PO Box 48270
Minneapolis, MN 55344-0956
Tal; 852.835.1288

wiww.esgstaffingsolutions.com

New

Personal Data-- PLEASE PRINT LEGIBLY IN INK

ire Application

Last Name O i AR First Name /L et /% Middle Initial _7 3
. 5 "iw s g SRy /% i,
Street Address < 218 Eayondusot ii iﬁ; AptBte

»)
City/StatelZip __« SohnSTow e levado L5 social Security Last Four JXOOCXX- ‘

. o it ii‘%
L F A e ey e £ o % g S %
S F g e T e e g S » P D T . . - P
Phone Number 7 5 L FOH D Email Address  {1{Licnro, %f@s@éﬁﬁwx @ O TR
Staffing Agency/Recruitment Partner (G

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

Are you legally authorized to work in the United Stales of America? [FYES [INO

Applicant Certification and Authorization
| authorize Emplover Solutions Staffing Group (ESSG) o usethe information and statements contalned in this application to determine my
qualifications for employment. 1 authorize ESSG o make inquiries of my former employers, except as indicated In this application,
regarding my previous duties, responsibiiities, performance, compensation and eligibility for rehire,
| understand that a comprehensive background check may be conducled to determine my eligibility for hire by certain clients of ESSG.
This may include but is not limited to, investigations of crimingl and/or conviction records, driving records andlor & drug screen test as
required by cliants, government regulations or by ESSG policies.
| release ESSE and other persans or entities from any claims that might be based on ESSG's decision to conduct a background check,
| 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, 1 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 policies and procedures ot EBEG,

ff :} §
. P | i I
T FUNE TR L Y / / /] ’ 04 / T P
Lo poToo [y i S s Y e ) Vs 0 =, i
Name (Print or type) ;ﬂiggéiicant‘s Signature Date ’

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

For ESSE Office Use Only
DOH NHW 3 8850 ; W4
Emargency Contact info Background Release Form Background Resuits Unemployment Letter ESC Application
{if applicable}
For ES5G Client Use
DOH ROP . Work Site Loc, WG Code

ESSG - CMGCD Rey, (2017
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Drug Screening Test Resulis

Company information

Company Name: Corporate Management Group

Address; 12000 N. Washington S, Suite 350, Thornton, CO BO241

Kame of Collecton

Donor information

Dionor First & Last Name: ’

5

R e
Reazson for Test: Pre-employment Screening

Sereen Resulls

Date Collected:

Test

Cocaing (COC) %

Mariuana (THO ¥

Opiate (OP1) ¥
X
X

Fail

Amphetamine [(AMP)
Methamphetamine {MET)

Certification

| hereby agree to submit to a saliva analysis for the purpese of testing for drug metabolites. The
sg}ecimgz%?i’wiﬁ&g is my ownand has not been substituted or altered.
e ; 4 ;i &

VA
Y :

£ Danor Signature

i

| hereby certify the specimen has been provided by the donor ubove.

3 L {924
e
g«?%
., f?g

S
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Form W-4 (2017)

Purpose. Compiate Form We4 0 that your
apioyer can withhold the corect faderal ncome
tax feom your pay. Consider completing 2 new Fairn
a4 pach yaar and when your parsonal of Grancial
situation changes.

Exemption from withholtling, I vou are exempl,
sompiate only ines 1, 2.8, 4 andd 7 angd sign e
form o validate 1. Your examption for 2017 expires
Febroary 15, 2018, See Pub. 808, Tax ithhaiding
and Estimated Tax

Rote: H arother paraon Gan Sigim you a8 a dependent
o his of her tay retumn, you can't tlaim exemption
feom withholding i vour jotal income gxoeeds 1,050
and includes more than 8360 of uneamed income {for
example, interest and dividends).

Exceptions. An employes may be abste to damn
axemption fram withheiding aven if the ampioyee is
2 deperdant, i the srployse:

= | age 88 or oider,
« ig blind, or

* Will plaim agiustmenis 1o INCOMa BX oretidy; o
temized deguctions, on his or he 18R relin,

BE

The exceptions dor't apply o aupplemental wags
grewter than §1,000,000,

Basic instructions, I vouarer't exempl, complste
the Personal Alowances Worksheet below, The
workshests on page @ further adiust your
withdoiding aliowanoes based on oz
decuntions, certain gredits, adjustments W incoms,
or two-sarners/muitinte jobs stuations.

Compiete all worksheets that apply. Howevar, you
may clain fewsr {or zers) alowances, For reguiar
wages, wiltholkding must be sasad on sliowanoes
you slamed sndd may ok be a figt amount or
parcentage of wagses.

Head of househuld, Gonerally, you can claim head
of rousshols Hing status on your tax relurm only I
you are unmarted and pay mors han 50% of the
wosts of kesping up & home for yourself and your
dapendentis) or other gualifying individuals. Ses
Pk, 801, Exemplions, Standard Deduction, ang
Filing nformation, for wdarmation.

Tay credits. You can take projecied fex credits into
account in figuing your aliowabla mber of

withholding ghowanpes. Credits for chiled o dependant
care sxpenses and the ohild tax oredit may be glgimead

using the Personal Allowances Worksheet helow.

