-employer solutions staffing group. il
Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsolutions.com

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

Last Name_D o¢ln First Name oo, Middle Initial 3
Street Address S3S Ach .o SH Aptiste ]

City/State/Zip ou Social Security Last Four XXX-XX- Z&Q(

Phone Number { |5 ) QQB-—{QQZ Email Address 83 Jp. L iX @ 505;_,1_5@_‘

Staffing Agency/Recruitment Partner Q_fﬂ\cﬂ

All offers of empl! ent are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.
Are you _Iegally authorized to work in the United States of America? E’és [No
Appliicant Certification and Authorization

1 authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indlcated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my eligibllity for hire by certain clients of ESSG.
This may Inciude but Is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

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

| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin empioyment, will result in my termination.

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

Name (Print or type) Applicants Signature

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

For ESSG Office Use Only
DOH NHW 1-9 8850 w4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG Rev. 052015



Form W4 (201.7)

Purpose. Complate Form W-4 so that your
employer can withhold the correct federal Income
tax from your pay. Consider compisting a new Form

W-4 each and when your persona) or financial
situation changes.
Exem)

on from withhelding. If !ou are exempt,
complete only lines 1, 2, 8, 4, and 7 and sign the
form to validate it. Your exemption for 2017 expires
Febmm& 8ee Pub. 605, Tax Withholding
and Tax.

Nota: If another person can claim you as a dependent
on his or her tax ratum, you can't claim exemption

from withholding if Ingome exceeds $1,060
and Includes more $350 of uneamed Income (for
example, interest and dividends).

ns. An empli may be able to claim
mmamglnﬂom wmglg{\a:evgyl if the employee Is
a dependent, if the employes:

» |s aige 65 or older,
o |s blind, or

» Will claim adjustments to income; tax credits; or
temized deductions, on his or her tax retum.

The exceptions don't g] to suppiemental es
greater th%?a $1 .ooo,oog.my e =
Baslo instructions. If you aren't exempt, com%leta
the Personal Allowances Worksheet below. The
workshests on page 2 further adjust your
withholding aliowances based on temized
deductions, certain credits, adjustments to income,
or two-eamers/multipie jobs s ons,

Complste all workshests that apply. However, you
may clalm fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a fiat amount or
percentage of wages.

Head of household, Generally, you can clalm head
of household filing status on your tax retum only if
you are unmarried and pay mors than 50% of
costs of kee, lngolmahomeforyoursalfandgour
depend| agor er qualifying Individuals, 8es
Pub. 501, ptions, Standard Deduction, and
Fillng Information, for information.

Tax orediis. You can take projectad tax credits into
acgount In figuring your allowable number of
withholding allowances. Credits for child or dependent
care expenses and the child tax credit may be clalmed
usln%the Personal Allowances Workshest below.
See Pub. 505 for Information on converting your other
credits Into withholding allowanges.

-Nonwage Income. If you have a large amount of
nonwage income, such as Interest or dividends,
consider making estimated tax ents using Form
1040-ES, Estimated Tax for Indlviduals. Otherwise,
you owae additional tax. If f\‘r;:»u have pension or
annuity income, see Pub. 505 {o find out if you should
adjust your withholding on Form W-4 or W-4P.

Two earners or multiple jobs. If you have a
working spousa or more one job, figure the
total number of allowances you are ed to claim
on all jobs using workshests from only one Form
W-4. Your withholding usually will be most accurate
when all allowances are clalmed on the Form W-4
for the highest wlng Jjob and zero allowances are
claimed on the others. 8ee Pub. 505 for detalls,

Nonresident allen, If you ara a nonresident allen, sse
Notice 1382, Supplemental Form W-4 Instructions for
Nonresident Aliens, before complsting this form.

Cheok your withholding, After your Form W-4 takes
use Pub, 605 to ses how the amount you are
having withheld comgaraa to your ?fm]actad total tax
for 2017, See Pub, 505, espeelal(l)y your earnings
exceed $130,000 (Single) or $180,000 (Married),
Future developments. information about any future
developments affecting Form W-4 (such

as
legisiation enacted after we releass i) will be posted
at www.lrs.gov/iw4.,

Personal Allowances Worksheet {Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent .

