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|— Compeny ID: 47429 Company Nama: Employer Sohtions Staffing Group
Q_nmwnnmm
Last Name: delmers First Name: david
Date of Birth: 03/21/1885 mmnm*"m
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employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name_Delonace. First Name M Middle Initial D

Street Address 209, RiveringodsS dc v Apt/Ste

City/State/Zip %&& o P oo Dock WM Y_:E__g’") | Social Security Last Four XXX-XX- & Y
Phone Number __£51-57249 -} 137 - imail Address @

Staffing Agency/Recruitment Partner L

All offers of employment arg conditional upon satisfactory proof of Identity and legal abllity to work In the U.S.A.
Are you legally authorized to work in the United States of America? ;EIYES [INOo

Applicant Certification and Authorization

I release ESSG and other persons or entities from any claims that might be based on ESSG's decjslon fo conduct a background check.

| certify that ajl statements made In my application are true and accurate and that | have not o tted any material Information or provided
false or misleading information, I understand that any material omission or Isrepresentationwill resuit In my disqualification from
consideration for employment or, if discovered after | begin er:floyment. wilJresuit in my termination,

If hired, | agree to abide by the policies and prooed).irés of ESSG.

Dg,\ﬂ 4 @ De\ ofe, ks ) I N G -30-20 \7?
Name (Print or type) Applicant's Signature T Date

For ESSG Office Use Only
DOH NHW I-8 m— e 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loe. WC Code
ESSG - CMG Rev. 0412017



——————

Form W4 (2017)

Purpose. Complete Form W-4 50 that your
employer can withhold the correct federal income
from your pay. Consider completi
W-4 each and when your person;
situation changes,
Exemption from Wwithholding. if you are exempt,
compﬁlti only lines 1, 2, 8, 4, amr'; and sign the
form to validats it. Your exemgﬂon for 2017 exp|
Febw 15, 2018, See Pub, 05, Tax Withholding
and Estimated Tax,

Note: if another person can claim you as a dependent

a new Form
or financlal

% his or her tax retum, you can't claim exemption
m mmm%hmmn
~ and Includes more then $360 of uneamed Income {for
dividends),

example, interest and

ns, An emplope may be abls to claim
exemption from withholding even i the employes is
a dependent, ifthe employee:
° Is age 65 or older,
® Is blind, or

* WIll olaim adjustments to Income; tax credits; or
itemized deduéﬁons, on his or her tax retum,

The exceptions don't apply to supplemental wages Nonwags Income. | ou have a large amount of
greater m’ﬁ $1,000,00¢?.p i nnnwagge Income, suc{ as lntareala;gr dividends,
Baslo Instructions, If you aren't exempt, complete 1"84“3"%’ making 93“{."5‘?3 m?gmems "'5“"9":“"“
the Personal Allowances Worksheet below. The T e af J "} Vi gals. 0"‘3{‘” 58,
workshests on page 2 further adjust your You may owe additional tax, %ou ave pension or
withholding allowances based on ftemizad annuity income, see Pub, 505 find out If you should
deductions, certaln credits, adjustments to Income, acjust your withholding on Form W-4 or W-4P,
or two-eamers/muitiple Jobs ons, mr?d ©arners or multiple jobs, |f {og l;'gve ath
Complets all workshests that . However, you fotang 8pousa or more than one job, figure the
may ciaim fewer (or zero allowaralpcapg.y For reguiar total number of allowancas you ars entitied to olaim
wages, withholding musf be bageq on allowancss on all jobs using worksheets from only one Farm
cl

you claimed and may not be a figt amount or W-4. Your with olding usually will be most
Brcantage of wages,

fv;hma#aﬂgvtanm areglain;ed on the Form W-4
Headofhousahold.eenamlly.yuucanclalm ig theot jeaufoeta. =
Hilng stetus onvoore s n

