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PO Box 46270
Minneapolis, MN 55344-9956

) 4 Tel: 952.835.1283

-

www.esgstaffingsolutions.com

e

employer solutions staffing group...

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

LastName__Hm;lgy.\ Fil:st Name ng‘ el Middle Initial L.

Street Address___ 3018 4n quc_ Apt/Ste
City/Statezip __\ecwgols / M / SSOSS Social Security Last Four XXX-XX- 738

Phone Number _ &3]~ 336~ 7€90 Email Address d hﬂczh{ @ jﬂ’lm’/v com

Staffing Agency/Recruitment Partner

All offers of emplo ent are conditional upon satisfactory proof of Ide and legal abllity to work In the U.S.A,
Are you legally authorized to work In the United States of America? []YES CINo
Applicant Certification and Authorization

I unde! .
This may Include but Is not fimited to, Investigations of criminaj and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policles.

m
g information. | understand that any material omission or misrepresentation will resut In my disqualification from
consideration for employment or, if discoverad after | begin employment, will result in my termination,

If hired, | agree to abide by the poiicles and procedures of ESSG,
\ — Dunel Wodan| 3-(¢-20/8

acel h
: Name (Print or type) Appl lgnature Date
A copy or facsimile ("fax") will he considered the same as an original signature. Emaij will ONLY be used for employment correspondence
For ESSG Office Use Only

DOH NHW 1-9 8850 w4

Emergency Contact Info Background Releass Form Background Results Unemployment Letter ESC Application
(if applicabie)

For ESSG Client Use

DOH ROP Work Site Loc. WC Code
ESSG - CMG-NSTW4 Rev. 04/2017
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Form W4 (2017)

Purpose. Complets Form W-4 50 that your
employer can withhold the corract federal Income
tax from your pay. Conslider complatlr;? 8 new Form
W-4 each Kaar and when your personaj or financlal ded

situation changes, or two-samers/multiple Jobs

on from withho If you are exem
Monlynnsﬂ.z.g?anggandaignmpeh
form to validato it. Your g&;mgﬂon for 2017 expires
ee Pyl

greater than §1,000,000,

Febm"ﬂi, 2018. 8 05, Tax Withholding you alaimed and may not he a fiat amount or
and ated Tax, Percentage of wages.
Note: if another person can claim you as a dependent Head of household. Generally, you can claim head

on his or her tax ; You can't clalm exemption
from withholding if wm Income excesds $1,050

The exceptions don't a ply to supplemental wages

Basic instructions, if you aren't exampt, complets
the Personal Allowances Worksheet below. The
workshests on pags 2 further adjust yo
withholding aflowances basad on itemized

uctions, certaln credits, ad| ustments to Incame,

Complets all workshests that apply. Howaver, you
may oialm fewer (or 2ero) allowanoes, For regular
wages, withholding must be based on allowances

of household filin status on your tax return only if
you are unmarri and pay more than 509 of the

nonwage income, su
, Estimated Tax for In
annuity Income, see Pub, 505

ons,
working spouse or more

W-4, Your

claimed on the

Nonwage Income, lfc{ou havea |
as

ur youmayoweaddlﬁunaltax.lf%o

adjust your withholding on Form
Two earners or multiple jobs. if you have 5
total of all one’]’gb, 4 clal

number owances you are m
on all jobs usin, worksheetaﬁrw gnly one Form

rate
the Form W-4

e amount of
e e e A
consider makin
1040-ES, 2

ents using Form
L

when all allowances are claimed on
for the highest gzelnng Joband zero allowancss are
erg, Ses Pub. 505 for detalls,

Nonresident alien. If you are a nonresident alien, see
i m W-4 lnsh-uoﬁ:'r'l's for

als. Othe
U have pension or
find out if

W-4 ar W-%o

ure the

U should
P.