See Pub. 505 for information-on sonverting your ather
credits inte withholding sllowances,

] inoorma. I you have & large amount of
morewage hoome, such as intersst or dividends,
sonsidar making estimated tax paymens using Form
1040-E8, Batimd 5 for insrddusis, Otberwise,
you may owe at nal oo I vou have pension or
ity income, see Pub, 305 fo find out i you should
adiugt vour withholding on Form Wed or W-aF,

Two earners or multiple jobs, f you have s
wondng spouse or vars than one job, figurs the
{pial number of sllowances you are entitied o claim
on =il jobs using workshsets from only one Form
Whd, Your withholding usustly will be most acourate
when ali allowances are claimed on the Form W-4
for the highest paying job and zer sliowances are
claimad an the others. Sze Pub. 503 for details,

Honresident alien, 1 you are & nonresident alisn, see
Notiss 1382, Supplermanial Furm W-4 Inslructions for
Nenresident aliens, befors completing his jorm.

Cheek your withholding. After your Poem W4 takes
affart, Gue Pub. 505 1o seg htw the amount you &7&
having withheld comparss to your projected Jolat i
for 2017, See Pub, 505, sspecialy If vour samings
axcead $130.000 Single) or $180,000 Maried).
Future developments, information about any fulurs
deveingments alfecting Form Wt (such ag
tagistation enacied atter we relsase i will be pogted
al www rs.oovivd.

Fereonal Allowances Worksheet (Keep for your record 5.

A Enter “1° for yoursel f no one else can claim you as 8 dependent .
« You're single and have only one jobt or

8 Ener il

& Your wages from a segond

o Enter “1” for your spouse, But, you may

» You'te married, have only ong job, and your spouse doasry't work; or
job or your spouse’s wages (or the totel of both) are $1.500 or less,
choose to enter 0" if you are married and have sither a Working spouss or more

than one job. (Entering “-0-" may help you avoid having too litls tax withheld) .

5 Enter number of dependents (other than your spouse of yourself; you will clafm on your texsturn ..
E  Enter 1" if you will file as head of household on your tax returmn (s
F Enter *17 i you have at least 32,000 of child or dependent care expenses for which you plan 1o clalm a oredit

b, 504, Child and Depandent Care Expenses, for detalls )

Sees Pub. 972, Child Tax Credit, for more information.

{$100,000 ¥ marrisd), enter “o% for sach sligible child; then less 1" i you

Note: Do not include child support payments. See Pu
& Child Tax Credit fncluding addifional child tax credig.
» If your total incoms will be less than $70.000

nave two to four eligible chiidren or less

« ¥ your 1otal incoms will be between $70,000 and $84,000 ($100,000 and 511 9,000 i marrieds, enter *1” for each eligible child, &

“3% if you have five or more eligible children.

s conditions under Head of household above]

eed

¥

N

mmg o
o

M Add lines A through G and enter total hers. (Note: This may be different from the number of axamptions you claln on your tax refum.) B H %

= If you plan 1o emize

For aceurasy. ;am? Adiustments Worksheet on page 2.
have more than one job or are marred and you and your spouse both work and the combined

compiets all  Fyou are single and
worksheels samings from all jobs exceed $50,000 (520,000 # marriad),
that appiy. to avoict having oo little tax withheld.

or claim adiustments to Income and want to rechice your withholding, ses the Deductions

see the Two-Barners/Multiple Jobs Worksheet on page Z

o If peither of the above siuations applies, stap hers and anter the number from line H on Jine 5 of Form W-4 below,

. ={
TN

Srepanirent of the Treasty
jrdermial Bovenue Bervice

certain number of allowances or sxemption from withholding Is
oy of this form to the RS,

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

Employee’s Withholding Allowance Certificate

b Whether you are entitied to claim
subject to review by the IRE. Your employer may be reguired to send 800

OB No. 1545-0074

2017

b Yo firsl name angd middle el

?} Lete. K&

Lastnams,

Lonklin

2 L "f’g&fﬁ sccggi security number it
ARG U e Ty 54
AH9-Y8~- 503 1

“Uorme aduress {number and strest oy ruvad routs)

s

3 & A B |
54 ! ‘E} FEXTEE S g@g}*&{i

lagig,

3 @” Single EE Marrisd E} Marsed, but withhold at highsr Single rate. %f\
Hote: ¥ manied, bt isgally separatad, or spouss is g noresident ailien, phenk B “Single” oK,

City or town, state, and ZIP goge
AStowo e {plorado

Go334

4 i your last name differs from that shown on your social security vard,
cheek here, You must oall 1-800-772-1213 for a replacement card, ¥ »

5 Tots number of alfowanses you are clalming {from line H above or from the app
&  Additinnal amount, if any, you want withheld from each paycheck . . . . .
7 1claimexemption from withholding for 2017, and | cortify that | mest both of the |

» Last year | had arightioa refund of all federal income tax withheld because | had no tax liability, and

« This year | expect a refund of i federal income tax withheld because | expect to fave ne tax fability.

I you mest both conditions, write “Exempt” hers, . . . P

oliowing conditions for exemption.

licable worksheet on page 2 & R %

. 815 A/A

naka

Under peralties of perjury, | declars that { have exarningd this certificate %ﬁd; o the best of my knowledge and belief, it is true. opredt, and complete.

Employvee’s signalure ]

{This form is not valid unless you signit) & 7

PNl
[ i
fff{’/ £ v’g‘g‘**”

s

7%
H o

B

i )
P AT

Date» {?f{fwg,};‘}g %&

8 Emplover's name and address {Employen Cotfiplete lings 8 and 10 aggé if sending to the IRS

g Cffive code pional

10 Emplover identification number (EIN

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

Cat Mo, 102200

Form VW4 @017



Employment Eligibility Verification USCIS

Department of Homeland Security . Form .‘If? .
T e . . . % OME No, 16150047
.S, Citizenship and Immigration Services

Fxpires 08312019

B START HMERE: Read instructions carefully before completing this form. The instructions must be aval
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: Itis illegal to discriminate against work-authotized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire of continue to employ
an individual because the documentation presented has a future expiration date may atso constitute illegal diserimination.