Nonresident aflen, It you are a nonresident allen, see

82X refum o
you are unma ted and pay more than 50% of e Notics 1 Suppi
Costs of kesping up & hom for yourself and your o g2, Suppleriental Form W-4 Instructions for
degsnd as“org mﬁer quallfying%ndivlduala. e Nonresident Allens, befora completing this form,
Pub, 501, ptions, Standard Deduction, and Check your withholding, After your Form W-4 takes
Fliing Information, for Information, ,;;,,,"’”" m l;ull.:’. §051t0 ssetgow the atjneg:t:an; )g;l atr:x
Tax oredits. You rojected tax credits Into n e com your proj
acoount In Toung oot prelect E ansorec for 2017, ge Pup , especialy i your eamings
withholding allowarices, for child or dependant exased $180,000 (Single) or $180,00 Married),
care expenses and the child tax credit may be claimed

uain%the Personal Allowancas Worksheet below,
See Pub. 505 for Information on converting your ather legis
credits Into withholdin, allowances. at

Personal Allowances Worksheet (Keep for your records.)

A Enter“1”foryourselfifnooneelsecanclalmyouasadependent. R e - I R Rl o O G A

B Enter“1” i {

C  Enter *1” for your Spouse. But, you may
than one job, (Entering “-0-» may help yo
Enter number of dependents (other than

mmy

* You're single and have only one job; or
® You're manied, have only one job, and your spouse doesn't work; or o o o I3
® Your wages from a second Job or your spouge’s wages {(or the total of both) are $1,500 or less,

Enter “1” if you will file as head of household on your tax return (see conditions under Head of housshold above)

choose to enter “-0-" i you are married and have efther a working spouse or more
u avold having too little tax withheld) . . , | | | 0 0 6 o o

Iid 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 child; then less #1~ if you
have two to four eligible children or less "2~ if you have five or more eliglble children.

* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter “1” for each eligiblechid. @
H AddinesA through G and enter tota) here, (Note: This may be different from the number of exemptions you claim on your tex retum,) » H

* if you plan to itemize
For accuracy, and Adjustments Worish
complete all
worksheets
that apply. to avol

* if you are single and have more than one iob or are manried and you and your spouse hoth work and the combined
eaminFs from all jobs exceed $50,000 {$20,000 # married), ses the Two-EamersIMulﬂple Jobs Worksheet on page 2
d having tao little tax withheid,

® If neither of the above Situations applies, Stop here and enter the number from line H on line 5 of Form W-4 below.

Form w-4

Department of the Treasury
Intemal 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 certain number of allowances or exemption from withholding Is
subject to raview by the IRS. Your employer may ha required to send a copy of this form to the IRS,

OMB No, 1545-0074

2017

1 Your first name and middie Inftial

Last name

D) mo e

2 Your social security number

Mlo-a-%oey

Home address {number and street or rural route)

729 Rixee woeds Ae N

8 X singe [ Marmiea L] Married, but withhold at higher Single rate,
Note: If marmied, but legally saparated, Orspause Is a nonresident allen, check the “Single” box.

City or town, state, and ZIP code

Sﬁ:\h)" QGN\ Rack My

4 i yourlast name differs from that shown on your saclal security card,
check here. You must call 1-800-772-1213 for a replacement card. P>

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

~N oo,
g
g
=}
o
:
a
=
3
g
s
2
g
5
o
[=K
g
3
(0]
g
3
S
8
-~

* This year | expect a refund of all federal inqpme—iaf withheld because | expect to have no tax liability,
If you meet both conditions, write “Exempt" hpre. ), . .

LR

- >l7]

Under penalties of perjury, | declare that | have ex
7

Employee's slgnature

(This form Is not vaild unless you sign it) »

amined this o‘értiﬂcate and, 1o the best of my knowledge and bellef, it Is true, correct, and complete,

"——“_,/// T e Date » 6-30-29\7

8 Employer's name and address (Emplothomplete‘ lines 8 and 10 only if sending to the IRS.)

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)















** DO NOT SCAN OR FAX THIS PAGE **

LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Empioyees may present one selection from List A
or a combination of one selection from List B and one selection from List C,