Notica 1382, I Fo
S, It e oM oo for Sepedan ool ol SOl A T el P
ns. An empl may be able to claim Pub. 501, ptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
mm',ﬂum wmho,gi{,‘;m,, ifthe employes I Filing Information, for Information, sffect, use Pub, 505 to sea how the amount you are
a dependent, I the employae: Tax oradits. You can take projected tax crecits Into el ;t"g';;p::'gﬁé'z:;" Sl T your oo tx
* Ia age 85 or older, Winh ol Suring your ’m%?%%’{,%apemm &xceed $130,000 (Single) or $180,00 (erniet,
* Is blind, or cars expenses and the child tax credit may be clalmed Future developments, Information about any future
» Will claim adjustments to Income; tax aredits; or using the Personal Allowances Workshest below, lclevlae'lo ments 5‘33“3{.; Form }N-4 (au%l}“ -
temized deduations, on his or her ax o™ m%mmw&ogmnmggmgmm . wwwragouvg, - 0 r9eese ) will be p
Personal Allowances Worksheet (Keep for your records.)
A Enter 1" for yourself if no one else can claim you as a dependent . o o 9 A |
° You're single and have only one job; or
B Enter*1" i { * You're married, have only one job, and your Spouse doesn't work; or B
® Your wages from a second Job or your spouse’s wages (or the tota] of both) are $1,500 o less,

C  Enter *1” for your Spouse. But, you may choose to enter “-0-* if you are marrled and have either a working spouse or more

than one job. (Entering “-0-* may help you avold having too little tax withheld) . . |, |, ., . © 0 0 o o o ]
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax retum . 5 0 o D
E  Enter *1” if you will file as head of household on your tax retumn (see conditions under Head of househojd above) E
F  Enter*1"j you have at least $2,000 of child or dependent care expenses for which you plantoclamacredit | F

(Note: Do not Include child Support payments. See Pub, 603, Child and Dependent Care Expenses, for details,)
G Child Tax Credit (including additional chiid tax credit). Ses Pub. 872, Child Tax Credit, for more Information,

® If your total Income will be Jess than $70,000 ($100,000 if married), enter “2" for each eligible child; then less “17 if you

have two to four eliglble children 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 eligiblechlld. &
H  Addlines Athrough G and entsr tota here, (Note: This may be different from the number of exemptions you claim on your tax retum,) » H

* If you plan to itemize or clalm adjustments to income and want to reduce your withholding, sse the Deductions

Foraccuracy, | and Adjustments Wo, on page :

complete all * If you are single and have more than one job or are married and you and your spouse both work and the combined

worksheets eamini;s from all jobs exceed $50,000 (320,000 if married), see the Two-Eamers/Multiple Jobs Workshest on page 2

that apply. to avoid having too little tax withheld.

* If neither of the above situations applies, Stop here and enter the number from line H on fine & of Form W-4 baiow.

Form w-4

artment of the Treasury
l;l.:gnal Revenue Sarvice

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

Employee’s Withholding Allowance Certificate

» 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, 1645-0074

2017

1 Your first name and middie Inttial

mel L

Last name

Riscledn|

2 Yt;:llr's?ocLa'l ?5?:‘"’3':?2?

23 4

Home address (number and strest or rural routs)
avl

s P single 1 Marioa L] Maried, but withhold at higher Single rats,
Note: If married, but Iegally separated, orspouss is a nonresident allen, check the "Single” box.

City or town, state, and Z|p code

Newgerd, mev, S$0SS

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

D n

Additional amount, i any, you want withheld from each paycheck
7 lclaim exemption from withholding for 201 7, and | certify that | meet b

$

Total number of allowances You are claiming (from line H above or from the applicable workshest on page 2) 5 |
5 o 6

oth of the following conditions for exemption.

® Last year | had a right to a refund of alj federal Income tax withheld because | had no tax llability, and

» This year | expect a refund of all federal Income tax withh
If you meet both conditions, write "Exempt” here. . ., .

Id because | expect to have no tax liability,

>l7]

Under penalties of perjury, I declare that | have examined this Fe o8

] best of my knowledge and bellef, it Is true, correct, and complete,

Employee’s signature
(This form Is not valld unless you signit) »

Employer's name and address (Employer: Compistefines &4

— &

Datep ,?"/? ’&o/&

only if sending to the IRS))

8 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 (2017)
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Employment Eligibility Verification USCIS

Department of Homeland Security OME ;:"1‘611;3047
U.S. Citizenship and Immigration Services 0

