7301 Ohms Lane Suite 405

employer solutions staffing group. Edina, MN 55439

Q Leverag?ng Resources in a Changing Market Tel: 952.835.1288 = Fax: 952.835.1255
www .esgstaffingsolutions.com

New Hire Application
Personal Data- PLEASE PRINT LEGIBLY IN INK

Last Name%r_!:f First Name _Dé Mm-\'?. Middle Initial \ 2
Street Address (; & e Due AptiSte &
ciyisatezip_S Adnt Boul

Phone Number (gl 20 T-Q.Q6S Email Address MMD_@%@M

Staffing Agency/Recruitment Partner_c_m_b

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

Are you legally authorized to work in the United States of America? M YES [INO

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statemems'contalned In this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former empioyers, except as indicated in this application,
regarding my previous duties, responsibllities, performance, compensation and eligibliity for rehire.
| 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 cilents, government regulations or by ESSG policies.
| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
1 certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will resut in my termination.

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

-L(~15

Ver _
Date

ame (Print or type) plicant's Signature

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

For ESSG Office Use Only
DOH NHW 1-8 8850 w4
Emergency Contact info | Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms Rev. 1172013



Form W-4 (2015)

Purpose, Complete Form W-4 so that your em|

can withhold th% correct federal income tax mggyoa:r
pay. Gonslder compieting a new Form W-4 each year
and when your personal or financial situation changes.

Exemption from withholding. If you are exempt,
eompeteonly fines 1,2, 8, 4, and 7 and theform
Your exemption for 2015 expl

Fe 6, 016. See Pub. 505, Tax Wllhholdlng
mated Tax.
Note. If another person can claim °¥ou asa dependent
on his or her tax retum. u cannot claim exem
from withholding i your income exceeds $1, arld
lncludee more $350 of uneamed Income (for
exemp e, interest and dividends).
ns. An empl be able to claim
on from wllhhglxe evmg If the empioyee is a
dependem, ifthe employee:
* |s age 65 or older,

* s blind, or

» Will claim adjustments o Income; tax credits; or
itemized deductions, on his or her tax retum.

The exce| onedonotap to supplemental wages
greaterthpa?l $1,000,000. 3 &

Basic Instructions. If you are not exempt, com, Iete
the Personal Allowances Worksheet below.
workshests on page 2 further adjust your
withholding allowarices based on temized
deductions, certaln credits, adjustments to income,
ar two-eamers/multiple jobs ons,

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

Head of household. Generally, you can claim head

of housshoid filln etetue on your tax return on If

you are unmarried and pay more than §0% of

goete %f keeping dtﬁ a home for);ogﬁ%lf and our
spendent(s) or erquallfylngn uals,

Pul Gmngxem Standard Deduction, end

ang lnformatlon, fo nformation.

Tax credits, You can take projected tax credits into account
In uring your allowable of withholding allowances.
for child or dependsnt care expsnses and the child
tax credit may be claimed using the Personal Allowances
Workeheet below. See Pub. 505 for Information on
converting your ather credits Into withholding allowances,

Nenwage Income. If&ou havea large amount of
nonwage as interest or dividends,
oonslder making eeﬁmeted érmems using Form
1040-ES, Estimated Tax for Individuals. Otherwise, you
may owe additional tax. If you have pension or annuity
Income, see Pub. 505 to ﬂnd out IWou should adjust
your withholding on Form W-4 or

Two earners or multiple jobs, if you have a
working spouse or more one job, figure the
total number of aliowances you are ed to claim
on all Jobs using workshesets from only one Form
W-4. Yourw olding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest mlng Job and zero allowances are
claimed on the See Pub. 505 for details.

Nonresident allen. if you are 8 nonreeldent allen,
see Notice 1382, Supplemental Form W

Instructions for Nonresident Aliens, hefure
completing this form. =

Check your withholding. After your Form W-4 takes
use Pub. 505 to see how the amount {gm‘are

having withheld com| tn yeur % jected

for 2018, See Pub. & our earmings

excesd $130,000 (SIngIe) or $1 80,00 (Maried).

Future developmente. Informatlun about any future
developments affecting Form W-4 (such as legleletion

enacted after we release if) will be posted at www./rs.gov/w4,

Personal Allowances Worksheet (Keep for your records.)