LISTA LISTB LISTC
lish— —Documents that Establish Documents that Establish
Both Identity and Identity Employment Authorization
Employment Authorization OR AND
1. U.S. Passport or U.S, Passport Card ‘ 1. Driver's license or ID card issuedbya | 1. A Social Security Account Number
State or outlying possession of the card, unless the card includes one of
2 E:g?&'gf;:g?&t g ::,g gﬁ:ﬂss“ United States provided it contains a the following restrictions:
photogcr’aang Ofr L?rf;nnaﬂ%n st;lch_ ahst' (1) NOT VALID FOR EMPLOYMENT
name, (0 , gender, height, eye
3. Forelgn passport that contains a ST S ™1 (2) VALID FOR WORK ONLY WITH
temporary |-551 stamp or temporary INS AUTHORIZATION
1-551 printed notation on a machine- 2. ID card issued by federal, state or local
readable Immigrant visa govemment agencies or entities, @®) gﬁéﬁﬁ?&oﬁ%gﬁw VoL
rovided it contains a hotograph or
4. Employment Authorization Document | aformaﬂon such as napme, datepof birth,| 2. Certification of Birth Abroad jssued
}h_,aet 6‘;°“ta'"3 a photograph (Form gender, height, eye color, and address by the Department of State (Form
- == FS-545)
1 |3- School ID card with a photo, raph
5. Fora nonimmigrant allen authorized Pl 3. Certification of Report of Birth
to work for a specific employer 4. Voter's registration card issued by the Department of State
because of his or her status: 5. U.S. Mitary oard or draft rocg (Form DS-1350)
a. Foreign passport; and e 2 — 4. Original or certified copy of birth
b. Form 1-84 or Form I-84A that has 8. Miltary dependents ID card gg;“nf{y"a: L';j‘:i;g&yufhfr‘;;e-m
the following: 7. U.S. Coast Guard Merchant Mariner territory of the United States
(1) Thg same name as the passport; Card bearing an officlal seal
an ey
8. Native American triba| document
(2) An endorsement of the alien's = 8. _Native American tribal document

nonimmigrant status as long as 8. Driver's license issued by a Canadlan 6. U.S. Citizen ID Card (Form I-197)

that period of endorsement has government authority
not yet explred and the 7. Identification Card for Use of
proposed employment Is notin | | For persons under age 18 who are Resident Citizen in the United
conflict with any restrictions or unable to present a document States (Form I-179)
limitations identified on the form. listed above:
__| 8. Employment authorization
= ;?:;%‘;’;l’;"zg‘sﬂh‘; sf&";ar‘f:ﬂiﬁff“ 10. School record or report card document issued by the

Department of Homsland Secur|
the Marshall Islands (RMI) with Form 1. Ciinic, doctor, or hospital record : ty

1-84 or Form I-94A indicating
nonimmigrant admission under the 12. Day-care or nursery school record
Compact of Free Assoclation Between
the United States and the FSM or RMI

Examples of many of these documents appear in Part 8 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.

Form 19 11/1412016 N ** DO NOT SCAN OR FAX THIS PAGE **



EMERGENCY CONTACT INFORMATION

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

Employee Name: Du..v'\ﬂ 1% Damare

Address: 203  Nwer AM0dS  Ae

Home Phone: __65)- 59209 \137

' EMERUENCY CONTACTS
Pleasa llst two peaple (in priorlty ordar) who could be aontavted ih case of an eémargeroy
Contact #1 Home Phone: £5\- 2239 1%
Name; ¢ M\—\\D DAMM Cell Phone:
Relationship: oo 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.



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

SSN# (1ast 4 digits) | |EffectiyaDage d.n |
-éléké-—-ullmldll-

<] Direct Deposit (Please complets Sections 3 and Sbelow)  Note: Direct Deposit accounts may take up to 7 days to be activated

Payroll Debit Card (Please complete Sections 4 and 5 below) D Paper Check (Pleage complete Section 5 below)
SEGETION 3 DIRECT DEROSTE

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,

Date 5-20 “2V]

WellS T (®)
Q3 1ooon\g

Routing#

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, Foryourprotection, the financial institution may ask you to provide them additional identification information so they can
identity,

Except for the routing and account number, BSSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will recejve your new Payroll Debit Card, and a packet containing ail of the termg 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
Wwages,

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

First Name Last Name Date of Birth
Street Address poBax NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be campleted when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

Employee’s Signature: Date:
SECTIONT S N WRTZNEION

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: Robbet Snok e, 2\ ) @ amol |, o
this fnformatién will Lenly be used te-dend your Paystubs electronically
7

Employee's Signature: £ Mo Date:_G-20-2 0\7




Authorization

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 pu

=Mployment 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 origj-
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: o\ A P De\vote.
First Middle (1O Last
none)
Other names used:

Current county of residence:

Current and former addresses:

current 2 Qe waodd ¢ W O Fod Redk M 55071
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street 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.