N
e Expires 08/31/2019

n (Em 1.0f Form #8 no later
nat hefarg aaospting a job affer)
Last Name (Family Nam First Name (Given Name) Middle Initial Other Last Names Used {if any)
HBM? yie.
Address (Street Number and Name) Apt. Number City or Town State ZIP Code
3018 HM ave ”GWQUH MA §90Ss
Date of Birth (mmaddyyyy)  [u.s. Social Security Number | Employee's E-mail Address Employee's Telephone Number
U17) 1110 |RI9-BIT F53]  diehs) Bgmeil.com GSI-335-759
| am aware that federal Jaw provides for imprisonment an

d/or fines for false statements or use of false documents in
connection with the completion of this form,
lattest, under penalty of perjury,

that | am (check one of the following boxes):
1. Acitizen of the United States

L] 2 A noncitizen national of the Unitea States (See instructions)
|:| 3. A lawful permanent resident  (Alien Registration Number/USCIS Number):

]:] 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/lyyyy):
Some allens may write "N/A" In the expiration date field, {See Instructions)

Provide only one of the following document numbers to complete Form |-9; Do ﬁ’:,"vg;:;,?;':';"g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Fareign Passport Number.
1. Allen Registration Number/USCIS Number:
OR
2. Form 1-84 Admission Number:
OR

3. Forelgn Passport Number:
Country of Issuance:

7~ 1 = ‘\‘ 7N —

o\ [ ‘J Today's Date (mm/ddsyyyy) ”./‘717/,?7@
Prepe ansle rtifloation {ahedk one); ‘ ok = ' '
[toid-Aot use a preparer o transiator E] A prefiarer(s) anit/or translator(s) asslsted the employed in sampleting Section 1.

(Fleldd balow must be Gampleted and signad when preparery endAir trenglatars assist an emplayee in gampleting 8bativh 1))

Signature of Employee

I attest, under Penalty of perjury, that | have assisted in the

completion of Section 1 of this form and that to the best of my
knowledge the Information Is true and correct,

Signature of Preparer or Translator Today's Date (mm/ddsyyyy)

Last Name (Famiyy Name) First Name (Given Name)

Address (Street Number and Name) City or Town State  (ZIP Code

@  crwlover Complerss Naxt gy (]

Form 19 071717 N Page 10of3




of 1

| 4 veruy: rTmt Case Details - Preview

‘EVerify

htlps://e-veriiyuscis.gov/web/PrintCaseDetaﬂs.aspx?CaseVerNum

SENSITIVE BUT UNCLASSIFIED

Cass Verification Number: 2018078150626 UE

Report Prepared: 03/19/2018

Cmnm Information

Company ID: 47429

Emglgxee Information

Company Name:; Employer Solutions Staffing Group

Last Name: Hisdahl
Date of Birth; 11/27/1980
Hire Date: 03/19/2018

Document information
“

First Name: Danle!
Social Security Number; *** «= 7389
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: Drivers ilcense

Driver's License or ID Card Number:

List C Document: Social Security Card

Document State: Minnescta
Dooument Expiration Date; 11/27/12021

Case Status Information
“
Final Case Result; Employment Authorized

Case Submitted On: 03/19/2018
Closed On: 03/19/2018

Employer Case ID;
Case Submitted By: ZZEP3284
Closed By: ZZEP3284

SENSITIVE BUT UNCLASSIFIED

210/PN10 N.Ad T s



Employment Eligibility Verification

Department of Homeland
U.S. Citizenship and Immigrati

T

Security

on Services

USCIS

Form 1-9
OMB No. 1615-0047
Expires 08/31/2019

Ve Review and Verificafion
gn Beation 8 within 3 business o 3 af the emplayee’s first of emplayment. Yoy
gfmdaamwmuw e ang dactmant fram Lla?geallmwm Listy
Last Name (Family Name) Name (Given Name) M.I. | Ciizenshiplimmigration Stat
Employse Info from Section 1 15d a I anie.
List A OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Do Title - Docyment Tigie ~
Drtve s licene 2O L) Sracw;.ﬁl
Issuing Authority Issying-Atitho Issping Authority A _
] _ Sf'":«kb o MK D@Qus; Eﬁwr&g Ac
ocument Number [i] nt Number ocument Number
P59 0523 6385 I =~ 73 §4
Explration Date {ifany)(mand/yyyy) Explration Date (if any)(mm/dd/jmw Expiration Date (if any)(mm/ddfyyyy)
=27 -20p5.)
Document Title
Issuing Authority Additional Information 5:,“"33;5:;““1;,?5;;
Document Number
Expiration Date (it any)(mm/ddfyyyy)
Document Title
Issuing Authority
Document Number
Expliration Date (i any)(mm/ddfyyyy)

