' . 7301 Ohms Lane Suite 405
employer SO|UtIOnS stafﬂng group. Edina, MN 55439

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

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name 377921 ¢ ' First Name l’lnﬁ%gny Middle Initial /77
Street Address_2 703 W[t S, Apt/Ste
City/StatelZip Qm[fr_t# Il 2035

Phone Number M@é ~Z 720 Email Address Sthnetib 75 @
Staffing Agency/Recruitment Partner

Are you legelly authorized to work in the United States of America? [ELYES [INO
Applicant Certiflcation and Authorization

I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
quaiificationa for employment. | authorize ESSG to make inquiries of my former employers, excapt as indicated in this application,
regarding my previous duties, responsibiiities, performance, compensation and eligibility for rehire.

J understand that a comprehensive background check may be conducted fo determine my elighility for hire by certain clients of ESSG.
This may Include but is not imited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test
required by clients, govemment regulations or by ESSG policies.

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct & backgreund chedk
| certify that all statements made in my application are true and accurate and that | have not omitted any msterial information or provided
false or misleading information. | understand that any material omission or misrepresentation will resut in my disquakfication from
consideration for employment or, if discovered after I bagin employment, will result in my termination.

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

Name (Print or type) Date
A copy or facsimile ("fax™) will be considered the same as an original signature. Email wiil ONLY be used for employment coreapondence
—For ESSG Office Use Only

DOW ______ __ _INWw _____ e lsss —_ W

Emergency Contactinfo | Background Release Form Backgroumd Regulis Unamploymant Lattor ESC Application

(iIf applicahlo) ’
For ESSG Client Use

DOH ROP Work Site Loc. WC Code

BISY - Swrarvwn Suluduns Rev, 1172019



Form Wﬁ (2013)

Purposs. Complete Fomn W-4 so that
amployer can withhold the wmygfmme

t2) from your pay- Conslider & haw Form
We4 each year and when your oF fhanoial
situation ahanges.

Fxemption from withhakiing. If you are exempt,
complete only lines 1, 2 and 7 and sion the
fwmmvaudmn.vmdé'n;?ﬁmfwzmsexpm

Februmry 17, 2014. St Pub. 505, Tax Withholding
ahd Estimated Tax.

Notw. if another can clalm you a3 a

Goinplste alf workehaats that apply, Howsver,
mwc!ﬂmf!wv(arzsm)slowmﬁrnm!:'
wages, withholding must ba based on gllowances
you clgimed and may not be a flat emaunt or
parcantage of wages,

Head af househald, Gehwrally, you can claim head
dmmwmmmonwu%mn,mw
You are unmanied and pay more than 50% of the
costs of keeping up a home for yourself and your
mnﬁ)wo?vqﬂm Indivicuals, ﬁ:d
thglnfbnnaﬁo' g.furinfmnaﬂon.

Tax credita. You can take projected tax credita into
account in figuring your allowabls number of

Income, ses Pub, 505 to find out H'yau aheyld adjust
your withholding on Farn W4 or We4P,

Two eamers or multipie Joba. If you have 8
BpOu=s or more than one [ob, figlte tho

fnrme‘l mwunimadmﬂnsl’umw4
highest paying job and zero sliowancea are
uMmmm'sumwum
Nonresidant allen. If you are a nonvesident allen,
$ee Notica 1392, Bupplamental Form W-4
Instructions for Nonresident Alians, before
complating thia form,