B  Enter*1”if: [

= You're single and have only one job; or
» 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 total of both) are $1,500 or less.

Y W

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

mmuo

Enter number of dependents (other than your spouse or yourself) you will claim on yourtaxretum. . . o o
Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)
Enter “17 if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

.

mTmOoOOo

1]

(Nots: Do not Inciude child support payments, See Pub. 503, Chlid and Dependent Care Expenses, for details.)
G Child Tax Credit (including additional child tex credit). See Pub. 872, Child Tax Credit, for more Information.

» If your total Income will be less than $70,000 ($100,000 if marrled), enter “2” for each eligible child; then less “1 if you
have iwo 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 $118,000 if married), enter “1” for each eligblechid. G
H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax retum)) » H

For accuracy, and Adjustments Workshest on page 2.

complets all

worksheets earnings from all jobs exceed $50,000 ($20,000 if married),
that apply. to avoid having too little tax withheld.

® [f you plan to itemize or claim adjustments to income

|

and want to reduce your withholding, see the Deductions

e I you are single and have more than one job or are married and you and your spouse both work and the combined
see the Two-Earners/Multiple Jobs Worksheet on page 2

® If neither of the above situations applles, stop here and enter the number from fine H on line 5 of Form W-4 below.

Form w-4

Depariment of the Treasury
Intemmal Revenue Service

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

Employee’s Withholding Allowance Certificate

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

OMB No. 1645-0074 -

2017

1 Your first name and middie initial

Last name

Dech

2 Your soclal security number

L.
Home address (number and street or rural rouits)

M o)

City or town, , and ZIP code

ShPal MV Ssioy

3 [ singie  [] Married L] Married, but withhold at higher Single rate.
Note: [ married, but legally saparated, or spouse is a nonresident allen, check the “Single” box.

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, > O

5 Totalnumber of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5|¢y
6 Additional amount, if any, you want withheld from each paycheck
7 | claim exemption from withholding for 2017, and | certify that | meet both of th

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

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

e following conditions for exemption.

6|$

>

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

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

8 Employer's name and address (Employer: Complete lineés 8 and 10 only if sending to the IRS.)

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

ower (, [

9 Office code (optional)

10 Employer [dentification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2017)



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

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

P>START HERE: Read Instructions carsfully before completing this form. The Instructions must be avallable, either In paper or electronically,
during complstion of this form. Employers are llable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate

document(s) an employee may present to establish empioym
an individual because the documentation presented has a

against work-authorized individuals. Empioyers CANNOT specify which

ent authorization and identity. The refusai to hire or continue to empioy
future expiration date may also constitute illegal discrimination.

Seéllon 1. Employee Infarmallon and Aflestation (Empioyee
than the first day gf employment but not hetore agesnting a job affer )

8 miys! camplete and sign Seofion 1 of Fatm -8 no later

connection with the r:ompletlon of this form.

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)
oJa Kok S
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
535_Achur, S 1 Pou ZIVAESTPSY
Date of Birth (mm/defyyy) | u.s. Social Security Number Employee's E-mail Address Employee's Telephone Number

!

oy | 2 [hB]- 2l -RRE]] amgt%&@uﬁ,_m%m
| am aware that federal law provides for Imprisonment and/or fines for

e statements or use of false documents In

| attest, under penalty of perjury, that | am (check one of the following boxes):

[ 1. Acitizen of the United States

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

MA lawful permanent resident  (Alien Registration Number/USCIS Number):

1. Allen Reglstration Number/USCIS Number;

D 4. An alien authorized to work  until (expiration date, if applicable, mm/ddfyyyy):
Some aliens may write "N/A" In the expiration date field. (See instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9; D,ﬁ';,",,;',’;',,?#:g;m
An Allen Reglstration Number/USCIS Number OR Form |-94 Adm/ssion Number OR Foreign Passport Number.

OR
2. Form -84 Admission Number:;

OR
3. Foreign Passport Number:

Country of issuance:

Signature of Employee

iy L

Today's Date

Py

{nm/ddfvyyy)
6o, nai’?mlﬁ;

| 1 did not us a preparer of trafiélator.
(Fiélds below must be campleted and signe

rér andloy Trandlator Gértification (ahedk ane)l ,
A preparer(s) Afid/ol trahslatur(s) desistdd the employée In compileting Seotioh .
¢l when reparers arig/or tensiators agsist an emplayes in complgting Seation 1)

1 attest, under penalty of perjury, that | have assisted In the com
knowledge the information is true and correct.