B formation and Atiestati

table, either in paper of etectronically,

i3

utas’; Name {Family Name) ) Fi:siﬂﬁaﬁ:ae {G{v&:: Nams} Middie Initial Other Last hiam&é U%eé{if éz}y}’
Co R N "’Efé& Leta A
Address (Street Numbsr and Nams) Apt. Number | City or Town Hiate ZIP Code
sy § buewswot a laviée Jolunstoton (o 8o o i
Date of Birth (mmdddiyyyy) 1.5, Social Ssourdty Number Ea:rzg:aioyee‘s E-mall Address Employes's Telephone Number
ilez/r9%3  |[Rlall- 1813 Blesl GaleoFa conl widonn | 219322 7605

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

| attest, under penalty of perjury, thatlam {check one of the following bores)
[T 1. Acitizen of the United States

{3 2 A noncitizen national of the United Siates {Bee insiructions)
g 3. Alswiul parmanent resident  (Adlen Registration Number/USGIS Munher)
D 4. A afien authorized to work until {expiration date, i applicable, rniddivyyy I3 gf}%g »grw
" Some aiens may wilie "N/A™ in the expiration date field. (See nshuclions) ’
Lliens authorized to work must provide only one of the following document numbers to complete Form 1-9: oo e Space
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Nurober OR Foreign Passpoti Number, .
1, Allen Ragistration NuraberdUSCIS Number! U ggf;‘% “‘%ﬁv
OR )
s A .
2. Form 1-84 Admission Number: A A o
OR .
I / %{
3. Foreign Passport Number: ji i ”%}
N # «jg
Country of issuance! X
: S /
Signature of Empisyag 7 & 7 Today's Date (rm/ddiyyyy) § « /ﬁf fff %,
v £ #

1 signeg When B

i attest, under penalty of perjury, hat | have assisted in the completion of
knowledge the information is true and correct

Signature of Preparer of Transiaior

Section 1 of this form and that to the best of my

$ Taday's Date (mmyddyyyy)

Last Name (Family Mame)} First Name (Given Name)

Address (Street Number and Name) City or Town Stale ZiP Code

Porm -9 OFITAT R Page 1 of 3



Employment Eligibility Verification
Department of Homeland Security
U.S. Citizenship and Immigration Services

Last Name {Family Name)

e

First Name (Given Name)

UsCIs
Form 1-9

ORI No. 16150047
Expires 083172019

Sitiae%&éf%mmigmtian Status

]

Ermployee Info from Section 3 (o i i N f;/""‘g{a Lo %l& %‘ﬁi sy f‘f 7w
Ligt A OR LigtB AND LigtC
identity and Employment Authorization identity Employraent Authorization
Documpent Titeq : | Document Title 1« Document Title L
ClethLE Dripess hBende et cechibicate

LB n g (L

Esfsg%gg Authority

e i %@’a i’fx‘&

issuing Authority
A I N
Jowrn Gerolivies

i%’o%ﬁm&m 553&@?36? -

684

Document Number

inE

Dosument Number

13-4 3~ oHH 134

Expiration Date (if gﬁy}{ﬁxmﬁ@yyy }
N

Expiration Date {if any{rmvddlyyyyl
Hpz/epee

Expirgtion Date (F anvimmiddlyyyy)

Document Tike

1ssuing Authority

Additional information

Document Mumber

Expiration Date (i anyimmiddiyyyyl

Document Title

tssuing Authotity

Document Number

Evpiration Date {if anyi{mm/ddlyyyyl

R Code - Suchons 28

30 Mot Yoie InThis Spe

@ o

Cerfification: | attest, under penalty of perjury, that (1) t have examined the document(s) presented
{2} the above-listed document{s} appear to be genuin

employse is authorized to work In the United States.
The employee's first day of employment (mm/ddiyyyy): &5

? {See instructions for exemptions)

by the above-named employee,
e and to relate to the employee named, and {3) fo the bestof my krowistge the

of Employer or Authariz

Fepreseniative

Signat
2 rsc. el

(o

o3

Today's Date {rrrcdyyyyh
o5 |20

Ex

Title of Employer o Authorized Representative

Agsiztaat

fm/ﬁ\m

Lad wame of Bmployer or Authorized Reprosentative

N~ p\ﬁdff’ﬂu

First Naews of Employsr or ;’%ﬁt?‘}i"%z%d Represantative

Employer's Business of Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLO

Employer's Business Csﬁfnimﬁan Address (Street Number and Name) City or Town State 2P Code
T DRIVE  SUITE 200 EDEN PRAIRIE MN AE344

7480 FLYING CL

First Name (Given Name)

iddie Initial

oo ‘ployes's pravious grant

C.¥ ayee's prev of empioyment authorization b
continuing employment authorizallon I 0 ;

space provided belo

vids the information

Document Tiie

Document Number

Expiration Date (f ar) {mmyddfeyyy)

{ attest, under penalty of perjury,

that to the best of my knowledge, this employee is authorized ¢
the employee presented document{s), the documentis) | have examined appear {0 be genuine an

5 work in the United States, and i
4 i relate to the individual.