A  Enter *1” for yourself if no one else can claim you as a dependent .
» You are single and have only one job; or

B  Enter*1”if: { * You are married, have only one job, and your spouse does not work; or ] TR B
* 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.) .

nmmo

Enter number of dependents (other than your spouse or yourself) you will claim on your tax retumn . 3
Enter “17 if you wili 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

A

13151513 -H

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

G Child Tax Credit (including additional chiid tax credit). See Pub. 872, Child Tax Credit, for more information.
« If your total income will be less than $65,000 ($100,000 if married), enter “2" for each eligible child; then less “1” if you
have two to four eligible children or less “2” if you have five or more eligible chiidren.
» If your total Income will be between $85,000 and $84,000 ($100,000 and $119,000 if married), enter “1” foreach eligblechid. . . G 8

H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you ciaim on your tax retum.) » H ;2

For accuracy,
complete all
worksheets
that apply.

o |f you pian to itemize or claim adjustments to Income and wagt to reduce your withholding, 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 heving too little tax withheld.

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

o W=

Department of the Treasury
Internal Revenus 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 entitled to claim 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. 1646-0074

2015

Your first name and

dle initial D

B ler

L Home address {number and strest or rural routs)

-~ —

2 LEour soclal security number

3 m single L] Married [] Manied, but withhold at higher Single rate.
Note. If mamied, but iegelly separated, or spouse is a nonresident allen, chack the “Single” box.

5&/\4 wpmfn?z\?{ﬁd S

4 i your last name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 for a replacement card, » [ ]

Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5| 2
6 Additional amount, if any, you want withheld from each paycheck

7 | claim exemption from withholding for 2015, and | certify that | meet both of the followlng condi’dons for exempﬂon
» | ast year | had a right to a refund of all federal Income tax withheld because | had no tax liabllity, and
» This year | expeot a refund of all federal Income tax withheld because | expect to have no tax liabllity.

If you meet both conditions, write “Exempt” here .

6|30

el7]

Under penalties of perjury, | declare that | have exajnied this certlﬂcate

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

and: to the best of my knowledge and belief, it is true, correct, and compiete.

Date » (.9"‘“"— l§

8 Employer’s name and address (Employer: Complete fines 8 and 10 only if eendlng to the IRS.)

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

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

Cat. No. 10220Q

Form W~4 (2015)



Employment Eligibility Verification

Department of Homeland Security
U.S. Citizenship and Immigration Services

USCIS
Form 1-9
OMB No. 1615-0047
Expires 03/31/2016

P>START HERE. Read Instructions carefully before completing this form. The Instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: It is liiegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) they will accept from an employee. The refusal to hire an Individual because the documentation presented has a future
expiration date may also constitute fliegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer.)
.J.aethiaél&!fml&wgte) oy FistN = BT ||Other Names Used (fany) |
Paptler  Damende, v}
Address (Street Number and Name) Apt. Number | City or Town State Zip Code
6O case Aue SN Sgint Pad [N | (17
Date of Birth {mm/dd/yyyy) |U.S. Social Security Number | E-mall Address Telephone Number
$G-\a40 [HaaHa dhresMontydranA0 & agui | coml b1 3 337 356S

I 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.

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

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

|:| A lawful permanent resident (Allen Registration Number/USCIS Number):
[C1 An allen authorized to work unti (expiration date, if applicable, mmiddlyyyy)

(See instructions)

. Some allens may write "N/A" in this field.

For allens authorized to work, provide your Alien Registration Number/USCIS Number OR Form |-94 Admission Number:

1. Allen Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:

If you obtained your admission number from CBP in connection with your arrival in the United

States, include the following:

Forelgn Passport Number:

Country of issuance:

3-D Barcode
Do Not Write In This Space

Some aliens may write "N/A" on the Forelgn Passport Number and Country of Issuance fields. (See instructions)
A Pa)

W

Date (mm/ddyyyy): (n"' | (._, lS'

Signature of Employee: (Z /
'

employee.)

Preparer and/or Translator Certification (7o be completed and signed if Section 1 is prepared by a person other than the

| attest, under penalty of perjury, that | have assisted In the completion of this form and that to the hest of my knowledge the
information is true and correct.

Signature of Preparer or Translator: Date (mm/ddfyyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

Employer Completes Next Page

FormI9 03/08/13 N



EMERGENCY CONTACT INFORMATION

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

WM-M" ey

Address:aog (afc pQV‘L' 'A?‘l',l

Home Phone: _{ﬂ_‘_&:sa;? ’&S’ (S

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency
Contact #1 Home Phone:
Name: K\‘M"l A S Yy H\ Cell Phone: (5S ‘3"« @' 205g
Relationship: éq 1‘(‘( (:ﬁ‘ m& Work Phone:
Contact #2 Home Phone:
hUST% 9¢19
Name: N Cell Phone: $¢4
D[ Packer
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.



employer solutions staffing group
@' Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposxt and/or Payroll Debit Card.
If you do not provide a written election, wag i gyroll Debit Card.
SEGERON T BASTE BTG RN 6N

Employee Name .
.5 —\ £ !:"\‘ —

SEGIONE2 DN RO G 6N

I understand and acknowledge that if I do not provide a

Bank Name: voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs

incurred if the account number that I provide is incorrect.