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

Signature of Preparer or Translator Today's Date (mm/ddAyyyy)
/ of / 2o lq
Last Name (Family Name) First Name (Given Name) 5
Daol Kake
Address (Street Number and Name) City or Town

&s_AsLmst Agk. o

SINNN

State ZIP Code

M\ _[SSleY

@ Employer Completes Next Page

Form I-9 11/14/2016 N



TPy

of Acomptable

Sec 3. Emp Authorizatl Represents
(Bmployers or their altharized representative must complete ane
mu&pﬁysmwemm;a dnoument frem List A OR éaampmm

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

Ve Ravl
of ana dagum

amfn @ pusiness deys emglaymgnt Yaou
fram List B ahil arle doumant from List © as Usted on the Lists

USCIS

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

fthe employe's first day of

A

Empioyeeo Info from Sectlon 1

Lla)st Name (Famlly Name)

ListA
Identity and Employment Authorization

OR

Ers’t Nge (Given Name)

M.L

cmzenshlpllmmigmﬂon . B
J. 13 "Resielot

ListB
identity

AND

ListC
Employment Authorization

Document Title . +
ug Rusi

Document Title

Document Title

Issuing Authority

Document Euzber, D 4 3 2

Issuing Authority

chy JULSCLC

issuing Authority

Doéument Number

Document Number

Expiration Date (i apy)(mm/ddpyyy)
2/0%030]7

Explration Date (if any)(mm/dd/yyyy)

Expiration Date (if any)(mm/ddAyyy)

Document Title

lssuing Authority

Document Number

Expiration Date (i any)(mm/dd/yyyy)

Document Title

lssuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Additional Information

OR Code - Sections 2& 3
Do Not Write In This Spacs

Certification: | attest, under penaity of perjury, that (1) | have examined the document(s) presented by the above-named employes,

(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
empioyee Is authorized to work in the United States.

The employea's first day of employment (mm/dd/yyyy): ZP/ 5’ / ZD 17 (See instructions for exemptions)

Signature m‘@%utho@ ?resentaﬂve

Today's Date(mm/id/yyyy)

e/ £/20 (7

Title of Employer or Authorized Representative

Rocrtes

Last Name of EmplonrA orized Répresentative

Vidz)%

First Name of Employer or Authorized Representative

Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

7301 OHMS LANE SUITE 405

Employer's Business or Organization Address (Street Nur@r andcsaaj’

City or Town
EDINA

State ZIP Code
MN 55439

Beatfon J. Reverifiaalion and Rehires (7o 6o

agrpleted and sigrted by emplayer o7 euthGrized representaliye) _

A, New Name (i appiioahle)

B. Date of Rehire (i applloable]

Last Name (Family Name)

First Name (Given Name)

Middle Initial

Date (mm/ddAyyyy)

G. e emplayee's previals grant of miployment aulionzafian had ex
continuing employment authgrization In the space provided below.

pifed, provide the Information for the dooument o recalpt thal eslabiihes ‘

Document Title

Document Number

Expiration Date (if any) (mm/ddAyyy)

1attest, under penaity of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genulne and to reiate to the individual.

Slignature of Employer or Authorized Representative

Today's Date (mm/dd/yyyy)

Name of Employer or Authorized Representative

Form 1-9 11/14/2016 N



Department of Homeland Security
U.

3. Citizenship and Immigration Services

Form 1-797C, Notice of Action

D
| THIS NOTICE DOES NOT GRANT ANY IMMIGRATION STATUS OR BENEFIT. ?

: : APPLICATIONPETITIONREQUEST NUMBER NOTICE DATR
ASC Appomtment Notlce 10E0902130438 W 03/17/2017
CASETYPE SOCIAL SECURITY NUMBER (. USCIS Af ) CODE
190 - APPLICATION TO REPLACE PERMANENT RESIDENT CARD A042 949 629 3
ACCOUNT NUMBER TCR “FSERVICECENTER FAGE
041342704065 YSC lofl

KOKOU JONITA DOEH
¢/o KOKOA ] DOEH

535 ASBURY ST APT | O’A}
SAINT PAUL MN 55104 G .

To process your application, perition, or request, the U. §. Citizenship & Immigration Services (USCI5) must capture your biometncs,
PLEASE APPEAR AT THE BELOW APPLICATION SUPPORT CENTER (ASC) AT THE DATE AND TIME SPECIFIED.