A7) - 1025 W1o-a-206w

Date of birth Social security number

KATNNRS 61517 Vo, QodficR  Oedate
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job ar iive in California, Minnesota, or Okiahoma, you may request
a copy-ofithe resort by checking this box: El

e / '

/- i ] 6 - 20-20\7
Signature™ \ ' Date




| employer solutions staffing group..

/ - P : ./f

\

STATEMENT OF CONFIDENTIALITY

This agreement made this 30+\ﬁday of _Sune . 20117, between

—————

Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and_Dood, A AR AT 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.

/

Z TN

—

Employe nature

o
¥

EmployeSalutions Staffing Group I'LC, Representative



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), usted debe notificar a su reclutador de personal que el cheque no

Si su cheque de pago fue robado, primero debe denunciar el robo a Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—

Name/Nombre (con lefra de moide): w2 DT

-~ ¥,

2 / ) .

Signature/Firma: e s e




employersolutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

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

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

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

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

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

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



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

Noti

Your physical condition.

IFit 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:

I have r}ad ﬁny responsibilities and agree to abide by these guidelines.

Signed: y '

Printed Name: mm&s__‘ R D omfe




rom OO0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1546-1500

Dm?.!’m. 35"3;’,{.}2 aslmmcimy P> Information about Form 8850 and its separate instructions is at WWWw.irs.gov/form8sso,

Yourname oo A D Do \evace ___ Soclal security number > Wio- - 2ot
Street address whereyou lve 7. o) RivaC100005 e v

City ortown, state, and ZIP code 0oy D) Rock, W Segm)

County Wb colon Telephone number 55\~ 579 - wWi37
=

If you are under age 40, enter your date of birth (month, day, yea) ©2%-72)- \QRc,

1 [] Check here if you received a conditional certification from the state workforce agency {SWA) or a particlpating local agency
for the work opportunity credit,

2 [] Check here if any of the following statements apply to you,
* lam a member of a famlly that has received assistance from Temporary Assistance for Needy Familles (TANF) for any 9
months during the past 18 months.
* lam a veteran and a member of a famlly that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months,

* | was referred hers 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 lam a member of a famlly that:
a. Recelved SNAP benefits {food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past § 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.

® | recelved supplemental 8ecurity Income (SS) 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.

8 [ 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 entitled 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 ifyouare a member of a famlly that:
* Received TANF payments for at least the past 18 months; or
* Received 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

* 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 al] or part of that period
you received unemployment compensation.

=l ] \
: | Signaturg—All Applicants Must Sign
Under penalties of Perjury, | declare  that I gave the above Iiformation ?&a 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 / Date H-Z0-W T
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)

117-




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

EMPLOYER SECTION:
Client; Company:
Location: Position; Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name: Suffix; Street Addlr'ess: City/State: ; Zip:
David  Dadmore 209 Awerumods Ac Sods R Pork Jnt g
SS#: Date of Birth; e Have you worked for | If yes, location;
; , - - o this before? | » .
W70-19- RopM 03-2.1- 1985 32 Yo O | Bahay  Pand Pk
Please complete all questions, and sign and date the form., Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O N

at any time since August S, 19972 (ifyes, please provide information below,)
Name of the person receiving benefits; Relationship to you: g =
City: County: State;

2, Have yon or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? '& O
(If yes, please provide information below.)

Name of the person receiving beneﬁts:b';in Relationship to you: We_
City:‘)qv County: \s State: N\

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

[ Vocational Rehabilitation Agency [ Dept. of Veterans Affiirs [ Bmployment Network (Ticket to Work Program)

Name of Agency: __ Phone # o

City: County: State: _

*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

W
jr:f

S. Are you a Veteran of the U.S. Military? *[fyes, Please provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below, If'no, please continus 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: 0=  To: &
Did you receive unemployment compensation at any point during yonr unemployment? .
Ifyes, in which state did you receive unemployment compensation? __

ol o Ao
d ® ob

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;
Was thisa [] 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? | E
Ifyou checked yes please provide q copy of your CDIB card,

CA Residents: [] Are you the child of foster parents? [ Do you receive CalWorks? [] Workforce Investment Act?