Routing#
Account#

Initial Date

Account Type: [ Checking [] Savings []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 nntil your direct deposit has smrtedatthenewbmk,whmhmnymkeZpaypmods.

SECHTON T PANY RGP DEBEE CARD (GEOB N GASHEEARD)

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 enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

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

CARDHOLDER INFORMATION (a8 you want your Payroll Debit Card to be issusd)
First Name LastN DatgolB
Damonte  |“D - ”E” - 1420

E etaddress(:noxnmgcm?nm AO-" Q-_ : Secm-hy# ' 11&_
™ Saint Pl [N "<y T ALKV, gf_(,s

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

Payroll D:l;sity% Routing # Payroll Debit Card Accomnt# L] @ C "2 Yool S Ll | D 03'9* ;

|Thave 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 inciuded or made available to me from time to time from the financial institution, I
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule fhat is part of the program terms,

conditions, and disclosures,
Employee’s Signature: 0 \ f » Date: (g'\ & |~S

SEGEION S N UTHTO REZN O N

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

“Bmall__ pioplytrepls @ Amal] .Com
&ﬂm rmation will only be used\ib send your paystubs electronically
Employee's Signature:

af Date: é",/"LS




VSLIND 219301-EMP |STREUSE ocaTion Rehire Date / /

— p—

ENROLLMENT FORM ESC NAV#SAD P2M v15.

._ REQUIRED EMPLOYEE INFORMATION OPTION 1
i PRINT USING BLACK or BLUE INK FIXED INDEMNITY PLAN Weekly Riiig
(Muost Be Filled Out) You MUST enroll in the Indemnity Medical Insurance Plan before adding

e St e A :LQ. ‘D_ L s gL‘)) any additional Indemnity benefits, except Dental. Your coverage level
far the Term Life will be identical to your medical plan selection.
| Ducorpin 0 S /A /1 AR O g, (W[F]

FIXED INDEMNITY MEDICAL
Il e -DMA&B—Q&@( D $20.91 Employee Only %
. Street Address ___mgl&, — D $42.44 Employee + 1
i cinSaint Pan. | swe VAN zpSS L 1 | ||[] $56.67 Employee + Family

Home Phone .(.Q__L; F .&%2‘1 - g_(ﬂ_-s_ . m\NO to all Indemnity benefits.

This coverage is not available to residents of New

| ~ Do yqu or any dependents have Medicare? ————————— Hampshire, Hawaii, or Puerto Rico.
(] Yes &\No If Yes:
Medicare Health Insurance Claim Namber (HICN) DENTAL “
D $5.99 Employee Only
Medicare BffectiveDate /[ I:I $11.98 Employee + 1
Names of Covered Person(s) $19.77 Employee + Family
1. = X
2.
3.

REQUIRED DEPENDENT INFORMATION

{ Name

TERM LIFE @

$0.60 Employet Mnly
D b $0.90 Employe 1

gNO $1.80 Employe . -~ Pamily

Social Security Number —_

owearmin '/ s [M[F] | [qpoRT.TERM DISABILITY $

| Relationship: []Spouse [1Child []Domestic Partmer D YES (5
$4.20 Employec Only

| Name I@iwo

! Social Security Number _________"____ " _ IShort-Term Disability is not available to person. 10 work *

| / California, Hawaii, New Jersey. New York, or Riiode Islan
Date of Birth __._/_.__ — e Sex @E

| Relationship: []Spouse [1Child []Domestic Partner L0 ~ 82193010-M-EMP

BENEFICIARY INEORMATION
| For Term Life / Accidental Death & Dismemberment, please write D $58.87 Emplioyee Only

in your beneficiary information.

NAME OF BENEFICIARY []$87.73  Employees 1

D $186.99 Employee + Family
RELATIONSHIP mo to MEC Wellness/Preventive Plan

Accidental Death & Dismemberment is part of the Term Life Benefit.

1 have read the benefit packet an, its limitations. I understand that open enrollment is only available for a limited time and I
understand that making no be ig)/1s a declination of coverage.

P> Signature [ M\_S_