IF YOU FAIL TO APPEAR AS SCHEDULED, YOUR APPLICATION, PETITION; OR REQUEST WILL BE CONSIDERED ABANDONED
AND DENJED.

APPLICATION SUPPORT CENTER ; PLEASE READ THIS ENTIRE NOTICE CAREFULLY.
USCIS ST PAUL DATE AND TIME OF APPOINTMENT
1105 University Avenue W Snite 102 04/03/2017

8t Poul MN 55104 01.00PM

WHEN YOU GO TO THE APPLICATION SUPPORT CENTER TO HAVE YOUR BIOMETRICS TAKEN, YOU MUBT BRING:

L. THIS APPOINTMENT NOTICE and

1. VALID PHOTO IDENTIFICATION. You must bring your Permanent Resident Card/Resident Alien Card, unless it has been lost/stolen, in which
case you may bring a passport, driver’s license, military ID), State-issued photo ID, or other govemment-issued identification document that contains your
name, date of birth, photograph, and signature, If you sppear without proper iqcnliﬁéation. you may be unable to complete your appointment.

3, CHANGE OF INFORMATION. If your name has changed since the issuance of your Permanent Resideat Card, then you must bring evidence to
support the name change (¢.g, birth certificate, marriage certificate,or applicable court document) at the time of your appointment.

CELL PHONES, CAMERAS, OR OTHER RECORDING DEVICES ARE NOT PERMITTED,

| NOTE: When you appear at the USCIS Appiication Support Center, you will reaffirm, under penalty of perjury, that you reviewed and understood your
application, petition, or request and all supporting d that the were provided by you, and that the contents of your application, petition,
or sequest are complete, tnue, and comrect. If you were assisted in completing your epplication, petition, or request, you will be reaffinming that the person
assisting you also reviewed the Acknowledgement of Appolntment at USCIS Application Support Center with you:

'NOTE: USCIS will use your fingerprints to check the criminal history records of the FBI. You may obtain a copy of your own FBI identification record

within Titie 28, C.F.R., Section 16.34. !

NO'l‘E_: if the USCIS ASCis closed due to inclement weather or for other unforeseen circumstances, USCIS will automatically reschedule your
appointment for the next available appointment daté gnd mail you a notice with the new date and time,

using the procedures outlined within Title 28 C.F.R., Sectlon 16.32. The procedures to change, correct, or update your FBI identification record are outlined

e S REQUEST FOR RESCHEDULING/SPECIAL HANDLING
) Please mc!:édulf my ngp?intm.em. Once USCIS receives your request, you will be sent a new appointment notice. Make a copy of this notice for
Your reconds, then mail the on_gmal with your request to BPY, Alexandria ASC, Suite 100, 8850 Richmond Hwy, Alexandria, VA 223091586
3} 1am unsble to ppear In-p at my ASC appointment due to severe mediénj h%;:ila.i@'iﬁ }-5& L?n,il?[ vl % -
severe medical limitations, you must request a waiver of the biometrics requirement in writing. P_léase mnii 'S'our “:E o
Potomac Center Drive Stop 2425, Adington, VA 205982425 ~ i o S

LN 5 4

.
Gt

| APPLICATIONNUMBER
190 - 10B0902130438

-
{ E B /
: e

If you havé any questions regarding this notice, please call 1-800-375-5283.