Certification: i attest, under penaity of perjury, that (1) I have examined the documentys) presented by the above-named employee,
boveisted documentys) appear to be genulne and to relate to the empioyee hamed, and (3) to the best of my knowiedge the
p S authorized to work in the United States, 03 [
The gmpldyee's first day of employment (mm/dd/yyyy): 13- / 20 8 ee ctions for exemptions)
loffature ofEmp rized Representative Today's Date, (mm/tddpyyy) T?L iﬁmployer or Authorized Representative
) _ () 03| r;b'el‘? L By By
Authorized Representative

Wal

e of Employer,or Authorized Representative

Employer's Business or Organization Name

_ 0, EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer's Business or Organization Address (Street Number and Namé) City or Town State ZIP Code

7480 FLYING CLOUD DRIVE SUITE 200 EDEN PRAIRIE MN 55344

Sed¥lon 3. Revarfication and Rehires (75 be omplolod and sigried by emplayer or aifhorized represenialivd. )

A, New Name (F agpiicablej : Date of Rehire (# applieable)

Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)
6. e employed's breviol& Braril of eripioymant  aliffiarZation hias expired; provids e Tnformation Tar the doctiment or redaipt Thial establishies
oontinuing employment amhaﬁgmlan in the sx:;ee provided balow,

Document Title

Document Number

Explration Date (if any) (mm/dcyyyy)

| attest, under Penalty of perjury, that
the employee presented document(s)

to the best of my knowledge, this employee Is authorized to work in the United States,

, the document(s) | have

Signature of Employer or Authorized Represe

ntalive | Today's Date (mm/ddyyyyy)

Name of Employer or Authorized Representative

Form1-9 0717717 N

Page 2 of 3






onsuPTO 1eom>
(M.8.171.03)

: = i A f'.
e o S E ) ——-——-—..._.L__,..,\

This card belongs to tl}e Social Security Administration and you must J
| return it if we ask for it. : ¢

If you find a card that isn't yours, please return it to;
e Social Security Administratipn
P.O. Box 33008, Baltimore, MD 21290-3008 :

For any other Social Security blﬁness/infotmation, coptatt your local .

Social Segurity office. If you write to the above'address,ﬁirl any business

ather than returning a found card you will not reciive a response. ‘. L
o]

A

Social Security Ad?nlnistratlon # by b o
Form SSA-3000 (08-2011) % G50407/137
""-'q':"*—‘rﬂn-'_'."‘l'“ P 4 S - it wropy ’

- 81y



EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

mployee Name:; 'bumf{‘ L@omniQ 4‘:( (E&‘d/l l

(First) (Middle) (Last)

Former Name(s) and Dates Used:

Current Address Since: (0 _Ia?b"? 29y 4Mm i MA;;PO”" (2N / ]9 05.9

(Mo/Yr) (Street) (City) (State/Zip)

Previous Address From: QC{&OIB 2\ P"U“‘C F br "05’9\‘-)\9\9 & o / ss1a2s
(Mo/Yr) (Street) (City) (State/Zip)

Previous Address From: 04 léOH 16 (4 &(bz' Ce) R S’h@%o l WP I 56‘ 0‘1
(Mo/Yr) (Street) (City) (State/zip)

ocial Security Number: L‘U Ll - Q\"" 7m DOB: Ll {37 / 9= 0
Phone Number: &S - ‘??39" 72?0
Driver’s License Number/State: G 60(7 OS& 3 Q?) 3951

report may include, but is 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. 1 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, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential

‘ manner in order to protect the applicants personal information, including, but not limited to, addresses, socjal security

numbers, and dates gf birth ‘
/%ure:w Date: 32 (7 l@zo,g

Notice to CA, MN, and OK Residents:
Please check the box below i you wish to receive a copy of a consumer report that is requested.
O 1 wish to receive g copy of any Background Check Report on me that is requested,




EMERGENCY CONTACT INFORMATION

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

Employee Name: ;&LW&( H 3CS‘°‘ (’L\
Address: d LA cve ;_NQPO{J" l M\)
Home Phone; @5" 3?5‘ 729(0

e R OENEY CORTACTS : -
Please list two people (In priority order) wha could be vontaeted in case of an emargency .