ettt &n his or her tax ot claim withholding sliowances. Cradits for child o K
sxampion fom wihhakding I Your oot exoeets dependant cara expenasa and the child tax credit iy mm&mﬁmwﬁﬁf
$1,000 and nckudes mors than $350 of unagmed - may be efdimed using the Parasnal Allowsnces having withheld campares tn your projected tota) tax
Incame (for example, interest and dividands). wm"ﬂwﬁm“ﬂﬁmﬂ“w"m for 2013, Ssa Pub. 505, espacially If your eaminas
Baske inatructions. If you a7 not exempt, comyriata S S your ahar hedits Bekia exceed $130,000 (Single) or $180,000 (Memied).
the Paracnal Alowances Workahest below. The Future developments. Information futul
workshpets on pags 2 further adjust your "m”m'm"mawm“’ davdnmmaﬂadlngmw4mnasw "
withholding afiowances based on Remizad nonwaga income, such 83 interest or cividonds, legialation enactad wfter we releaco t) W be posted
deductions, certsin cradits, adjustmenta 0 Incoms, oD B g ectmetnd tax palmnts g St isgovvi.
or two-samera/mutiiple jobs situstions. mmaddiﬁuﬂhx.!fymhwapmo"uammnuky

Personal Afowances Workshest (Keep for YOUr racords.)
A  Enter™1” for yourself if no one else can claim you asadependent . . . . . . . . . . . . . . . . A _|
* You are single and have only one jeb; or
B Enter™1"if * You are married, have only one job, and your spouse doas not work: or ... B 1
® Your wages from a second job or your epotres’s wages (or the fotal of both) are $1,500 of less.

(o] Enter"1'foryourspouso.Bu!.youmaydmnsetoentu-"-o-'lfyouaremarriedandhaveemnramﬂdngspoweormre

than ans job. (Entering “-0-" may help you avold having too little tax withheld,) . . R - I+
D Enwrnwnhernfdlp-ndmis(othermmyourawmeoryoursalf)youwillclaimonyourtaxmmn. . e e e . D _1
£ Eamﬂ"lfyouwilﬂlaasMadofhouuhddonyourmxraum(sucmdiﬁmsmderﬂudofhmmwwe) E _1¢
F  Enfer “1" f you have at least $1,900 of ohild or dependent care expenses for which you plan to clalm a credit F _Q

(Note. Do not include child support payments. See Pub. 508, Chiid and Dependent Gare Expanses, for detalis.)

@  Child Tax Gredit {ncluding additional child tex cradit). Ses Pub. 872, Child Tax Credit, for more information.

: * If your total inoome will be less than $85,000'($95,000 if mariad), enter =2 for each eligible child; then less *1” if you
have three to six sligible chidren or less “2" if you have seven or more eligible childran.
* It your total income wil be between $55,000 and $84,000 (805,000 and $118,000if marriad), enter 1" foreach eligiblechld ., . . @

H Add lines A through G and estier total here. (Note. This may ba different from the sumber of exemptions you dlaim on your tax retum,) » H 3

on page 2 to

* If you plan to Remitze or clakm edjustments to incame and want to raduce your withhokding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.
complate all » If you ars singla and have more than one job cr are marrisd and you and your spouse both work and the combined
waorkgheets eamings from afl lobs axceed $40,000 ($10,000 if married), see the Two-Earners/Multiple Jobs Workeheat
that apply. avold having too little tax withheld.

* ¥ nelther of the above situations applies, stop hare and antar the number from line H on line 5 of Form W-4 below.,

Separate here and give Form W-4 to your employer. Keep the top part for your records.

Employee's Withholding Allowance Certificate

FMummmubmaMhmmmmnuummnmmunu
mubject to review by the S. Your employer may be raquired to send 2 copy of this form o the IRS.

OMBE No. 16456~0074

- 2013

Your firet name and miicie Initid

270 M .

or state,

Last nama
Stone

2 Your sacial ascurity number

359~ 78-%478

8 L1 singie [ Marred L] Maria, hut witnold et higher St rate,

Note. 1 manded, but legally seperated, or spouss is a nomresident alisn, check ths “Single” bax.

4 N your tast name differa fram that shown on Your sonlal seousity carnd,
check here. You mmust call 1-800-772-1218 for & replacement cand. B[]

_@Lﬁn%_@.mmr
5 Total Aunber of allowances you are claiming (from line H above or from the epplicable worksheet on page 2) 53}

6  Additional amount, If any, you want withheld from each paycheck . .

7 ldalmmmptlonﬁomwlﬂmoldlngforaow,andlnerﬁfyﬂ:atlmstboﬂmfﬂ!efollovdmcon
'Laatyearlhadrigmtoamﬁmdofalfsderallncmetaxwl!hhe(dbecauaelhadnotaxﬁability,and
* This year | axpact a refund of all federal income tax withhsl
If you meet both conditions, write "Exempt® here. . . .

id bacause | expact to have no tax liabi

P
ditions for exemption. :.