ING: Due g limited seating availabllity in.qur lobby area, only p who are Y to assist with transportation or complenng iyt bloaseeric:
| worksheet shauid ac@om’)m If you have open wounds or bandages/casts when you appear, the USCIS may rescheduls mrappmm;? ifirts X
determined your Infuries will interfere with saking your biometrics. i

Sale
T :
Gl =05 e
L X

&

If this bt an fnterview or blometrics appointment nofles, please see the bati of this uotice for Imporeant information, Fom LR onil4 Y

: - Y ) - . ¥
o ey - 1\ F - “ 4 Y
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EMERGENCY CONTACT INFORMATION

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

Employee Name: KK,  Dine

Address: S 2
Home Phone: (¥ ~J4<3

: ' EMERGENCY CONTACTY ;

Please lst two peaple (In priority order) who could be contacted In cade of an emprgercy
Contact #1 Home Phone:

] * ? .
Name' Tl i o Dl s Cell Phone: (65 1) BIS—8>¢G

Relationship: 3o}l ey Work Phone:
Contact #2 Home Phone:

Name: Caro'_jn Dok Cell Phone: (6! 2) BLg-24F3
Relationship: M o-l-‘,\ e ‘Work Phone:

Additional information you want Employer Solutlons 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
Wage Payment Method Authorization (Minnesota)

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

SECGIEONTIBASTE N EORNAETON
SSN# (last4 digits) Effective Date -
o - A= i & )

C (-]
Fﬁ am 1’.;\ )
SO 2 PANIROGE . B EG R enN
| Direct Deposit (Please complete Sections 3 and 5 below) Note: Direct Depasit accounts may take up to 7 days to be activated
| | Payroll Debit Card (Please complets Sections 4 and 5 below) | £ aper Check (Please complste Section 5 below)
SEGHONIALDIREGE DEROSEL
8 [ Updste Bank Account
L Bank Name:

)

BN Routing#

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

Account# Initial Dato

Account Type: [] Checking [ Savings [ Other

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

SEGEONTTRANROLE DEBIE GARD (GEOBNE CASIEEARD)

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 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 (PO BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

I'have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. 1
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: w Date: b / @ / 1ed

T 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:




Authorization

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

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

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

Printed name: Kokow T D%L
' Last

First Middle (O
none)

Other names used: _y/ &

Current county of residence:

Current and“;;mer addresses:

12./1C current S3S Rl M oy

- 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.

oy/ze/1997 UL - 22—23C

Date of birth Social security number
Co033el 1862700
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job ?jve in California, Minnesota, or Oklahoma, you may request

a copy of the report by checking this box: [4.
oG foR /261

Date




employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_®__day of _J L, , 201, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “‘employer”,
and e hereafter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

Employee Signature

Employer. Solytjpris’Staffing Grdup LLC, Representative



-employer solutions staffing group.
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I mporta

\portant/| nte

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 nofificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde)Mol_.
Signature/Fima: 57> DL




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.

your physical condition.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

I have read my responsibilities and agree to abide by these guidelines.
Signed: mﬂ_ D-N/L\
Printed Name: _‘g_u_k.e|) Dl




- 8850 Pre-Screening Notice and Certification Request for

(Rev. Maroh 2018) the Work Opportunity Credit OMB No. 1645-1500
Intemlal .?ém}g‘sm‘"y P> Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

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

Your name k oo i !Q!a \,\ Soclal security number P ‘:l 16 ..zsﬁﬁg

Street address where you live -f

City or town, state, and ZIP code &L-Qual,l’)_\l ssloy
J S

County _Qa\m S Telephone number C:'HS ) 908 14ag3

If you are under age 40, enter your date of birth (month, day, year) oy ZZ Qz Eﬂ }

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 mfheck here if any of the following statements apply to you.
* | am a member of a family that has recelved asslstance from Temporary Assistance for Needy Families (T ANF) for any 9
months during the past 18 months.
* | am a veteran and a member of a family that recelved 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 rehabliitation 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 6 months; or
b. Received SNAP benefits (food stamps) for at ieast 3 of the past 5 months, but is no longer eligibie to receive them.

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

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

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

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

4 [ Check here if you are a veteran entitied to compensation for a service-connected disabliity 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 8 months during the past year.

6 [ Check here if you are a member of a family 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 eligibie for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

-

[] Check here If you are in a period of unemployment that is at least 27 consecutive weeks and for ail or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under penaities 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, true,
correct, and complete.

Job applicant's signature > w Date OC, z ‘08 z D¢ g.