Signature of Employer or Authorized Representative

Today's Date (mmiddiyyyy)

Name of Employer or Authorized Reprasentative

Form 1.9 071717 N

Page 2 of 3



ENVIPLOYER SCLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

)/’f; ;
Employee Names 2

{First) {Middle) {Last)

Current Address Since: &/ O jtt 7 Kovensootd tve Joh ndlown L
{Mo/yr) {Street) {City) {State/Zip)
N C@ ; o “““*Wé”@ P ;’z s )4 51’: Ery 5 : s o é,y“’:; & 1% & :;.
Previous Address From JARIG UL o R FAdyngndion W P AL OT0S
, ) ) P ) ns i .
{Mo/Yr) {Street) {City) ~ (State/Zip)
Previous Address From: Gcl jAerD  ALC Fadpa Dngvn AL
(Mo/Yr) {Street) {Srate/Zip)

Social Security Number: 24

;s - P J—

N B DR T SRR (VL o D
BPhone Number: T8 1704 dee oo

Driver's License Number/State: -

The information contained in this application is correct to the best of my knowledga,

| hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, butis not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

| further authorize any individual, company, firm, corporation, or public agency to divulge any and all information, verbal
or written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLCand its
designated agents and representatives shall maintain all information received from this authorizationin a confidential
manner in order to protect the applicants personal information, including, but not litmited to, addresses, social security
numbers, and dates of birth,7  »

AL nz/me fie
Signature: 2 éf&i,fj%‘ L e Date: _&/= 5@*&3‘5 j=

&
Notice to CA, MN, and OK Residents:
please check the box below if you wish to receive a copy of a consumer report that is requested.
U1 { wish to receive a copy of any Background Check Report on me that is reguested.




BHYTH NG

139~

L TII PSR
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SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2018064112242GY
Report Prepared: 03/05/2018

Company Information

Company ID: 47429

Employee Information

Company Name: Employer Solutions Staffing Group

Last Name: Conklin
Date of Birth: 11/03/1993
Hire Date: 03/05/2018

Document Information

First Name: Dakota
Social Security Number: *** ** 3054
Citizenship Status: A citizen of the United States

List B Document: Driver's license or ID card issued by a U.S. state or outlying
possession

Document Name: Driver's license

Driver's License or ID Card Number:

Case Status Information

List C Document: U.S. birth certificate (original or certified copy)

Document State: Utah
Document Expiration Date: 11/03/2020

Final Case Result: Employment Authorized
Case Submitted On: 03/05/2018
Closed On: 03/05/2018

Employer Case ID:
Case Submitted By: AFIN3846
Closed By: AFIN3846

Closure Statement: The employee continues to work for the employer after receiving an Employment Authorized result.

SENSITIVE BUT UNCLASSIFIED







EMERGENCY CONTACT INFORMATION

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

H H H )
Emploves Name: ko la,  Lon (AN

el D B R ey, 5 d PR T S 6 ST

Address: Selg  Kavens weed  lank Johmstowen (& 2Go v .
) fe L T T T DR & P

Home Phone: - od e et o

. g A " e T
Contact #1 | Home Phone: #1922 2 -4l o

- j/v /: 5 :A Y §%§ 5 ;“"*s -
Name: Forvn LDV Cell Phone:

Relationship: V10 g Work Phone:

w5

Contact #2 Home Phone:

A
s

K ).w} %gx 5 F §<, ; . (,« " vo? )
Name: "7 flom Ceonlkln Cell Phone: ¥l

ol

§
g
LN
widt

{
e
i
9
Px

s . T b £ oy 5 :
Relationship:  J$ 4§ 0Tk Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergancy. -
A //

ATNAS

7

This information will remain confidential and will only he used in the cuse of on emergency.




Direct i}gpnszﬂ?aymii Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
T ftten election, wages will be paid by Payroll Debit Card.

eotive Date

4 Direct Deposit (Please complete Sections 3 and & below]
D Pavrell Debit Card (Please complete Sections 4 and § bl

1 understand and acknowledge that if 1 do not provide 2

Tark Name: voided cherk with this divect deposit form, Lam
& 5w Vi s N Y
o Ay *&w@gg@% al &l ‘zé) o vesponsibie for any delays in puyroll or extra costs
Routing?  eenzee 2S¢ ggﬂ? R ineurved i the account number that 1 provide is incorrect.
o8 LR T
Actoum# "?g 3Gy T e P
[ e R oy tnitial ] ¥ . Diate

Account Type: [ Checking [ Savings TlOther o
¥ £ £

¢ Tohelp us avold making an error, please attach & copy of a voided check. (3 deposit slip will net work)
i vou change banks, do not close your oid bank aveount untl your direct deposit has starled at the new bank, which may wke 2 pay periods,

Federal law requires all financial institutions to obtain, verify, and record information
request a Payroll Debit Card for yo
vou donot submit a Direct Deposi

hat identifies each popsdl who opens an gecount. In order
we must provide all of the following information that will comble4e Samcial instiution to idemify you, If
ayroll Debit Card Authorization, ESSG will provide the necessiry information and issue vou a Payroll Debit

T additional idamification miormation so they can

Card 1o pav.vour wages, For your protection. the financial institution may ask you'to providgh®
verife vour idéntity. L

Except for the routing and acepunt number, £55¢ does not have access to and information regarding vour Payroll Debit Card account or
tramsactions. On yvour first payday, Youwill receive your new Payrolt Debif4rd, and 2 packet containing all of the terms and conditions. Yeu will
then sign acknowledging that you received the Pay |