Ak

Underpmﬂﬁieaofpevjury.IdedwaﬂmthvemnkwdﬁseaMﬂmmwﬁaMdmylmwdedgemdbaﬁef. it is true, comect, and complete.

Employeo's signature
(This form i not valld unless yu
8 Emplayer’s name and address

(Emj;byur: comr B end

s 27

. - Date» %/é é:é)‘mg
dihg to'the IRE) | 6 Ofica coda (ptional) | 10 Employer nianker EN)

FuMMMMMuMMNoﬂu,mmz

Cet. No. 10220Q

Form W-4 2013)



EMERGENCY CONTACT INFORMATION

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

Employee Name: 4

Address: 2703 &g e i (’,m{m_uggzr

Home Phone: Cé/_g) éﬂé’ 77L0

Contact #1 Home Phone:
Nawe: (" fere S e Cell Phone: (£ /4) béo-818(
Relationship: £ ; ¥ Work Phone:

Home Phone:
Contact #2
Name: Syee S V2700 Cell Phone: 1,/ ) 5[~ 572
Relationship: /}(b Y7 2 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

Department of Homeland Security Form 1-9

- . o y OMB No. 1615-0047
U.S. Citizenship and Immigration Services " Expires 03/31/2016

PSTART HERE. Read Instructions carefully before completing this form, The instructions must be avallable during completion of this form.
ANTI-DISCRIMENATION NOTICE: 1t is illsgal to discriminate agsainst work-authorized individuals. Employers CANNOT specify which

document(s) they will accept from an employee. The refusal to hire an individual because the documentstion presented has a future
expiration date may also constitute illegal discrimination.
Section. 1. Ettiployés Informiation dnd Attestation (Eninicyvesin
thi Vi irs3, ceay-of pimployment, byt nit Nfore accenting & job affer):

Last Name (Family Name) First Name (Given Name)

Stone Berthonys

Address (Strest Number and Name) Apt Numbér | City or Town

Zip Code
2704  talfue S~ Gl v Y.

Date of Birth (mm&ddyyy) |U.5, Social Secwity Number { E-mail Address 4 Talephone Numbar

07/094987  Brateal\ter 8| Stone t 44, 7889 mal.Com | (b18)606~ T2

2 +#7

1 am awang that federal law provides for imprisonment andfor fines for false statements or use of false documants in
connection with the completion of this form.

i attest, under penalty of perjury, that | am (check one of the following):
A-A ditizen of the United States

(] A noncitizen national of the United States (Ses instructions)
[] A tewful permanent resident (Alien Registration Numbar/USCIS Number):

3 An allen authorized to work untii {expiration date, # spplicabls, mm/ddAyyy) . Some afiens may write "N/A" in this field,
(See 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:

Al * ORbe i 3.0 Rarcode
’ Do Not Writa In This Space
2. Form $-84 Admission Number:

If you obtsined your admiasion number fram CBP in connection with your arrival in the United
States, include the following:

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

sonmentersons. i) I, esarr=
ot el
S —

: 7> et (e 92U/ ZE¥ |
BitiployRg ) R g T R cac -

attest, under penaity of perjury, that | have assisted In the compietion of this form and that to the best of my knowledge the
information ig true and coirrect.

[Signature of Preparer or Transkator; Date (mm/ddfyyy):
Lagt Name (Family Name) First Name (Givan Name)
Address (Street Number end Neme) ]cuyorTown State Zip Code

PO TR T SR

s oz ”.5‘:_'9;‘\2’" \ 'J x
yi gl New bige.