Contact #1 Home Phone: Qg (-C78 - q4S 9
BIame: Aﬂqnn‘ S"“: o Cell Phone:

Relationship: g «r| P mﬁ& Work Phone:

" Contact #2 Home Phone: Qo - & )& - 0770
Name: @’\.&J\ H‘Z‘_C&"d’\\ Cell Phone:
Relationship: Tecther 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..
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not videawriuenelectio wages will be paid by Payroll i

SECTION T BAS[C INFORN AN

TemioNams o el L B

SEGTEIORN 2 PANROVL L= 00p L
- Direct Deposit (Please complete Sections 3 and 5 below)

H and NY reside
[_] Payroll Debit Card (Please complsto Sections 4 and 5 below) KP Aper Check (Option available to GA NH and NY residents only)
SECGTIONT S DIRECT DEROSEE

1V

I 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 I provide is incorrect.

Depasit accounts may take up to 7 days to be activated,

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactiong, On your first payday, you will mceiveyomnewPaymllDebitCard, and a packet containing all of the ferms and conditions. You 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)

First Name MI. Last Name Date of Birth
Street Address o Box NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)

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

Payroll Debit Card Routing # Payroll Debit Card Account #

p]oyee’s Signaturs; M

MECTION §  ALTTHG VRIZ N FIEON
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 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.

*E-mail: @
this information will only be used to send your paystubs electronically

Employee's Signature: Date:




-

employer solutions staffing group..

STATEMENT OF CONFI JENTIALITY
This agreement made this ,? day of j t _@‘i . 20} Q between

Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,

and_ "D ) AL 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.arr
result to the employer from a violation of gh \
employee agrees to pay to the employer 000 as liquidated
damages for every such violation; provided, however, that the paypnent of such
amount as liquidated damages shall not be constrired.a BE or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

' : Er ploy ignature

P

loyer Solutions Staffing Group LLC, Representative



employer solutions staffing £roup..

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

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

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221 .0430, Subp. 1 requires that Yyou choose one primary

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 yo

ur employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

If it is necessary to miss scheduled work d
by your primary health care provider the s
compensation for the time
Report of Workability.

ue to a work injury, you must be seen
ame day in order to receive
away from work. The physician must complete a

have read my pagpongibilities

Signed:

Printed Name: SL@J L HSCQQ“‘_




\14; (IJ
b 1',,'

e

employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

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

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), us ebe notificar a su reclutador de personal que el cheque no
- Sl se pieqe verificar que el cheque no ha sido cobrado,
endfa el cheque d ago y reemitir el cheque a usted, descontando
un cargo de'gntre $ 25 - $ 35.

cheque fue robado. Sj el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitirg un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): FDM wiel “0&“\“\

Signature/Firma: (M
T




T ——— e e

employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

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

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

(2) Ensure 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.

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

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

(6) 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:

* Responsibility to work in compliance with OSHA laws and regulations
* Responsibility to use personal protective equipment and clothing as directed
by the host employer

° Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

* Right to refuse unsafe work

* Right to know or be informed about actual and potential dangers in the
workplace

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



i

employer solutions staffing group

“

Acknowledgement of Receipt of Workplace Safety Policy

I 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

952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

Dewniel Pisde

Employee’s Signature:
oy S/ e 3[14)d0I




rom 30D Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1600
ity v Soi | b information about Form 8850 and fta separate instructions is at www.irs.gov/formsasp,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name i de L H;’xﬁ-‘_‘a‘ Social security number p _E‘ 14-21- s 7
Street address where you live E A o, v@_

Clty or town, state, and ZIP code Mewpors iV, 8Soss
County U)“&W 1.?@6(\ Telephone number _GS {' 3 3 S~ 7 8‘7 a

If you are under age 40, enter your date of birth (month, day, year) “ , Q7 l lct 7 o

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 [] Checkhere if any of the following statements apply to you.

* lam a member of g family that has recelved asslstance from Temporary Assistance for Needy Familles (TANF) for any 8
months during the past 18 months.

* lam a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits {food
stamps) for at least a 3-month period during the past 15 months,

* | was referred here by a rehabllitation 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 benefits (food stamps) for the past 8 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them,

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

* lreceived supplemental security Income (SSI) benefits for any month ending during the past 60 days.