Diebit Card and packet. Your Payroll Debit Card will be reloaded on gach payday vou receive
WHESS, -

o

CARDMOLDER INFORMATION (ax vou wanl your }fﬁi}’f&iﬁiiwﬁ&?éi&gaﬁi 1o be issued)
Fivst Name M1 Last Naffie . Date of Birth

Street AGAress ;o BOXNOT ACCESTABLEY 7 T i Social Security#
Oty 7T Stute Zip . Cell Phone (mobile) ™
RECEIPT OF PAY ROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Pavrol ]3«;*:&3@;&5%%%& Routing # Pavroll Debit Card Accopnt #

AVT39T2181

Thave roverved my Payroll Debit Card, welcome brochurs, progean foes, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
{ any agreeing fo the program wrms, conditions. and disclosures that ave included or made available to me from time to time Trom the finameial institation. 1
authorize the fnancial mstiution W debit my Payrol] Debit Card account for the & deseribed in the fee schedude that is part of the program tenms,
conditions, and disclosures.

P

zc&mmz&i%epay’mcn{s. set of reguired tax withholdings, other re uired withholding

1 agthorize £SSG 1o directly deposis my periodic we o
adjustments

or authorized deductions. into my account(s) as designated above and 1o initiate, i necessary, debit entries and

made in error o my account(s), * Fmail is required for pay stub information.
Emait___(0lcotucon A @ (Iinaal - LOTA T

W
, this information will only be used 19 dend vour paystubs electronically

/ Date: fﬁﬁisﬁ;’b}g ;‘? ¥ &%

. s
Employee's Signature: £ f/

",




STATEMENT OF CONFIDENTIALITY

This agreement made this_2__day of _/accln , 201 €, between
Employer Solutions Staffing Group LLC, hereinafter referred to as "employer’,

and T kote (pelelinn  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 eguity or otherwise.

o
S | §
:’Af[ 3; § g’g
e E 4

fo‘ £ e F:

/ / f ;ﬁ* Y )
& G é F I st
1A A f . e

& i
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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:

Vinnesota 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 return to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

Notify your emplover immediately of any new iniuries 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 1o receive
compensation for the time away from work. The physician must complete a
Report of Workability.

| have read my responsibilities and agree fo abide by these guidelines.
A R
A7 4 i
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ESSG WORKPLACE SAFETY POLICY

Tt is ESSG's policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSG's duty to:

{1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and re gulations issued
under the OSH Act.

(2) Bnsure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(3) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
emplovees follow safety and health requirements.

(5) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

e Responsibility to work in compliance with OSHA laws and regulations

e Responsibility to use personal protective equipment and clothing as directed
hy the host employer

e Responsibility to report workplace hazards and dangers

e Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

o Right to refuse unsafe work

e Right to know or be informed about actual and potential dangess in the
workplace

¢ Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



Acknowledgement of Receipt of Workplace Safety Policy

1 certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSG's policy on
ESSC WORKPLACE SAFETY POLICY and I understand failure to comply is

grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that [ am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG's Safety Divector at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matiers.

Emplovee Name (Please Print)

5 w
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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 so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
heen 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

i un cheque de pago se pierde (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 detendré 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 ¢l
cheque fue robado. Siel cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con lefra de molde):. < L éf,w % Low 53 s
7 A/

Signature/Firma. /[ 4+ /4 LA ~

E



Unemplovment Acknowledgement

According to Colorado Statutes section 8-73-105.3. A temporary employee who
is given a notice that the employee is required to contact or notify the employer
upon completion of an assignment and to be available to work, as agreed upon
at the time of hire, during a specified period of time, on specified dates, or upon
call by the employer on an as-needed basis and who does not contact or notify
the employer upon completion of an assignment in compliance with the notice
and is not available to work at the agreed-upon times is deemed to have
voluntarily terminated employment for the purpose of determining benefits
pursuant to section 8-73-108 (8) (e). Also, a temporary employee who agrees fo
work on an as-needed basis and refuses all work within three separate pay
periods when contacted by the employer is deemed to have voluntarily
terminated employment for reasons that may or may not allow an award of
benefits pursuant o section 8-73-108.

it is your responsibility to contact or notify ESSG (For example, by calling 303-
920-1425, or using another means of contact) once your assignment ends.
if you fail to do so, it may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact or notify ESSG
once an assignment ends. | also acknowledge that | have received a separate
copy of this form. 7€ (Initial)

i

Emﬁwﬁeé&gnaﬁum: T Date:

00 TR VU WU A A
T leote, Lonk])ia

Employee (please print your name here)

CMG-08/2013



DRUG AND ALCOHOL TESTING POLICY

. PURPOSE

Alcohal and drug abuse adversely affects job performance, the kind of work an employee
performs and an employee’s opportunities for successful employment. It is the intent of this document
to provide employees with ESSG’s [hereafter “the Company”] policy regarding the use of drugs and
alcohol while at work. The Company does not intend to intrude into the private lives of its employees,
but strongly believes that a drug-free workplace is in the best interest of employees and non-
employees alike,

i SCOPE

This policy applies to all a;:&;t:iiéamg for employment and fo all employees including contract or
temporary employees. The policy is applicable at Company facilities or whenever Company
employees are performing company business.

N DISCLAIMER

Employment at the Company is at-will. This policy is not a unilateral employment contract and
should not be interpreted as creating a unilateral employment contract.

v, PROHIBITIONS

A No employee shall report to work under the influence of alcohol, any controlled
substances. or any other drugs or medications that may affect the employee’s aleriness, coordination,
reaction, response, judgment, decision-making, or safety.