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




*

Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE [0 B |
EMPLOYER SECTION:

E(Enh;;r Solutions Group Al C, N\ (71

Location: Wﬁw _\_ B( 8 Position: Pﬂ) p\ \A‘Q?‘HJY'\ Starting Wage: § [.6D
EMPLOYEE SECTION:

Employee Name: Street Address: City/State: Zip:

Sl MN

Kokow Inaly

SSla

525 Ash, oy ;ﬂl— Apl -
Date of Birth: Age: | e yon worked for

If yes, location:

City:

this company before?
Y7L -25-234) |[e4/26/1983 |3y Yes [L¥No
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) N 2V

at any time since August 5, 19972 (If yes, please provide information below.)
Name of the person receiving benefits;

Relationship to you:

County; State:

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

Name of the person receiving benefits: Relationship to you:
City: St~ County: DomSasn State: _ M)
Py
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? ] R

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

Name of Agency:

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

-

[ Dept. of Veterans Afivirs [ ] Employment Network (Ticket to Work Program)
Phone #:

City:

County: State:

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

Branch of Service:

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

Dates of Service - From;

O
X

/ / To: / /

Are you entitled to or are yon receiving compensation for a service-connected disability?

6. Have you been unemployed at any time during the last 12 months?
Ifyes, dates of unemployment - From: [2. / S /120l T & /8 /Z20M

N O §O
D] § OO

SC Residents:

IEC (Native American): Are you or your spouse a member of a Native American Tribe? D
*If you checked yes please provide a copy of your CDIB card,
CA Residents: D Are you the child of foster parents? I:I Do you receive CalWorks? D Workforce Investment Act?

Are you a migrant or seasonal farm worker?
I:l Do you receive Family Independence Benefits?

Lo
Did you receive unemployment compensation at any point during your unemployment?
If yes, dafes received unemployment compensation - From: = / / To: / /
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 D Federal or m@mte conviction? If State - County:goan_ State: m_
Additionnl Tax Credits g

&

Have you ever been convicted of a misdemeanor?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: ggﬂéﬁ:“;@%‘n,/

Date: 6/@ '/’21’)”




SRac sl Vs inL T Craditl AdmINISUTRionE

Qualified Long-Term Unemployment Recipient

ADDENDUM TO: IRS Form 8850 Pre-Screening Notice and Certification Request for the Wark Opportunity Tax Credit

Client: Company:
Employer Solutions Group C/N\ C’l
SS#:

Location: Wﬁm “, !Fémployee Name: I Ll-'i | L r

EMPLOYEE:
Please check the statement(s) that apply to you and sign where indicated below.

IE/ T have been unemployed at any time during the last 12 months.

If applicable, dates of unemployment - From: |2~ S 2o{lbTo: & ] _29%
From: / / To: / /
From: / / To: / /

O  Ireceived unemployment compensation during my unemployment.

If applicable, dates you received compensation - From: To:
From: / / To: / /
From: / / To: / /

Please read, sign, and date:

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

Employee Signature: . o ]a“;'@ / 2o

RetroTax”
3730 Washington Blvd.
Indianapolis, IN 46205

317-925-0553
wotc@retrotax-aci.com

www.retrotax-aci.com



- employer solutions staffing group.
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Notification of Minnesota Law Requirement —
Unemployment Acknowledgement

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

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job ass:gnment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

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

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

/8 /Zom

Date;

Employee (please print your name here)

CMG_SM - Rev. 09.2013



DRUG AND ALCOHOL

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

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

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

L&Km;: Dah

Individual’'s Name

/8 /2o

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Fixed Indemnity Medical Benfﬁts_Plan 2

T e b £ 700 Tt s e e e 10 9005 ot e et @0 | Seremaert sram. seme N i ety e et e e v s

VS] 219301-ESG-1 OFFICE USE ONLY LOCATION___ RehireDate____/__ ¢

ENROLLMENT FORM ESC CUUNAC-MN) F1 v18.2

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

Nams : Social Security # Home Phone S
-K.Q.K%..Dmb_.__m_.,____._.-._.....,, = J%‘:’Q:ZEQJ_.---__.CEE)_‘BQQ =492 S

eddress . L_Tj g‘- ézt.#

| State Date of Birth

Zi
P My Ssioy . lodiaioes

D Yes I:] No. If Yes, please continue.
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

Name c;i;Covered Person (-5): i }#
1.