® lam a veteran and | was unemployed for a period or periods totaling at least 4 wesks but less than 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,

6 [ Check here if Yyou are a veteran entitied to compensation for a service-connected disabliity and you were unemployed for a
period or periods totaling at least 8 months during the past year.

6 [ Check here if Yyou are a member of a family that;
* Received TANF payments for at least the past 18 months; or
® Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earflest 18-month period beginning
after August 5, 1887, ended during the past 2 years; or

* Stopped being eligible for TANF payments during the past 2 years because federal or state Jaw limited the maximum time
those payments could be made,

~

[ Check here if you are In a period of unemployment that Is at jeast 27 consecutive weeks and for all or part of that period
you received unemployment compensation. :

Signature—AIl Applicants Must Sign

Under penalties of perjury, | declare that | gave the above infarmation to the employer on or before the day | was offered a Job, and it Is, to the best of my knowledge, trus,
correct, and complete,

applicant’s signature p Date 3 / 4 / 9) Y l&

r Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 22851L Form 8850 (Rev, 3-2016)




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

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: §
'EMPLOYEE SECTION:
First Name: Last Name; Suffix: Street Address; City/State: Zip:
Dencel L Heday) 2 4% e N esopo s SSG.
SS#; Date of Birth; Age: Have you worked for | If yes, location:
this ?
47921 2357 u(d7leo |27 | Hecmpy i
Please complete all questions, and sign and date the form, Yes No
1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) | O

2, Have yon or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? I N
(If yes, please provids information below.)
Nameofthepmonreceivingbeneﬁts: — Relaﬁnnahiptoyom -
City: County: State: o

3. Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? [} (|

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

City: County: State;
*If you checked yes Please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

5. Areyou a Veteran of the U.S. Military? *If yes, please provide a copy af your DD-214 and letter of separation, O 0
(If yes, please provide information below. Ifno, please continue to question #6.)
Dates of Service - From; To;
Branch of Sarvice:
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? N [
Ifyes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment? || O
If yes, in which state did You receive unemployment compensation? ___
7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? || N

Conviction Date; Release Date:
Wasthisa [] Federal or [] State conviction? W State- County: ___ State:

Additional Tax Credits
IEC (Native American): Are yon Oryour spouse a member of a Native American Tribe? | |l
Ifyou 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?
[ 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 penaities of perjury, I declare the information above 10 be true and accurate 1o the bes; of my knowledge, and | hereby authorize any agency, organization, or
individuals 1o supply such verification or information that naeded to determine tax credit eligibility to my employer, employer representative (Associated

Consultants, Inc, dba Retrotax), or the D nt of Lak
Employee Signature; ‘@&Q’ Date: g/‘ [a ,/ Kol §




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date; J; anuary 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION F ORM
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
roup.

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

. AR
New Hire’s Signature: (#Q"Q’Q’Q&J Date 3( 1% 'o>° (&

New Hire Name: rD&MQ.\ H%cg\oﬂft\

Social Security Number: 1| 7Y - 2)- 783G
Employer Name: CSqJ S—\qgr\‘m) / C.mc)f\

Please check the statements below if they apply to you.

O I 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. :

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

(Enter start date)

Privacy Act Nofice:
The intemal Revenue Code of | 886, Section 51, as amended and fis enacting legisiation, P.L, 104-1 88, specify that the State Workforce Agencles are the
"designated” agencies responsible for administering the WOTG certificaion procedures of this program. The Information you have provided completing this
form will be disciosed by your employer to the State Workiorce 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 to respond to this collection of informafion unless ltdisplays a currently valid OM B control number. Respondents' obligation to
complete this form is required to obtain or retain benefits (P.L. 14 1-5). Public reporting burden s estimated to average 10 minutes per response, including the
time 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 tothe U.S, Department of Labor, Division of National Programs Tools Technieal Assistance,
Room C-4510, Washington, D.C. 20210 {Paperwork Reduction Project 1205-0371). Please do not Submit completed forms to this addrass,

117-

ETA Form 9175 (Rev. November 2016)



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.

disclosure to ESSG of the results of my drug and/or aicohol test and other information
related to the test.

gw‘d l—\&’&a"t\

Individuai's Name

3/l o L
e

Dat

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- o> suucuunty Medical Benefits Plap 2
B 215301es641 Jsmmwmm“\ Sep— L