B. No employee shall operate, use, or drive any equipment, machinery, or vehicle of the
Company or any client of Company while under the influence of alcohol, any controlled substances, or
any other drugs or medications that may adversely affect the employee’s ability to operate such
equipment, machinery, or vehicle. Employees are under an affirmative duty to immediately notify their
supervisor if they are not in an appropriate mental or physical condition to operate, use, or drive any
equipment machinery, or vehicle or otherwise safely perform their job duties.

C. No employee shall unlawfully manufacture, distribute, dispense, possess, transfer, or
use a controlled substance in the workplace or wherever the Company’s work is being performed.

D. Engaging in off-duty sale, purchase, transfer, use or possession of illegal drugs or
controlled substances may have a negative effect on an employee’s ability to perform his/her work for
the Company. In such circumstances, the employee is subject to discipline.

£ When an employee is taking medically authorized drugs or other substances that may
alter job performance, the employee is under an affirmative duty to notify their supervisor of the
temporary inability to perform his or her job duties.

F. The Company shall notify the appropriate law enforcement agency, licensing boards,
and other relevant authorities when it has reasonable suspicion to believe that an employee may have
illegal drugs in his or her possession at work or on company premises.

[



G. Employees shall not consume alcoholic beverages during lunch periods, dinner
periods, or breaks when returning immediately thereafter to perform work on behalf of the Company.
in situations where the employee conducts the Company's husiness after the intake of alcohol, the
employee shall be subject to discipline up to and including discharge.

V. ALCOHOL AND DRUG TESTING

As part of the Company's commitment to an alcohol and drug-free workplace, the Company
reserves the right to require that applicants and employees submit to drug or alcohol testing n
sccordance with the provisions of applicable law. This policy represents the notice required under
applicable law and a copy will be provided to all applicants and employees who are requested to
undergo testing. In the event of any conflict between this policy and appiicable law in affect at the fime
of the test, the law will control. :

A Who May be Subiect to Testing.

1. Job Applicants. The Company may require that all applicants for a particular
position be tested for drugs or alcohol after receiving a conditional offer of employment. If the
applicant tests positive for drugs or alcohol, the conditional offer may be withdrawn.

2. Routine Physical Examination Testing. The Company may require employees
to undergo a drug or alcohol test once a year as part of a routine physical examination. Affected
employses will be given two weeks written notice that they will be tested for drugs or alcohol as part of
a routineg physical.

3. Random Testing. The Company may require employees in safety-sensitive
positions to undergo testing on a random selection basis. Once the random selection has been made,
the Company will not waive the selection of any employees identified through the random process.

4, Reasonable Suspicion Testing. The Company may require an em ployes 0
undergo drug or alcohol festing if the Company reasonably suspects that the employee:

a. is under the influence of drugs or alcohol;

b. has violated the Company's written work rules prohibiting drug and alcohol use;

c. has sustained or caused another employee to sustain personal injury; of

d. has caused a work-related accident or was operating or helping to operate

machinery, equipment or vehicles involved in a work-related accident.

5, Treatment Program Testing. The Company may require an employee who has
heen referred for chemical dependency treatment or evaluation or is participating in 2 treatment
program under an employee henefit plan to undergo drug or alcohol testing on a random basis and
without advance notice during the evaluation or treatment period and for up to two years following the
completion of any treatment program.




B, Conducting the Testing.

1. Consent. All employees required to undergo testing will be required to complete
and sign the employee consent form attached as Appendix A.

2. Refusal to Participate. An employee or job applicant has the right to refuse
testing. However, a refusal of testing will be treated as a failure to comply with Company pelicy and
may result in withdrawal of a job offer or disciplinary action up to and including termination of
employment.

3. The Laboratory. The Company will use a laboratory certified by the National
institute on Drug Abuse (NIDA) or its successor, the College of American Pathologists (CAP), or the
New York State Department of Health or other licensing body recognized by applicable law fo perform
all drug and alcohol tests.

4, Test Resulls,

The laboratory will conduct both an initial test and a confirmatory test if the initial test is positive. A
negative result on either the initial or confirmatory test will be deemed a negative test result (ie.
the employee passed the test). A positive result on hoth the initial and confirmatory test will be
deemed a positive test result (i.e. the employee failed the test.)

a. Negative Test Result. An employee or applicant who tests negative for
drugs or aicohol will be given writien notice that they passed the test within three working days of the
Company receiving the test results from the testing laboratory.

b. Positive Test Result. An employee or applicant who tests positive for
drugs or alcohol will be given written notice that they have failed the test within three working days of
the Company receiving the test results from the testing laboratory. The employee or applicant will
then be given the opportunity to provide any information to explain the positive result, including any
over-the-counter or prescription medications the employee or applicant may have taken. An employee
or applicant who wishes to submit any explanatory information must do so within three working days
after being notified of the positive test result.

An employee or applicant who has a positive test result may also request @
retest of the original sample by the same or different certified laboratory at his or her own expense.
An employes or applicant who wishes to conduct a retest must notify the Company in writing of their
intention fo conduct such a retest within five working days after being notified of the nositive test result.
¥ the rasults of the retest are negative, the test will be considered a negative test result.

C. Right to Test Result. An employee or job applicant has the right to
request and receive from the Cormpany a copy of the test result report on any drug or alcohol test

C. Costs. Al costs related fo alcohol and drug testing will be paid by the Company, with the
exception of any retests requested by the employee or applicant following a positive test result.