2. { 3 =

Payroll Doducted Weskly st

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

SELECT COVERAGE LEVEL " (0 NOEMNITY | penra) VISION TERMUFE | SHORETERM
~ EmployesOnly [ ]| 2028 Bl sew GB|  seaz B sos | s
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employoe + Family ]| soa88 |  s036 |  sese R e
____NOwAL Benefts [A] [lves [INo [es CINo | Clves CINo | Clves CINo | [Cles [ no

e e L T VR F——-——— o ma e warn sl  wrm o e e b vnarne 08 he wn L s s T T S,

1This coverage is not available to residents of NH, HI, or PR. 2ST D is not a;;ilable to pers.;ris who work in CA, HI, NJ, NY, or RI.

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

Name Relationship

D. REQUIRED DEPENDENT INFORMATION
Name Social Security # Date of Birth | Sex Relationship

s S A - . T /| [[E] |C7spouse ] child [] Domestic Partner
Name Social Security # | Date of Birth | Sex Relationship
el /| MITE] | (Spouse[ ] child[]Domesti Partner
Name I Social Security # ; Date of Birth | Sex Relationship
oL 04 | [MITE] | Cspouse [ child[] Domestic Partner
Name Social Security #  Date of Birth ! Sex Relationship

/. +__IIMI[E] |[C7spouse (] chiid (] Domestic Partner

T T A A M MM RIS = i e et e i ey i o1 e oo 2+ LYoo s e ey

S YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE “

I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for i
a limited time . z_a_qgi_]_gpgga[g'@gq_’chg;’making no benefit selection is a declination of coverage.

2. L o ro— 1 S v % 4w Pt

DATE 0E /08/20 3 _,.'-__.it_s'GNA.THRE._ A

This Is an Essential StaffCARE Enrollment Form.
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[] Rehire Rehire Date

Enhanced MEC Plan_Plan 1

ESNG (589)

Benefit Plan Administratars, Inc.

Soclal Security Number

City LI Sﬁ‘}a‘\ Qiiééode
Gender Marital Status [1 Single | Datas of Birth Date of Hire
1 Female | [ Married E3Divorced /’) £ /’nga

{Phone Number: Emall Address;:” =

(.1'5) QDQ\I% %@dﬂLﬁ%&iannm

Please Select Desired Coverage:

I:I Employee Only - D Employee+Spouse - Employee+Child(ren) - Family -

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

sﬁmémmy# Birth Date S o Relation;lﬂpl B

% FR g r::ala Dsplojnmnon?uuc%
. Sodal‘SScumy# | BlrthuDsh | Sex j Relationship L

MI LastName | E ma DSPEWDOEuﬁCChﬂdW
e P it s & AT Y i
RS R Slocia-!Seclumy#l‘ e il Relaﬂomhip S

EFF. DATE

EFF. DATE

EFF. DATE

Employee Acknowlsdgement and Autharization - | hereby apply for the group henefit{s) as indicated, ! ackn
any miastatsments or fallure to report

information may be used as the basis
sffactive date. Further, | authorize my employer to make the necessary payroll deduction of premiums for

owledge that all antries ars true and complete and that
for cancellation of covarage for me and my dependent{s), if any, from the original
coverages ! have electad,

IF ENROLLING - YOU MUST SIGN HERE

of adoption, | may he able to enroll myself or my dependent, provided | request enraliment within 31 days

IF DECLINING- YOU MUST SIGN HERE

Employee Signature - Date

o —
ewpLoveesoectnne [T | am DECLINING coverage
1 understand that | and/or my dependen » If any, waive any covarage and desire to participate In the plan at a later date. liwe may be conaldered a late enrolles and
must mest the raquirements defined In the Certificate of Caverage for the company’s medical or dental plans. if | decline enroliment for myseif or my dependants
(including my spouss) hecause of other covarags, | may, In future be able to enroll myself or my dapendxlnl In this plan, pravided | request enroliment within 31
days after the other covarage ends. in addition, if a new dependent relationship

forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of the svent.

Emplayes Signature w‘ Date
Rt Employer Solutions Staffing Group Health Benefits Team

@.(e/Q_/MN

7301 Ohms Lane Suite 405
Edina, MN 556439
Phone: 852-767-8619 Fax: 952-767-8515
Email: Healm@emplnyersolutlonsgruup.com



