internal Revenue laws, to the
Department of Justice for civil and

criminal litigation, to the Department of
Labor for oversight of the certifications
performed by the SWA, and to cities,
states, and the District of Columbia for
use in administering thelr tax laws. We
may also disclose this information to
other countrles under a tax treaty, to
federal and state agencies to enforce
federal nontax criminal laws, ot to
federal law enforcement and intelliganca
agencies 10 combat terrarism.

You arg not required to provide the
informatlon requested on a form that is
subject to the Paperwork Reduction Act
unless the form displays a valid OMB
control number. Baoks or records
relating to a form or its instructions must
be retained as long as thelr contents
may become material in the
administration of any Intemal Revenue
law, Generally, tax retums and return
Information are confidantial, as required
by section 6103.

The time needed to complete and file
this form will vary depending on
Individual circumstances. The estimated
average time is:

Rocordkesping .
Leaming about the law
or the form . .« . 46 min.
Preparing and sending this form
totheSWA . . | | | - 42 min.

If you have comments concerning the
accuracy of these time estimates or
suggestions for making this form
simpler, we would be happy to hear
from you. You can writa to the Internal
Revenue Service, Tax Products
Coordinating Committas,
SE:W:CAR:MP:T:T:8P, 1111 Constitution
Ave. NW, IR-6526, Washington, DC
20224,

Do not send this form to this address.
Instead, see When and Where To Fils in
the separate instructions.

3 hrs., 16 min.

Form BB50 (rev. 8.2009)
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Form A (revised 07/09) WORK OPPORTUNITY TAX CREDIT

PLEASE CHECK "YES" OR "NO" AND ANSWER ALL QUESTIONS
Name X

Address @) =2 )
City, alhStatea™\Lf Zip J"2UYLP Social Security # Y- 7-YUDiay

Date of Birth 3117 Age Ao

Please CHECK ONE ANSWER for each of the followi uestions, and complete question #5:
1. Have you or any family member living with you received Temporary Assistance to Needy Families (TANF)
or Aid to Families with Dependent Children (AFDC) during the past 24 months? Yes | ] No [t

2. Have you or any family member living with ybu received Supplemental Nutritional Assistance Program

(SNAP) (Food Stamps) at any time during the past fifteen (15) months? Yes E] No
3. Have you received Supplemental Sscurity Income (SSI) benefits in the
past sixty (60) days? Yes D No IZI
4. Are you part of the Ticket to Work program? . Yes D No lzr
5. Name of person who received benefits
Relationship __ ___ City & State where benefits received
6. Are you a veteran? Yes [_| No [Z’ and Disabled due to service? Yes D No D
Servics Dates: From: To: Branch:
7. Have you been unemployed at any time during the last 12 months? Yes |:I No D
If yes, dates of unemployment: From: To:
Did you receive unemployment compensation at any point during your unemployment?
If yes, dates received compensation; From: To: Yes D No D
8. Have you been convicted of a felony or released from prison in the last 12 months?
Date of Conviction: Date of Release: Yes E] No B’
Parole Officer's Name: Parole Officer's Phone #
9. Have you received rehabilitation services from a State approved or Depariment
of Veterans Affairs approved Vocational rehabilitation agency? Yes [ | No [}
Name of Agency Phone #

Address of Agency Counselor's Name

10. Have you aftended High School, College or Technical School for more than an average of
10 hours per week at any time during the last 8 months? Yes [ ] No [t

11. Did you receive a high schobl diploma or GED? If yes, date received: {9257 Yes [ No ]
Have you been employed or been admitted to technical school or college since then?  Yes No D

12. How much in gross wages have you eamed TOTAL in the past six months? $

1 hereby autharize any agency, organization, or indivicuals to Supply such verification ar information that may be needad to determine tax crodit

eligibiflty to my employer, employer represantative, gr the Depantmant of Labor. *
—> NEWHIRE S|GNATUR% DATE A El l li

Questions below to be completed by manager

Starting Wage Position
Has employee worked for this company before? If yes, date and location
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U.S. Department Labor

Empioyment and Training Administration OMB Control No. 1205-0371

Expiration Date: November 30, 2011

YOUTH SELF-ATTESTATION FORM
Work Opportunity Tax Credit Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire
only, Employers or consultants submit this SAF to the State Workforce Agency with Form ETA 9061 for
each certification request filed.