. Disciplinary Action in Response to a Positive Test Result

1. Interim Discipline and Action: The Company reserves the right to temporarily
suspend an employee or transfer the employee to another position at the same rate of pay pending
the outcome of any drug or alcohol test. An employee who is suspended without pay will be reinstated
with back pay if the test or any requested retest is negative,




2. Applicants. The Company reserves the right to withdraw the conditional job
offer of any job applicant with a positive test result, without the opportunity to complete evaluation or
freatment. :

3. Employees - First Positive Test Result - Termination: The Company will not
discharge an employee for the first positive test result. Instead the employee will be given the
opportunity to participate in an appropriate drug or alcohol counseling or rehabilitation program as
determined by a certified chemical use counselor or physician trained in the diagnosis and treatment
of chemical dependency chosen by the Company. The employee will be responsible for paying all
costs associated with any evaluation and subsequent treatment themselves or pursuant to coverage
under an employee benefit plan. An employee who refuses or fails to participate in, cooperate with, or
complete the evaluation or recommended treatment may be terminated. An employee who
successfully completes treatment may be subject to random follow-up testing for a period of up to two
years in accordance with section V.A5. of this policy.

4, Emplovees - First Positive Test Result—Discipling: The Company reserves the
right to take any other disciplinary action short of discharge it deems warranted following a first
positive test result,

5, Emplovees-Subseguent Positive Test Resull, An employee who has more than
one positive test result may be terminated immediately following any second or subsequent positive
test result without referral to or the opportunity to complete additional chemical dependency
counseling or rehabilitation.

£ Privacy of Test Resulis,
1. Test results and other information acquired as a result of the testing program

are private and confidential information and will not be disclosed by the Company or the testing
laboratory to ancther employee or to third party individuals, government agencies, or private
organizations without written consent of the employee or applicant being tested.

2. Evidence of a positive test resull, however, may be used in an arbitration
proceeding pursuant to a collective bargaining agreement, an administrative hearing, or a judicial
proceeding, provided the information is relevant to the hearing or proceeding. Such evidence may also
be disclosed to any federal agency or other unit of the United States government as required under
federal law, regulation, or order. Evidence of a positive test result may also be disclosed (o a
substance abuse treatment facility for the purpose of evaluation or treatment.

3, The Company will provide an employee with access to information in the
employee’s file relating to positive test result reports and other information acquired in the testing
process as well as conclusions drawn from or actions taken based upon such information.



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | have been allowed to read and inspect a written copy of ESS8G policy on
drugs and alcohol,
2. | have read the enfire contents of this policy and | am aware and fully

understand: (a) the pelicy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (¢) my rights under the policy and the consequences it
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component {blood,
urine, breath, or any combination thereof) from me for testing for alcohol andfor drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug andfor alcohol test and other information
related to the test.

AL
Andividual’s Name

-

(2/08)12

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

Chient: 7 i Company:
Lietertes . Company
Location: Positiom Starting Wage: §
EMPLOVEE SECTION:
First Name: Last Name: Suffix Street Address: City/Stare:
7% § { & § H - P ? : Vaf>§ o B # g,
: Enbi v s, f:%z I e, R RS g&{@xf*& s Ll
Date of Birth: Age: Have vou worked for | ¥ ves, location:
4 S % this company bef sf}:xs‘;’
AT Yes[ | No ot
Please complete all questions, and sign and date the form. Yes No
1. Have vou or has apyone living with you received Temporary Assistanece to Needy Families (TANE) M i
at any thme since August 5, 19977 (' yes. please provide information below )
Nawme of the person receiving benefiis: ____ Relationshiptoyow
Cive____ Countyr ____Swter
2. Have vou or has anyene living with you received Food Stamps (SNAP) at any time during the past 15 months? ] 1
o (Iyves, please provide information below
Wame of the persen receiving benelig Relationship o you
Cityr County: State:
3. Have vou received Supplemental Security Income (S51) at any time within the past 3 months? 7 M
Please note. this is nat the same 45 Social Secusity beacfits (88) or Soclal Security Disability 1881 benefus.
*ff vou checked yes please provide o copy of vour SET docianentation,
4. Have you received any tvpe of vocational rehabilitation services within the past two years? M n

If ves, please indicate which type of ageney you worked with and provide their location information below:

7 vecationa] Rehabilitation Agency [T Dept of Veterans Affairs [ Emplovmen: Newwork {Ticket to Work Program)
Name of Ageney: Phone 1

City: County: State:

I you checked ves please provide & copy of your active Individual Work Plan and Ticket to Work documeniarion,

Are you a Veteran of the U.S, Military? "l yes, please provide a copy of your DID-214 and lesier of separarion,
(If ves, please provide information below. B no. please continue to guesiion #6%

L
G

1

Drates of Service - From: o Foe
Branch of Service:
Arevou entitled to or are you receiving compensation for  service-conneeted disabilib?

e

6. Have you been unemployed at any time during the Jast 12 months?

I wes, dates of unemployment - From: To .
Did vou receive unemployment compensation atany point during your unemployment?

1f ves, in which state did you receive unemployment gompensation? ___

o o o

oy o

7. Have vou been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Redease Date:

Wasthisa | ] Federal or [] State conviction? If State - County: ____ Stater

TEC (Native American): Are vou or your spouse a member of a Native American [ribe? N M

I vou ehecked ves please provide a copy af yorr CDIB card.

CA Residentss [ Are vou the child of foster parents? 1 Do vou receive CalWaorks? 71 Workforce Investment Act?
{71 Are vou a migeant or seasonal farm worker? ﬁ Have vou ever been convicted of a misdemeanor?