ENROLLMENT FORM

BB BUUMER-MM] 20 40g.3
us INK (us Be Filled v
Mamg t A, 0 \ }Ebbhk&mdq:# Bomd Bhinng f

CSt-235-789 0 W—@EE
oy PRI T s

" Neoport > Posas g

B. DO YOU OR ANY OF YOUR DEPENDENTS R

_ 'Médi_g:are'Hea"lﬂw Instirance Claimn Numbék HICNY 28 50 i Rene '.'M'e'di'c_:érg Effertive Date

eI, v, lesss contie,

'Name of Coverad Person (s

L Pavtoll Deducted Weekly Rates
rage leve| before any benefits in Section C. Your coverage leve| for the aj| benefits in Section C will be
identical. The Fixed Indemnity Me

dical 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 F "‘Elv'l’l;;gi'ﬂ"m DENTAL ViSION TERMLFE | SHORLTERM
e R | | Of S Y s | RS
Bmployes 1 (0] $41.10 $12.34 $4.92 $0.90
Eniployes + Family O] $54.88 $20.36 $6.56 $1,80
A NOwa sonetts T | [Thvas [Tins Elves Cn | ives Tns | Mg, Ellss | Clves M
Shis boudd:Be e s audibie o gistddmes nEMB,

BHogeR2STD is not available to persons who work in CA, Hi, NJ, NY, or RI.
For Term Life / Accidental Death & Dlsmeﬁiberment, please write in your beneficiary information, Accidental Death &
Dismemberment ig part of the Term Life Benefit.
e T Bl S T e ReRsomspp

R e ok

D. REQUIRED DEPENDENT INFORMATION
Mand

BobibkBebtide # ' Dasd neRmmy ,asw ReRtionsgip
i b (1] Bpot:sd [] eatia ] Dbt Bhcende
Mahnd BoblakBebtiiey ¥ Dasd nAigg ReRitnmspip 3
_ i /1 L Bootuee T bk T Donetsss encarme
Maine BublakBebtidex® Dasa nelinh  Gaw "
3 ! 1 Ebntwd&BhﬂdDurndsﬂb Ebeemc
Man

FoDRKBHtdE Dot oéBing Biw | mdpem
| A @spumﬁ] Bhatid O] Dotmelssib Ercemee

YOU MysT SIGN AND DATE, Even IFYOU DECLINE covERAGE

E. REQUIRED SIGNATURE

I have read the ben fit packet and.understand its imitations, | understand that opsn.mmsliment s only avallablefor T
_a limited time an _'IUH'derstandthat_ma@,_] hblﬁ‘énéﬁ’tis'el'gg_t@n'is { 8 declination g e e Hm T _ e
M}DME 03/10d/20 1 & . e scnarue J S o R B

*This Plan DOES NOT Alleviate the Individual Mandate Penalty*
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employer solutions t!aﬁ‘ingé;bup.

C_Plan 1

Social Sscurity Number

H74-2l-73 &;
City

393 Hv cVe WUewpo A hip) &K asS
WW Srsdl it N [27] 1520 Ay
hone Numbssr; Emall Addresa: s

GSI- 335 - 7e50 Ahidein| @ ) gmeil-corny

Please Select Desired Coverage:

Employee Only - D Employee-l-Spouse - DEmployea-l-Child(ren) - D’ Family -

$24.00/Week $38.00/Week $36.00/Week $63.00/Week

my to lnﬂuplanlnllhﬂh.llm hmumulhhmmnuw
mwacmnp mmw.morm Hl%ﬁﬁmhmﬂwwm
nnd%zm)hm;%mlmfﬁh;hﬂbhw mylmf l;mm%ummmﬂ h
r Coverage ends, Ina o, i a new depende relationship rms as a regy; adopti ment for adoption of 0
mopuon,lmlybuhhhanfoll myulformydnpondsm, mvldodlrequuhnrollmntwlmln a1 daya of the event, -y e £
IF DECLINING- YOU MUST HERE
Employee Signature qﬁp ! e O3/19 [Rol'
5 Employer Soilutions Staffing Group Health Benefits Team : i
PO Box 48279

Minneapoils, mn 66344
Phone: 952-767-9519 Fax: 952-767-9515
Email: Healﬁl@employemomﬂonagmup.eom