FormI-9 03/08/13 N



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 listed on
the “Lists of Acceptable Documents® on the next page of this form. For each document you review, record the following information: document title,
issuing authority, document number, and expiration date, if any.)

Empioyee Last Name, First Name and Middie Initial from Section 1:

List A OR List B AND List C
Identity and Employment Authorization Identity Empioyment Authorization
Document Title: Document Title: Document Title: ;
Issuing Authority: Issuin A{thority: Issuing Authority:
"% LR Amin
Document Number: nt Number: Dog% %&meer
-15¥1 -GU0 1% -ULIR

Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy):
Document Title:
Issuing Authority:
Document Number:

Expiration Date (if any)(mm/dd/yyyy):
3-D Barcode

Document Title: ; Do Not Write in This Space

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/fyyyy):

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 reiate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work In the United States.

The empioyee's first day of employment (mmv/dd/yyyy): SV3\Y (See instructions for exemptions.)

Signatu of Employer or Authgszed Representative Date (mm/ddfyyyy) Title of Employer or Authorized Representative
d MLLL /2. 2u-1y Acect Mac.
Ldst Name (Family Name) First Name (Given Name) Employer's Business or Orga\véaﬁon Name
.
W eo\ ina
Employer's Business or Organization Address (Street Number and Name) | City or Town State Zip Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (if applicable) (mm/dd/fyyyy):

C. If 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 establishes current employment authorization in the space provided below.

Document Title: Document Number: Expiration Date (if any)(mm/dd/yyyy):

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the 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/dd/yyyy): Print Name of Employer or Authorized Representative:

Form I-9 03/08/13 N Page 8 of 9



SENSITIVE BUT UNCLASSIFIED

Department of Homeland Security Report Prepared: 03/14/2014
E-Verify Page: 1 of 1

Case Verification Number: 2014073092814MF

Case Information:
_—————— e, e
Employee Information:

Last Name: Stone First Name: Anthony

Middle Initial: Other Names Used:

Social Security Number:  *** ** 4678 Date of Birth: 02/09/1987

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

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

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

Document Name: Driver's license Document State: Illinois

Driver's License or ID Card Document Expiration Date: 02/09/2015

Number:

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 03/14/2014 Employer Case ID:

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

Submitted By: CKRO8357 Submitted On: 03/14/2014

Initial Case Result:

Case Result: Employment Authorized

Employee Referred to SSA:

Referred By: Referred On:

Case Result from SSA (after SSA Tentative Nonconfirmation):

Case Result: Response Date:

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

Last Name: First Name:
Middle Initial: Other Names Used:
Social Security Number: Date of Birth:
Resubmitted By: Resubmitted On;

Case Result from SSA (after Resubmission):
Case Result:

Request Name Review:

Comments:
Submitted By: Submitted On:

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

Employee Referred to DHS:
Referred By: Referred On:




Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result: Response Date:

Photo Matching Results:

Determination:

Employee Referred to DHS (Additional):

Referred By: Referred On:

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

Case Result: Response Date:

Case Closure:

Closure Statement:
Closed By: Closed On:

SENSITIVE BUT UNCLASSIFIED
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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, mispiaced, destroyed, lost in the mail, etc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done $0, 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, elc), 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.

8i 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): 4{?%@ /AT 75/7/
Signature/Fima: %%M




‘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 tilat im

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 responsmllltles and agree to abide by these guidelines.




, employer solutions staffing group.

Leveraging Resources in a Changing Market

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with 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.



Form A (rev. 08/12)
EMPLOYER SECTION:

TAX CREDIT QUESTIONNAIRE

RETROTAX

Spueidtists in Tax Crodll Aamin stration

ESG FEIN#:

ESG Client Name & State:

Hiring Manager:

Position:

EMPLOYEE SECTION:

Employee Name:

»4n‘Hlaﬂy Mo rk

Street Address:

Yane.

City/State:

SS8#:
359 -718 -46T8

Date of Birth:
02 1991487

Age:
L7

Have yon worked for
this company before?
[ ]Yes [X]No

If yes, location:

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) 0O ®w
at any time since Aagust 5, 19977 (i yes, please provide iformation below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:

2, Have you or has anyune living with yon received Food Stamps (SNAF) at any time dering the past 15 months? rd O

(If yes, please provide information below.)
Name of the person receiving benefits: _(.f Relationship to you: &/
State: /L.,

City: County:_Mad s
3. Have you recrived Supplementst Security Income (SSI) at any time within the past 3 months?

Plense note, this is not the same a< Social Security benefits (3S) or Social Seeurity Disability (SSDI) benefits.
*If you checked yes please provida a copy of your SSI documentation,

4. Have you received any type of vocational rebabilitation services within the past fwo years? O K
1f ves, please indicate which type of u worked with and provide their location information below:
[_] Vocationat Rehabititation Agency [ ] Dept. of Veterans Affsirs || 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.  Areyow a Veteran of the U.S, Milltary? *[fyes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. Ifno, please continue to question #6.)

Dates of Service - From: / / To: / /
Branch of Service:
Are you entitied to or are you receiving compensation for a sexviee-conmected disability?
Have you been unemployed at any time during the lust 12 months?

If yes, dates of uemployment - From: / / To: / /
Did you receive uzemployment compensation at any point during your unemployment?
6. Have yon been convicted of a felony or released from prison for a felony convietion in the past 12 months?
Conviction Date: / / Release Date: / /
Was this a D Federal or D State contviction? If Statc - County:

B
=

/0 Oo
® O OO

Statc:

R A R R

TS

"’::- ; CAL, W ot - 4 " A
TEC (Native American): Are you or your spouse a member of a Native Ametican Tribe? A N
*Ifyou checked yas provide a copy of your CDIB card
CA Residonts:

Ate you the child of fostes parents? || Do you receive CalWorks? || Workforce Investment Act?
Are you & migrant ar seasonal farm worker? ﬁﬂaveyoumbuncouvimdofamisdmpm?
DDoyoumwichanﬁlyInd:pendmceBmﬁts?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency,
organization, or indtviduals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, amployer

. o /4

representutive (4esociated Consultants, I Retroiax), or the %
New Employee Signatare; Mf iﬂ £

SC Residents:




~ Pre-Screening Notice and Certification Request for

o GO0

Fsv. January 2012 the Work Opportunity Credit OMB No, 1545-1500
m sa\ﬂw b See separata Instructions.

Job applicant: Fill in the lines below and check any boxes that apply. Gomplete only this side.
Your name ﬂﬂ%# /t{a - " <= 7‘5:/75. Soclal security numbar > 35'. 7" 755~ 2&7&
Street addross whereyoulive 2 702 Lihy [P S
City ar town, state, and ZIP code o e 20935
couty _Mag o Telephone mumber (4 /8) 0677/

If you are under age 40, enter your date of birth (month, day, yeann  £/4 /09 /87

1T U C'heckhareifyoumeivada conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity cradit. .

2 [ Check hers if any of the following statements apply to you,

* | em a member of a family that has recelved assistance from Temporary Assistance for Neady Familles (TANF) for any 9
months during the past 18 menths.

° Iemavatsranmdamemberofafamﬂymmms}upplmntalNmﬂﬂonAsalsfanoeProgm(SNAP)heneﬂts(food
stamps) for 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
prograim, or the Depariment of Veterans Affairs.

= lam at least age 18 but not age 40 or older and | am a member of a family that;
a Recelved SNAP benefits (food stamps) for the past 6 months, or
b hodvadSNAPbansﬁlsﬂmdstamps)foratbaztaofmspaﬂ5mom,butlsnolmgerellglbletowcalwmem.

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

e { recaived supplemental security income (SSI) benefits for any month ending during the past 60 days.

* | am a veteran and | was unemployed for a perlod or perods totaling at least 4 weeks but less than € months during the
past year.

3 O Check here If you are a veteran and you were unempioyed for a period or periods totaling at least 6 months during the past
year.