New Hire Name: Jorwa0. DN \er”
Social Security Number: QWI-"D-Q&led)  Date of Birth: C‘ I?)_l n"1

Employer Name: Employer Solutions Staffing Group

Employer Federal ID (EIN) Number:;

Please check all the statements that apply to you. Sign and date this form where
indicated below.

O In the past 6 months, | have not attended a secondary, technical or
postsecondary school for more than an average of 10 hours per week, not
counting periods during which the school is closed for scheduled vacations.

00 1do not have a High School Diploma or GED certificate.

[1  have a High-School diploma or GED certificate awarded more than 6 months
ago and | have not attended or been admitted to a technical or post-secondary
school. 1 also have not held a job (other than occasionally) since receiving my
High-School diploma or GED certificate.

Under penaltics of perjury, I declare that this information is true and correct to the best of my knowledge.

New Hire’s Signature:w Date _@Igj_l_\(

Privacy Act Notica:

The Intemal Revenue Code of 1886, Section 51, as amended and its enacting lepislation, P.L 104-188, specify that the State Workforce Agenties are
the'desigmd'agendasrespmiNefmsdmhhtuhgheWOTCwﬁﬁzﬂmmwdumdemmﬁwinfumbnmhavepmidad
complsting tiis form, including the Social Secury Number, wil bemdosedbyyourempbwrhmaﬂaewmmmw Provision of this
infonnaﬁmisvnlunhry.hmmvermeMmaﬁonisrequ&amdetmﬁnemempbym‘sel@uwraﬂn&hdmm.

Persons ere not required to respond fo this colleotion of information uniess it displays a cumenty vaid OM B control rumber, Respondents' obligation to
complete this form is required to obtain or retain bensdits (P.L. 111-6). Public reporiing burden & estmated to average 5 minutes per responsa, including
the time for reviewing instructions, searching existing data sources, gathering and maimtsining the data needed, and compieting and reviewing the
callection of Informeation. Send comments tegarding this burdan estimate o the U.S, Dapariment of Labor, Division of Adusht Services, Room $-4208,

Washington, D.C. 20210 (Paperwark Reducion Project 1205-0371). Please do ot submit complalad forms to this eddress.
. - ETA Form 9154 (Rev, May 2010)




o employer solutions staff ing group.

@ Global Cash Card @ , , .
! Leveragirg Resources in a Changing Market
PAYCARD ENROLLMENT FORM

You will be issued a temporary ATM Debit Card and a Debit MasterCard will be mailed to your home
address within 7-10 days. Once you activate your Debit MasterCard, the funds from your temporary ATM
Debit Card (please keep it as a back-up card) will automatically transfer to your Debit MasterCard.

Please attach a copy of your Social Security Card as a REQUIRED government-issued form of identification,
Please indicated if this is a NEW or REPLACEMENT card

Card Number:

O\0 -2104 -~ 970%. 42 R\

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

First Name: M.).: Last Name:
WA Mille
Street AddregsYNo PO Box): Apartment #:
(:ismI q Q 3 wll U Stat Zip Cod
. ate: ode;

Y. Py TSN Y 14 Buy
Home Telephone? (b 7) 33 - a4 g Cell Number (Text Notification): ( )
Date of Birth (MM/DD A/ / q—]"' Social Security Number: - -

- RIS N 014 -12-90un

Email Address:

Please initial one of the following:
I would like to receive my paystub voucher printed:

I would like to receive my paystub voucher by email each week, until further notice:

Employee Signature Date -

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

ESSG Location: CMG - Accellent Employee given Temporary Card & Date:

GCC: / Dt: ABD: / Dt: QB: / Dt:




