&M8/2017 E-Verify: Print Case Details - Preview

E-Verify

SENSITIVE BUT UNCLASSIFIED
Cass Verification Number: 2017139151410LZ
ReportPrapared: 05/18/2017
Company Information
Company iD: 47429 Company Name; Employer Solutions Staffing Group
Employes Information
Last Name: Dalmar Firat Nama: Hamad
Date of Birth: 04/02/1800 Soclal Security Number: ** ** 1980
Hire Date: 05/18/2017 Gitizenship Status: A clizen of the Unfted States
Document Information
List B Document: Driver’s license ar iD card lssuad by a U.S, state or outlying pessession List C Document: Social Securlty Card
Dooument Name: Driver's license Document Stata; Minnesota
Driver's Licensa or ID Card Numbar; Documant Expiration Date: 04/02/2020
Case Status Information
Final Case Result: Employment Authorized Employer Case ID;
Case Submitted On; 05/18/2017 Case Submitted By: YMOUS5845
Closed On: 05/18/2017 Closed By: YMOUSB45

Closure Statement: The empioyes continuss o work for the employer after recelving an Employment Authorized result.

SENSITIVE BUT UNCLASSIFIED

hitps://e-verify.uscis.goviweb/PrintCaseDetails.aspx?CaseVerNum=2017138151410LZ n



PO Box 46270
Minneapolis, MN 55344-9956
Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application
Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name 1 a{tar” First Name Ll‘* ne ) Middle Initial ,&
Street Address [Zt—rats Tinals=ts 12 A / (2%3L -L erd st“"& ? &AptlSte

City/State/Zip E( LOhgTEN AaN) STIUS F— Social Security Last Four XXX-XX- {e7es
Phone Number J 51~ 575’"%3 % Email Address &M&&'@ (2 _)/C'r Lewezin-

Staffing Agency/Recruitment Partner Coy ‘2% Y dﬂ SN0 m(g Aven + (‘5! () l!&%?

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

Are you legally authorized to work in the United States of America? E’é’:‘, NO
Applicant Certification and Authorization

1 authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this appiication to determine my
quailfications for employment. | authorize ESSG to make Inquiries of my former empioyers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibiiity for rehire.

1 understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may Include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government reguiations or by ESSG poiicies.

1 release ESSG and other persons 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. | understand that any material omission or misrepresentation will resuit in my disqualification from
consideration for employment or, if discovered after | begin empioyment, will resuit in my termination.

If hired, i agree to abide by the policies and procedures of ESSG.

H&MA &q,u/\wr lﬂ:&gé Et; (% - (—l

Name (Print or type) Applicant’s Signature

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

For ESSG Office Use Only
DOH NHW 19 8850 W4

Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
{If applicable)

For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev. 0412017



Form W4 (2017)

Purpose. Complste Form W-4 so that your
ampioyer can withhold the comrect faderal Income
tax from your pay. Conslder comp|aﬂr;? a new Form
W-4 each Kear and when your personal or financial
situation changes.

Exsmption from withholding. if |imu are exempt,
compiste only lines 1, 2, 3, 4, and 7 and sign the
form to validate it. Your exemption for 2017 expires
February 15, 2018. See Pub. 505, Tax Withholding
and Estimated Tax.

Note: If ancther person can olaim you as a dependent
on his or her tax retum, you can't claim exemption
from withholding if mtutal Income exceeds $1,050
and Includes more $350 of uneamed income (for
example, interest and dividends).

Exceptions. An ernployaa may be able to claim
exemption from withholding even if the employee Is
a dependent, if the employes:

= is age 65 or older,
e |8 blind, or

« Will ciaim adjustments to Income; tax credits; or
itemized deductions, on his or her tax retum.

The exceptions don't a to supplemental wages
greaterthpa?\ $1.000.008P i ape .

Baslc instructions. If you aren't exempt, compiete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to Income,
or two-eamers/multiple jobs situations.

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

Head of household. Generally, you can claim head
of househoid filing status on your tax return onlﬁ If
you are unmarried and pay mare than 50% of the
costs of keeping ol.tlﬁ a home for yourself and your
de em:lant(sg| or other qualifying individuals. See
Pub. 601, Exemptions, Standard Deduction, and
Filing Information, for Information.

Tax credits. You can take projected tax cradits Into
account In figuring your allowable number of
withholding allowances. Credits for chiid or dependent
ocare expenses and the chlld tax credit may be claimed
using the Personal Aliowances Worksheet below.
See Pub. 505 for information on converting your other
credits Into withholding allowances.

Nonwage income. if you have a large amount of
nonwage Income, such as interest or dividends,
consider making estimated tax agmants using Form
1040-ES, Estimated Tax for individuals. Otherwise,
you may owe additional tax. if you have penslon or
annuity Income, see Pub, 605 to find out if you should
adjust your withholding on Form W-4 or W-4P.

Two earners or multiple Jobs. if you have a
working spouse or more than one job, figure the
total number of allowances you are entitled to claim
on all jobs uslnﬁ workshests from only one Form
‘W-4. Your withholding usually will be most acourate
when aii allowances arae claimed on the Form W-4
for the highest paying Job and zero allowances are
claimed on the others. Ses Pub. 5§05 for details.

Nonresident afien. if you are a nonresldent allen, see
Notice 1382, Supplemental Form W-4 instructions for
Nonresident Allens, before completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub, 506 to see how the amount you are
having withheld compares to your projected total tax
for 2017, See Pub, 505, especlally If%our earnings
exceed $130,000 (Single) or $180,000 (Married).

Future developments. Information about any future
developments affecting Form W-4 (such as
legislation enacted after we release it) will be posted
at www.lrs.gov/iw4,

Personal Allowances Worksheet (Keep for your records.)

A  Enter "1 for yourself if no one else can claimyou asadependent. . . . .
= You're single and have only one job; or

B Enter*1”if { * You're married, have only one job, and your spouse doesn’t work; or } 5 o
* Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less.

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

mmo

Enter number of dependents (other than your spouse or yourself) you will claim on your tax retum . . . . . .
Enter *1” if you will file as head of household on your tax return (see conditions under Head of household above)
Enter “1" if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

Mmoo

{Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)

G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more Information.
» If your total income will be less than $70,000 ($100,000 if married), enter “2” for each eligible chiid; then less “1” if you
have two to four eligible chlldren or less “2” if you have five or more eligible children.
» If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1° for each eligible child. G

H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum.) > H

s if you plan to itemize or claim adjustments to income and want to reduce your withho!ding, see the Deductions
and Adjustments Worksheet on page 2.

* If you are single and have more than one job or are married and you and your spouse both work and the combined
earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
to avoid having too little tax withheld.

For accuracy,
complete all
worksheets
that apply.

o |f neither of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 below.

Fom w-4

Department of the Treasury
Intemal Revenue Service

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

Employee’s Withholding Allowance Certificate

P> Whether you are entitied to clalm a certaln number of allowances or exemption from withholding Is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1645-0074

2017

L‘l\- Your first name and middie Initial
3

S

2 Your soclal security number

Y13-35~-(476

Home address (numbar and street or rural route)

(0332 Lertanwe AL

3 ESingle L] Maried L] Marmied, but withhold at higher Single rate.
Note: If married, but legally separated, or spouse I8 a nonresident allen, check the “Single” box,

City or town, stats, and ZIP code

Bleowrapn ar 2543

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

5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5| 3

6 Additional amount, if any, you want withheld from each paycheck
7 | claim exemption from withholding for 2017, and | certify that | meet both of th
e Last year | had a right to a refund of all federal income tax withheld because | had no tax liabllity, and

* This year | expect a refund of all federal Income tax withheld because | expect to have no tax liability.
If you meet both conditions, write “Exempt”"here. . . . .

e following conditions for exemptlon.

AL

.pl7]

Under penalties of perjury, | declare that | have examined this certificate an

Employee’s signature
(This form is not valld unless you sign it.) »

8 Employer's name and address (Empluyer./ Complete lines 8 and 10 only if sending to the IRS.)

i

otne”"

d, to the best of my knowledge and belief, it Is true, correct, and complete.

Dater S —\S— ("}

9 Office cods (optional) | 10  Employer Identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
= . - / OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

P START HERE: Read instructions carefully before completing this form. The Instructions must be available, either in paper or electronically,
during completion of this form. Employers are llable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: it is illegal to discriminate against work-authorized individuais. Employers CANNOT specify which
document(s) an empioye2 may present to establish empioyment authorization and identity. The refusal to hire or continue to empioy
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

- . Employee Information and Attestation (Employees must eampie!a and sign Beation 1 af Farm 9 no later
maw the firdt day of employmept, but npt hefore qaqepting & Job offer)
Last Name (Family Name) We (Given Name) Middie Initial Other Last Names Used (if any)
G Aner™ neQ

Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
_(,Qg? % Laefé%.w. &\A_ \gwuh—vj}w\ v | 2 © 3 I~

Date of Blrth (mm/ddfyyyy) | U.S. Social Security Number | Employee's E-mall Address Employee's Telephone Number
p~or—q0  |HER B[R] Liewes EbY© Yolo fo 45\ 61e~4r =S

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

| attest, under penalty of perjury, that | am (check one of the following boxes):
777 A citizen of the United States

[] 2. A noncitizen national of the United States (See instructions)

|:| 3. A lawful permanent resident  (Allen Reglstration Number/USCIS Number):

|:| 4. An allen authorized to work until (explration date, if applicable, mm/dd/yyyy):
Some allens may write "N/A” in the expiration date field. (See instructions)

Allens authorized fo work must provide only one of the folfowing document numbers to complete Form I-9; D,ﬁﬁm;fﬁ:g;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Allen Reglstration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR

3. Forelgn Passport Number:

Country of Issuance:

Signature of Employee ! ! ﬁA_ A M Today's Date (mm/dd/yyyy) o < s \ g,._ k -7_
%gam and/or ?raﬂsrmr Cerllfidation (chetK one): '
id

hot uss a préparer or translator. ] A prépater(s) andior trasslator(s) assisied the employes In dampleting Section 1.
{Flelds below mus be qup_latéﬁ and signed whan preparers angfor translatars assist dn emplayee in pampléting Sestion 1))

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowiedge the information Is true and correct.

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name (Family Name) Flrst Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form1-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security : ~ Form I-9
i OMB No. 1615-0047
U.S. Citizenship and Immig_ratlon Services o Pbm!@!9

ldentity and Employmeant Authorization . Identity EnplnymutAntlmlaﬂon

Document Title 3] Document Titie i "D Title
it AVAK S | cial i
Issuing Authority Issuing Autharity Lanesit lssung Authorty A
e o MYE T | e e i e L
Expiration Date (if any){man/]ryyy) Explration Date l.r anw{manAfyy_}') . Expiration D&h &any){mm/dd&yyy)
Document Title
asuing Auhorty | [Additional Information slEA
Document Number
Expiration Date (7 any){mm/dd/yyyy) -
Dw Tﬂig
lssuing Authority
Documeant Number
Expiration Date manw{manIYWy)

Cortification: 1 attest, under penalty of peduly, that (1) | have examined the documant(s) presantad by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowiledge the
employee Is authorized to work in the United States.

The employee's first day of employment (mmiddyyyy): ] 19 i D\ (Ses instructions for exemptions)

Signature of or rized Representative Today's Date(mmAidyyyy) | Title of Employgr or Authorized Representative
- Y ACTVY e A
Last Name of or Authorized Representalive | First Name of Employer or Authorized Representaive | Employer’s Business or Organization Name

IWLOY!ISOLUT[ONBSTA"INGGMUPLLC
State  |ZiPCode

Employer's Business or Organization Address (Street Nunfr and Name) | Clty or Town
7480 FLYING CLOUD DRIVE SUITE 200 > MINNEAPOLIS

LRt N (Famllylvsme) FirstName (Given Name) | Middie initial | Date (mm/dciyyyy)

Document Title ' e N ‘Domlmem. Number. . ExptraﬂonDah(lfany) {manMyy)

| attest, under penaity of perjury, that to the best of my knowledga, this employes is authorized to work In the United Statss, and if
the employee presentsd document(s), the document(s) | have examined appear to ba genuine and to relate to the individual.

Signature of Employer or Authorized Representative | Today's Date (mm/dd/yyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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This card belongs to the Sociai Security Administration and you must
return it if we ask for it.

If you find g card that isn’t yours, pleage return it to:
Social Security Administration

<~ PO.Box 33008, Baltimore, MD 21290-3008

For any other Social Security business/information, contact your local
Social Security office. If you write ta the above address for any business
other than, returning a found card you will ngt receive a response.

- ®

Social Security Administration Rﬂl Al
Form SSA-3000 (08-2011) ey G11543150
e SRR T S L

kg




EMERGENCY CONTACT INFORMATION

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

Employee Name: #@M /4- A NN o™

Address: IQ 2'3% éﬂ/‘:elw-& er_
Home Phone: {%’{ 2 g—'(-s-" gi}—;

[ —

o

. Ploase list two peaple (in priarity order) who dould be ¢ontacted In case of an emergonoy 0
Contact #1 Home Phone:
Name: %W Cell Phone: é g | "15 ?ﬂﬁ“}?
{Relationship: S0 na Work Phone:
Contact #2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

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

This information will remain confidential and will only be used in the case of an emergency.




‘\t. b

employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

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

SEGEONTT BASTE INEORNENTTON

Employee Name &‘ SSN# (last 4 digits)
e
SlGahleee 2 CAN RO RGO
irect Deposit (Please complete Sections 3 and 5 below)

Note: Direct Deposit accounts may take up to 7 days to be activated

SECEG N & DIRECE BEROSIE
[0 Update Bank Account
Bank Name:

T understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that 1 provide is incorrect.

Routing#
Account#

Initial Date

Account Type: [ Checking O Savings O other

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

SECRION L PRANROLT DEBEE CARD (GEOBNL GASEEEARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will ensble the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity. '

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. Yon will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages,

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

FirstName'ml M.I.A_ Last Name ba-W BnﬁofBirth '_7 &
Addre; BOX NOT ACCEPT. Social Security#
2319 Leréolme B | F1"3z-lepo
Cﬂyg‘%;—&w‘ jrz/ nggm_l CellPhone(mobile)é s |'_61‘;"‘i_$7a'3_

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll D:l;;tg(;;;c; ilouting# Payroll Debit Card Account # 4 %;3 ” 0 D fL B q’ ) DJQSK

T'have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
I am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from fhe financial institution. I
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature;\JA’ M\-A s Date: S - \3 - l":F

I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiats, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: LM@L; Y @  Veups- (-

this information will only be used to send your paystubs electronically

Employee's Signature: J:/'WA— Date G~ \Z - l’q-




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks,com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any publig or pfivate information source;
(b) anyone to provide information about yau tp BGC and/dr Orange Tree Employment Screening; (c)

BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business purposes relsted to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York's law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal Information: Please print the information requested below to identify yourself for BGC.

Printed name: #m;l- A"ow —D GAAN ™
First Middle (K1
none)

Other names used:
Current county of residence:

Current and former addresses:

20lS current (0339 Lertesie Roe/ Bl A 53073
from Mo/Yr to Mo/Yr Str City, State & Zip
Folb 12107 [Zé@i%v? e Remewws Aupr S54173

from Mo/Yr to Mo/Yr Street J City, State & Zip

from Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

Wl -02- 199D 477-25- 1990

Date of birth Social security number .
# 2280l42%4i)2 Honad Aedullaic dadmet
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: [1.

%VQ-(S\@(M 5= l%"(q

Signature Date




-

-employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
This agreement made this_| day of U YL 201}_-, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and IM I}gmﬁﬁu" 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.

Mo

mployee Signature

Employer Solutions Staffing Group LLC, Representative



Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, 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
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): M Ag‘q A

ﬂ;naturelFirma!k‘*&-&af/'ﬂ/ w




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 vour employer immediately of any new injuries or conditions that impact
your physical condition.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive

compensation for the time away from work. The physician must complete a
Report of Workability.

| have read my responsibilities and agree to abide by these guidelines.

Signed:\-x-aukjc\/ ,;\-_O'\r/

Printed Name: \A‘C«M/& &MMLA/




- 83850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1600
E,gal rnal ;325:}32%?,5%‘2‘ Y/ » Information about Form 8850 and its separate instructions is at www.irs.gov/forrn8850.

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

Your name {¢ A deamer Soctal security number > A F 3 £ ~ (‘{ 206
Strest address whereyoulve (¢ 33D é).e/(ch& R

City ortown, state, and ZP code  § L0 o1 s fy €53~

County Telephone number é? I- 4 FS—872 >3

If you are under age 40, enter your date of birth (month, day, year) ¢/ [/,-—C)"} "‘? &
\Y

1 [ Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

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

* | am a member of a family that has recelved asslstance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

¢ | am a veteran and a member of a family that received Supplemental Nutrition Asslstance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

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

* | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP bensfits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eliglble to receive them.

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

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

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

3 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year.

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

5 [] Check here if you are a veteran entitied to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are 8 member of a family that:
¢ Recelved TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or
e Stopped being ellgible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

7 [ Check here if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you recelved unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above information to the employer on or before the day | was offered a job, and it is, to the best of my knowledge, true,
correct, and complete.

Job applicant’s signature P> M,A (B e Date g = LQ/ o ’ ?—

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

Client: (-;'\ka"i"!\x{“".“) Company: (° Mca

Location: S\A.{'l&{ N\ ,).. Positl‘igﬁ-_l::‘:{‘r (i PTQ d mm Starting Wage: $ \Q,‘;U

EMPLOYEE SECTION:

Name: Last Name: Suffix: Street Address: City/State: Zip:
Dot 70?3% LJQf/cSLM—L [UOMM;MA?}N/\ Fsyzd-

'SS#H: Date of Birth: Age: Have you worked for | If yes, location:
this company before?
4‘:‘_! ;;ﬁ(@f() U‘f’Orr 76 'a"é Yes[] Nopd—
Please complete all questions, and sign and date the form. Yes No
L=
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) | > d
at any time since August 5, 1997? (If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? |l 91
(If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O =gl

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*If you checked yes please provide a copy of your SSI documentation.

4. Have you received any type of vocational rehabilitation services within the past two years? O
If yes, please indicate which type of agency you worked with and provide their location information below:

] Vocational Rehabilitation Agency [] Dept. of Veterans Affairs [] 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.

g

5. Are yon a Veteran of the U.S. Military? *Jfyes, please provide a copy of your DD-214 and letter of separation. O
(If yes, please provide information below. If no, please continue to question #6.)

Dates of Service - From: To:
Branch of Service:
Are you entitled to or are you receiving compensation for a service-connected disahility?

6. Have you been unemployed at any time during the last 12 months?
If yes, dates of unemployment - From:gA'S To: M&

Did you receive unemployment compensation at any point during your unemployment?
If yes, in which state did you receive unemployment compensation? __

DDB{D

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

Conviction Date: Release Date:

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

-

| Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? O
If you checked yes please provide a copy of your CDIB card.
CA Residents: [] Are you the child of foster parents? [[] Do you receive CalWorks? [] Workforce Investment Act?
[0 Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [_] Do you receive Family Independence Benefits?

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
individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the Department of Labor.
New Employee Signature: w Date: { — \Q —\ \:(-




U.S. Department Labor OMB Control No. 1205-0371
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, 1 declare that this information is true and correct to the best of my
knowledge.