PLEASE READ, SIGN, AND DATE; - ) / /

i r
Under penalties of | perjury, | declare the infariation ghove to bgg-ue and accyrite to the best of my knowledge, and | hereby authorize any agency, organization, or
individuals tp supply such verification “mformatiorf that needed yerdetermine tax credi eligibility to my employer, employer representative {Associated

Consultants, Inc. dba Retrotax), or the, epartmeny’of Labory
Date: 7 r 6 "20'7

-7
New Employee Signature: i bl

=




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date; January 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 {uLHA&m%ijeachwﬂﬂcamﬁ request filed for the new target

group, 2

Under penalties of perjury, I declarg. that ;his infgrmation is true o correct to the best of my

knowledge, A Y
LZ /',/"/\_.. Date /-6 ~2017

Rodbick, D)ot

Social Security Number: 1410~} 9~ &olod

Employer Name:

New Hire’s Signat

New Hire Name:

Please check the statements below if they apply to you.

O  1declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period I received unemployment
compensation.

O Ideclare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice;

The Intemal Revenue Cod of 1886, Section 51, as amended and its enacting leglslation, P.L. 104-188, specify that the State Workforce Agencies are the
"designated” agencies responsible for administering the WOTC certification procedures of this program. The information you have provided complating this
form will be disclosed by Your employer to the State Workforce Agency. Provision of this information s voluntary; however the Informafion i required to
determine your employer's eligibliity for the federal tax credit,

.._.-.—.._.._.._.._.._.._..—.._.._.._.._.._.._..

Information, Send comments regarding this burden estimate to the U,S, Department of Labor, Divislon of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Piease do not submit completed forms to this address,

117-
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[ employer solutions staff INg group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —

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

Job assignment from a staffing service, ( 1) fails without good cause to
affirmatively request an addjtional 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
maly affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. DQ‘D (Initial)

B
/ V.
11/ :
» ) -
f i . - - 2
& e 6-30-12017
Employee Slgnaturé® Date:

Employee (please print your name here)

e

CMG_SM - Rev. 09.2013




DRUG AND ALCOHOL

TESTING CONSENT FORM
1. I have been aliowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2. Hvave 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

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 unilatera] employment contract or offer thereof.

Dodd DARK Denre.

Individual's Name

Q6 ~20-1417
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



. AR ;
- employer solutions staffing group. L;’ ESNG o0
Levgraging Recourses ir a Changing Marke: Wmmgu;; empicyer subdions ratormwids g,

ool | 10 sepleym3 U B vt e, AN e W st i,

Enhanced MEC Plan_Plan 1 Benefit Plan Adriristrators, I,

Benefits Enroliment Form New Emploves

Eniployes Information

Namo (First and Last)

Rehire Rehire Date

Social Security Number

D o D-Q.\m‘?a_ HW70- \a- TOEW
Address N = Cliy Zip Coda

T Savar womds &5 W Sonox Read Tacde, | ad 5%07)

== 2T

Gende Marital Status Single| | Date of Birth

= %::ﬁ Married Dlv'::'ced O3-72.1- ARY "’Bg\"é,"’n\ﬂj

1Phone Number: Emall Address;

Please Select Desired Coverage:

Employee Only - D Employee+Spouse - Employee+Child(ren) - ] Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

Social Security # Birth Dato | Sex Relationship
—T— . Male Spouse Child
i Last Name Female Domestic Partner
Social Security # Birth Date | 8ex Relationship
Male Spouge Child
M Last Name Female Domestic Partner
Social Security # BirthDate | Sex Relatio nship
stz ~—TastName | Male Spouse Child
rst Name ML me LR P! D : =
O o} o} o)
NAME OF PERSON COVERED (FIRST, LAST):
EFF, DATE
EFF. DATE
EFF. DATE
Employea Acknowledgement and Authorization - | hershy

apply for the group benefit{s) as Indicated. | acknowledge that all entries are tru
any misstatements or fajlure to report Information may be used as the basis for cancellation of coverage fo
effective date, Further, | authorize my employer to make the necessary payroll deduction of pramlums for ¢