4 [ Check here if you dre a veteran entitied to compensation for a service~connected disabliity andyouweredlschérgedor
released from active duty In the U.S. Armed Forces during the past year.

5 [J Check here if you are a veteran entitled to compensation for a servica-connected disability and you wera unemployad for a
period or periods totaling at least 6 months during the past year.

6 [J Check here if you are a member of a family that:
¢ Recelved TANF payments for at least the past 18 months, or
* Received TANF payments for any 18 months beginning after August &, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years, or
* Stopped belng eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be mada.

“Slgnature—All Apphicants Must Sign

Under permities of parjury, | deciare that { gave the above nformation to the employer on o befors the day | was offéred 8 job, and it Is, to the best of my knowtedge, true,
coirect, and complstes.

pate I5~/~/¥

Form 8830 (Rov. 1-2012)




<@ employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_//% day of_#lar, 4 , 201 4, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and _#Anthony Store 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 Sighature

Employer Solutions Staffing Group LLC, Representative



employer solutions staffing group.

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

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written efection, wages will be y

i E

h- m' -r i~ & e—

w0 [I00% J  @YSWem [, [#5 Ger” [T 0%

| Direct Depasit (Please complete Sections 3 and 5 below)
Payvoll Debit Card (Pleasc
T & [e0fBe [ b [og

I understand apd scknowledge that i X do sot provide a
voided check with this direct deposit form, ¥ am
responsible for any delxys in payroll or extrs costs
incurred if the sccount mwmber tizat X provide Is fncorrect.

Initial Date

Account Type: [ Checking [ Savings [lOther.

*  Tohelp us svoid making ao cror, please attach s copy of a voided check. (a deposit sitp will not work)

*  Ifyon change banks, do not coge your ald bk sccount wtil your direct deposit has started at the new bank, which may take 2 pay periods,
F plofs | PR, [HRE0 6 w800 c0hh GO 1, 0° Ned 6° sz

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
mquutsPaymlchbitCardﬁxmwemnstmvﬁbaﬂofﬂnfnﬂuwinginfonnnﬁnntlntwiﬂembhﬂnﬁlmdalinsﬁmiontoidmﬁfyymlf
you do not submit a Ditect Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issus you a Payroll Debit
Card to pay your wages. For yout protection, the financial institution may ask you to provide them additional identification information so they ean
verify your identity.

Except for the routing and account number, ESSG does not have access to sy information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and & packet containing ail of the terms and conditions. You will
then sign acknowledging that you received the Payro]l Debit Card and packet. Your Paysoll Debit Card will be reloaded on each payday you receive
WBEES.

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

First Name ML Last Name Datc of Birth
m teae 02/09/87

Street Ad (PO BOX NOT ACCEFTARLE) Social Security#
%gﬂ_@?_orlw St - 359-18-44678

i State Zi (mobile)
Condfrey e 22035 (5 e5-77
GET TEXT TS, when your paycheck is deposited on your card! s, sign mc up, for text alcrts ,
All we need to ktiow your cell phone setvice provider and mobilc mmmber above! y mobile service provideris: A2ty gt
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroit Debit Card Account #

122242597 e — —
T have received my Payroll Debit Card, welcome brochure, program fees, progrem terms, conditions, mddis?mu.Byacﬁvﬁgmy Payroll Debit Card,

T ant agrecing to the program tesms, conditions, and disclosures that are included or wads svailable ta me oo time to time from the Snneial instintion. T
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schednle that is part of the propram tenms,

comditions, and disclogutes,
Date: p.gﬁ// "/ ‘I[

Employee’s Signature: /
T autiorize ESSG o directly deposit my periodic wages/compeusation paymcats, not of required tzx withholings, ot equired miboldings
orwﬂmxinddedjmﬂms, into my account(s) as designated above und to initiate, if necessaty, debit eotries mnd adjustmentsfor any credit entries
made in etror to my account(s). * E-mail is required for pay stmb information.

“E-mafl: Ztonpt 4 @ & /|
this information will only be used to send your paystubs electronically

D 5[4