New Hire’s Signature: H—(»w«é &W\W Date ;4(6 = (';L\
New Hire Name: /‘(‘W&A AMW

Social Security Number: ({{ A~ 3 $~\%7 &
Employer Name: “‘&M&A, A—%waf‘

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.

IZ/ | declare that | have been in a period of unemployment since
\S— >0l
(Enter start date)

Privacy Act Nofice:

The intemal Revenue Code of 1986, Section 51, as amended and its enacting legisiation, P.L. 104-188, specify that the State Workforce Agencies are the
*designated” agencies responsible for administering the WOTC cerlification procedures of this program. The infarmation you have provided completing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this information is voluntary; however the information is required to
determine your employer’s eligibility for the federal tax credit.

Public Burden Statement:

Persons are not required fo respond to this collection of information unless it displays a cumently valld OM B control number. Respondents' obligation to
complete this form Is required to obtain or retain benefits (P.L. 111-5). Public reporting burden is estimated to average 10 minutes per response, including the
fime for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden estimate to the U.S. Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address.
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~ employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Jjob assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)

accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5

calendar days once an assign t ends. | also acknowledge that | have received
a separate copy of this form. _@& (Initial)

Heved doin— S~ lw—(1

Employee Signature: Date:

Employee (please print your name here)

CMG_SM - Rev. 09.2013



subjected to any type of discrimination Including discrimination because of face, sex, age, religion,
color, nationgj origin, disability, Marital, sexya| orientation or veteran status, or if | am subjected tg any

| also agree that if at any time during my employment 'l am involved in any employment dispute or | am

Employee Name (Please Print)

el

Employee’s Signature: 3
%‘ —Date:_ O $~ (¢
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RECEIPT OF EMPLOYEE HANDBODK AND EMPLOYMENT-AT-WILL STATEMENT

Thisisto acknowledgé that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook ang understand that it sets forth the terms and conditions of My employment gg
well as the duties, responsibilities and obligations of my employment with the company. | understang

and agree that it js My responsibility to abide by the rules, policies and standards set forth in the
Handbook.

I understand the foregoing agreement concerning my at-wijj employment status andthe
Company’s right to determine ang modify the terms and conditions of employment is the soile
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminatag and the circumstances under
which the terms and conditions of my employment may change. | further understand that thig
agreement Supersedas ajj prior agreements, understandlngs and representations concerning
my employment with the Company.

If 1 have questions regarding the content or interpretation of this Handbook, I will bring them to the
attention of ESSG. -

DATE 05— (% ~ (T

EMPLOYEE g l
NAME A ep—
PLEASE PRINT

EMPLOYEE
SIGNATURE

ESSG
REPRESENTATIVE

L]

23




IE ACKNOWLEDGMENT

2. The changing needs of the business wij| require alteration in method, practices ang
policies, and the company will unilaterally revise, as Necessary, to meet these
changing needs.

- 3. lagreeto notify my ESSG Consuitant immediahly of ény change in My personal
data such as phone number, address, emergency notification, etc,

4. lam responsible for the information Provided herein and wull upon my Separation,
return this handbook to my ESSG Consultant.

Date: . Q;—(g-—- (':)\
Associate's Signature: JM (& o o e—

cpedh 'Aww\w—

Associate's Printed Name;

Orientation Provided by:

24




DRUG AND ALCOHOL

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

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; () my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may resuit
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. I 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 and/or 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 and/or alcohol test and other information
related to the test.

GLM@AM

Individual's Name
S- (-
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



~ employer solutions staffing group
Leveragng Rerarnszs in a Cranging arker,
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employer solutlons group.
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Enhanced MEC Plan_Plan 1

Benefits Enroliment Form

[ New Employee

Employee Information

Name (First and Last)

“—y«u. d é,alw

[J Rehire Rehire Date

Social Security Number

Y3 1—~3s5-l920

ESNG gem

Benefit Plan Administrators, Jac.