‘IF ENROLLING - YOU MUST SIGN HERE

e and complete and that
rme and my dependent(s), ifany, from the original
overages | have ejected,

Employee Signature Date
EMPLOYEES DECLINING | am DECLINING coverage
lunderstand that | and/or my dependents, if any, waiva

must meet the requirements defined In the Certifipate of Coverage for the company’s medieal or dental plans, If ] degli
{Including my Spouse) because of other coverage, | may, In future be able hﬁ-]

days after the other covarage ends. In add| , ifa dependent relaﬂ&ng p forms as a resuit of marriage, birth, adaption, placement for adoption of parting suit
of adoption, I may be able o enroll eif or depgndent, provld_gd'f reqiiest enroliment within 31 days of the ev:

IF DECLINING- YOU MUST SIGN HERE

Employes Signature / : M | Date é "EO "'JLO \7
7 7

Employer Solutions Staffing Group Health Benefits Team
' PO Box 46270 Minneapolis, MN 55344-9955
= Phone: 952-767-9519 Fax: 952-767-9515
Email; Health@employersoluﬂonsgroup.com




~eavw wsucuuuty vedical Benefits Plan 2

VSl 219301-ESG-1  |oFFICE UsE onLy LOCATION _ RehireDate ___/__/
ENROLLMENT FORM ESC CU[UNAC-MN) P1 v18.2
INT USING BLACK or BLUE INK (Must Be Filled Out)
Name ' Social Security # | Home P [ :
Doa'i & Do) roare. | HTe-1n-2o8y |65} Q‘S'm W3R | (@
Add Apt. #
20 Rwrwoods de W =
City | State le Date of | Blrth
Sohay Poul Pode [ NN %7 R M1/ \985

B.DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

_ DYes No. f Yes, please continue.
Medicare Health Insurance Claim Number (HICN) . Medicare Effective Date

T M e vt s et et 4 v aacam T o et v ey e ———— e

Name of Covered Person (s):

BE!

PeyrolDaducead Wesky Rate
You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be

ldentlcal The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disabi ility plans are underwritten by BCS

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL F ”‘E:E'ggi{”f"" DENTAL VISION TERMLIFE | SHORETERW
 Employes Only [ ] $2025 [B)|  g6.17 s242 (B s0.0 | sez0 3
Employee + 1 [] $41.10 $12.34 $4.92 $0.90
Employee + Family [ ] $54.88 $20.36 $6.56 $1.80
__ NOtoALL Beneﬁt_s_ J DYes D No __DYes D No DYes D No _] DYes D No DYes D No

'This coverage is not available to res:dents of NH, Hl, or PR. 2STD js not available to persons who v—v;rk in CA, Hi, NJ, Ni orRl.

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

Name Relatxonshlp )
Name  Social Security # ' Date of Birth | Sex _ Relatlonshlp - SF
B | S et I ‘_ , | Spouse D Child D Domestic Partner

Name f Social Security # Date of Birth | Sex f Relatlonshlp
) ; . /7 § |_M_l : l:l | Spouse D Child D Domestic Partner
Name T [ Social Securiiy # 'Séié c;‘ Birth |Sex | Relationship e
1 e = =it : =t ey .E D |Spouse D | Child D Domestlc Iia__r_t_m_a_l:~
‘Name Socual Securrty # Date of Blrth | Sex Relatlonshlp

r SR AN (R e Spouse [ ]Chitd []Domestic Partner
'fé'u‘ﬁbsr T SGN AND AT, EVEN iF Vou bic
have read the benefit packet and understand its [i imitations. | unde d that Qben enrollmy

|mlted time and | understand that maklng no beneﬁt selectlo 52 declmatloﬁ of coveragé.
”DATE L7/08/20\7 > > SIGNATURE,

S e -

NS e This is an Essential StaffCARE Enrollment Form.,