SC Residents: || Do vou receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under pevatiies of perfury. | declare the tjormation abeve &0 be frue and accurate (o e best of sy kuowledge, and 1 hereby muhorize any agency, orgonisation, or
indiiduals 1o supply such vergfivation or information fhat may be nweded to deferming tax creclit eligibiliy to nty emplover, emplover representative {dssoviaed

Consultants, Ine, dhe Rewrorax), or the Deparfmens a:}j?’ﬂfmr. .
Mo Bl Slenatues o YA {s‘ 1D YW, Tintar gz g‘!jﬁ 2: ;E et
F: S . P i e 1



Form gg

Pre-Screening Notice and Certification Request for

(Rov. Maroh 2018) the Work Oppeortunity Credit OWE No. 1545-1500

Disprartmet of the Treasuny . N R . N s
erra! Bevenus Serdoe e Ipforemation ahout Fore 8850 and iis separats inslructions is at www.irs. goviform8san,

dob agpiipant: £ill in the lines below and check any boxes that apply. Complete only this side.

e i i & P 3 g P g, seny e 2
A . B i . R . =% § i F O e g B, fo
Yourname /.3 é( 1o {(ow § LERN Social security number B <411 -HE 500
Street address whereyou live 4 & 21 5 Zowvind oo e

Chy or town, state, and ZIP code S TO W YL 53 g 2 e O

Courdy

Talephone numbser

" ‘ e X i/
if you are under age 40, enter your date of birth {month, day, vear) i/ O

§ %

/1953

1 0
2
4 O
5
g [
7 O

Check here if you recelved a conditional certification from the state workinroe agency (SWA) or a participating local agancy
for the work opportunity credit,

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

e | am a member of & family thal has received assistance from Temporary Assistance for Neady Families (TANF) for any ©
montfis during the past 18 months,

{ am a veteran and a member of a family that received Supplemental Nulrition Assistance Program (SNAP) berefits {food
stamps) for at lzast a 3-month period during the past 15 maonths.

| was referred here by a rehabilitation agency approved by the state, an employment network under the Tickat to Work
program, or the Department of Velterans Adfairs,

{ am at least age 18 but not age 40 or older and | am a rember of & family thal

a, Heceived SNAP benefits ffood stamps) for the past 6 months; or

b, Fecaived SNAR benefits (food stamps) for at least 3 of the past 5 mondhs, but is no longer sigible {0 receive them.

During the past year, L was convictad of a felony or released from prison for a felony.

| received supplemental security income (S81) benefits for any month ending during the past 00 days,

| am a veteran and | was unemployed for a period or pericds totating at least 4 weeks bt lsss than 8 months dwing the
past year

#®

&

L3

»

&

®

| Check here if you are a veteran and you were unemployed for a period or periods totaling at least & months during the past

yEar,

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

Chack here if you are a veteran entitied to compensation for a service-connectaed disability and vou were unemployed for a
peried or periods totaling at least 6 months during the past year,

Chack here if you ars 8 member of a family that:

« Received TANF payments for at lsast the past 18 months; or .

» Beceived TANF payments for any 18 months beginning after August 5, 1997, and the sarliest 18-month pariod beginning
after August 5, 1987, endad during the past 2 years; or

« Stopped being eligible for TANF payments during the past 2 years necause federal or state law limited the maximum time
those payments could be made.

Check here if you are in a period of unemployment that is at least 27 consecutive wesks and for all or bart of that period
you received unemployment compensation.

Signature— All Applicants Must Sign

Under penalfizs of petjury, dectars that | gave the above nfermation to the smployer on or bafore the day | was offered & job, and {5, 1o the beat of my knowledgs, true.
sorect, and complete, 7 ¢

“Job applicant’s signatwre b/ ;i*:gg/

/ {

Oate {}%@ z:: ;’; ; %g

Yy
H
s g
PN

jf

For Privacy Act and Paperwark Reduction Act Notice, see page 2. Cat. No. 228511 orm 8850 (Rev. 3-2016)



U.S. Department Labor OMB Control No. 1203-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) 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 IRS Form 8850 or if filed
separately, with ETA Form 9061 {or ETA Form 9062) for each certification request filed for the new target

group.

Under penalties of perjury, I declare that this information is trae and correct to the best of my
knowledge,

Social Security Number:

Employer Name:

please check the statements below if they apply to you.
O | declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

L | declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

The internal Revenue Cada of 1988, Section 51, as amended and s enacling legisiation, 21 104-188, specify that the Sias Workloree Agencias arethe
“designated” agencies responsible for adminisiering the WOTC carfification procedures of this program, The information you have provided completing this
formm will be disclosed by your employer fo the Siate Workloroe Agency. Provision of s infomation Is voluniery; however the informalion is sequbred 10
determing your employers elighiity for the feders tax credit

¢+ — o+ < S 2+ T o £ S 3 (S = o o~ o <\ 1+ 4 o2 5 ¥ e A s

Public Burden Statement:

Parsans are nol required 1o réspond to this collestion of information unless it displays @ currenily valid O B control number, Respondents’ obbgation fo
complete this form is required fo obtain of retain benefits (P L. 111-5). Public reporiing burden is esimated to sverage 10 minutes per responss, including the
dime for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and complefing and reviewing the collaction of
Information. Send comments regarding this burden estimate o the U.S. Department of Lahor, Division of Nationa! Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Papemwork Reduction Project 1905-0374). Please do not subrii completed forms to tis wridress,

117-

ETA Form 9175 (Rev. November 2016)