Address City State Zip Code
0232 LertSne QA |Blomrten [y |T5U3T
Gender Male | Marital Status [1 Single | Date of Birth Date of Hire
[ Female | O] Manied [ Divorced O % mét! 76
Phone Number: all Address:
51-€15~%32S :Mﬁébm/% i
Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Social Securty # Birth Date | Sex Relationship
ame ML Last Name E :::,13 B spElmeDomDesﬁcChﬂdParmer
Sacial Security # Birth Date | Sex i{elaﬁonship
g e [J Child
[First Name ML Last Name E ll!:;ala DSPE‘“ DonnlesﬁcPartner
3 [ ocial Securiy # BirthDats | Sax Relationship
[ First Name M., Last Name E ly::ale | SP'EBE DoEesﬁcChli’lfrmu

Other coverage information including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowledgement and Authorization - | hereby apply for the group bensfit{s) as Indicated. | acknawledge that all entries are true and complete and that
any misstatements or fallure to report Information may be used as the basls for cancellation of coverage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premlums for coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE
e Gdtf=/F |
am DECLINING coverage

Employee Signature
EMPLOYEES DECLINING

lunderstand that | and/or my dependents, If any, walve any coverage and desire to participate In the plan at a later date. liwe may be considered a late enrolles and
must meet the requirements defined In the Certificate of Coverage for the company's medical or dental plans. If 1 decline enroliment for myself or my dependents
(including my spouse) because of other coverage, | may, In future be able to enroll myself or my dependepts In this plan, provided 1 request enroliment within 31
days after the other coverage ends. in addition, If a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to enroli myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature L/C’é“‘A Q{M g e <5 — | & ~ I ‘_.{\

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-9515
Email: Health@employersolutionsgroup.com




Fixed Indemnity Medical Benefits _Plan 2

wr VSI 219301-ESG-1 OFFICE U?}E»ONLY LOCATION Rehlre Date / /

ENROLLMENT FORM ESC CU(UNAC—MN) P1v18.2

PRINT USING BLACK or BLUE INK (Must Be Filled Out)

[— ..N}..q B —

' Soci iefurity# (Q fb ~—23;§;2§:;:$_€a§ I Sex IE.

fﬁ?.?‘& bertrlre. RA éApt.#

A. REQUIRED EMPLOYEE INFORMATION

Ci ! State Zip ' Date of Birth
i S Esyz _.:91_@&;'!_?20,__.

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? l:lYesl:lNo |er5 Please continue.

Medicare Health Insurance Claim Number (HICN) ' Medicare Effective Date

Name of Covered Person (s): S :
1. P2, 13,

o - i

T ek e Veskiy e

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL DGO INDEMNITY | sy VISION TERMLFE | SHORETERM

MEDICAL® | DISABILITY 2
Employee Only [ ] s2025 {0 sea7 (J)| sed2
Employee +1 [ ] $41.10 $12.34 $4.92

Employes + Family [ | $54.88 $20.36 $6.56

__ NotoAw Beneits J7T|  [ves [Ino | [ves CINo | [l¥es [no | Clves [Ino | [ ves (o

This coverage is not available to residents of NH HI, or PR. 2ST D is not available to per;ons who work in CA HI NJ NY, or RI.

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is part of the Term Life Benefit.

_Name ' —__Relationship

D. REQUIRED DEPENDENT INFORMATION

Name ! Social Security # = Date of Birth l Sex Relatlonshlp
= | i __/ / I:I Spouse |:| Child ] Domestic Partner
Name i Social Security # Date of Birth Sex i Relationship
o ey e s Sy | / @ I:I Spouse [ ] Child[ ]| Domestic Partner
Name —S:o—elal-Secuﬁ't);.ill Date of Birth lSex Relationship P
e e e e PP ' 4 @ _ [1spouse [_]Child[ ] Domestic Partner
Name i ' Social Secunty # Date of Birth ' Relationship

l / /_ R @. DSPOUSEDChIldD Domestic Partner

YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
a limited time and | understand that making no benefit selection is s a declination of coverage.

paTE 05 /(D aa (F b SIGNATURE (

This is an Essential StaffCARE Enrollment Form.



