- employer solutions staff Ing group. T o AU 03
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 'DOM hoyuez First Name A ¥0) Middle Initial ,L
Street Address ﬁﬁ 55 g /ﬂ- . S“' .S Apt/Ste

City/State/Zip Q&Hﬁg@ thmle; M\\l . 45 ol b Social Security Last Four xxx-xx-"iz‘/ 7
Phone Number @2( — Y 951 - 7295 o Email Address | O/)\ O (’“"’fj"@@ 9all Lop
Staffing Agency/Recruitment Partner o %

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.
Are you legally authorized to work in the United States of America? [OYes [ONo

Applicant Certification and Authorization
Iauthorize 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 indicated 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 eligibility for hire by certain clients of ESSG.
This may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policles.

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

\ ey
Name (Print or type)

pplica

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

For ESSG Office Use Only
DOH NHW -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. 05/2015



Th don't to lemental Nonwage | Ifyou have al nt of
Form W-4 ( 201.7) grecar 1,000 006y PP eI Wages " Nomage icorme ryou Inferest of cvidencs,

Purpose. Complete Form W-4 so that your the Personal Allowances Workshest below, The

’ consider making estimated tax ents using Form
Baslo instructions. If you aren't exempt, complete 1040-ES, Estimated Tex for lndher Othervise,

o r can withhold the corract federal Income workshests on page 2 further adjust your you may ows addHtional tax. if you have pension or
mpfrlgyme your pay, Consider completing a new Form withholding allopv;.gncss bmdagll Itar’r’!olzad “""“st'ty '"mvﬂg-‘:ﬁglp"b' 522 to e&‘_‘z"“tv'&_ﬁ',‘ should

W-4 each emgand when your personal or financial deductions, certain credits, adjustments to income, adjust your olding on Form W-4 or .

es.

situation

Exem,

?:mp'o ete only lines 1, 2, 8, 4, and 7 and sign the may claim fewer (o zero) allowances, Far rogular total number of allowances you are entl
m

an Tax. percentage of wages,

or two-eamers/muitiple jobs situations, Two earners or multiple jobs. if you have a
on from withholding. If you are exsmpt, Complsts all workshests that apply. However, you Working spouse or mare than one job, ﬂl?eudratom;alm
validate it. Your axamgﬂon for 2017 expires wages, withholding must be based on allowances on all Jobs using workshests from only one Form

W-4. Your withholdin will be most acourate
15, 2018, See Pub. 505, Tax Withholding you ciaimed and may not be a fiat amount or when all Bllowanoee agrau:ul;nn{ed onthe Farm v 4

for the highest g job and zero allowances are

Note: if another person can claim you as a dependant Head of household. Generally, you can clalm head claimed on mamrs. Ses Pub. 505 for details,

on his or her tax retum, you can't claim exem on of household filing status on ur tax return only If
from withholding If ur¥o°tal 53 Yourie 9 o

lonresldeni
Notica 1392,

pllen. . vou are-a-nonresides alies , 588
'" 1 /slupplemental Form W-4 instructions for

you are unmanied and pay marsa
el

9 U ahomsdo
o8

20 Inciuces mora-tha LI 0 ne !
axample, interest and dividends). d d gycr er qualifying individuals, Nonresident Allans, bsfore complsting this form.

may be able to cialm Pub. 501, Exemptions, Standard Deduction, and Cheok your withholding, After your Form W-~4 takes

Exceptions. An empl
exemption from withholding ave, i the employee i Flling Information, for information. effeot, use Pub. 605 to see how the amount you are
adepggdent. lfthe employge: 4 Tax oredits, You can take projected tax credits Into having withheld com toeoyour gmlectedtotalmx

« Is age 85 or older, account in figuring your allowabie number of for 2017, Sse Pub, 505, es

P your eamings
withholding allowances, Credits for child or dependent exceed $130,000 (Single) or $180,000 (Marriad).

¢ Is blind, or care expenses and the child tax credit may be claimed Future devalopments. Information about any future

the Personal Allowances Worksheet below. dsvelopments affecting Form W-4 (such as

° Wil claim adjustments to Income; tax credits; o Seeg’ub. 505 for information on converting your other leglslagon enacted after we release i) will be posted

itemized deductions, on his or her tax ratum. credits into withholding allowances, al www.Irs.gov/w4,

Personal Allowances Worksheet (Keep for your records.)

A

mmQo

Enter “1” for yourself if no one else can claimyouasadependent. . . . . . * s s e 4 s 4w . . . A
* You're single and have only one job; ar
Enter “1* if: [ ® You're married, have only one Job, and your spouse doesn’t work; or }
® Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or less,
Enter *1” for your spouse. But, you may choose to enter *-0-7 i you are married and have either a working spouse or more
than one job. (Entering “-0- may help you avold having too little tax withheld) . . . ., . . . . . . o o o o
Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . . 5 8
Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)
Enter “1” if you have at least $2,000 of child or dependent care expenses for which youplantoclaimacredit . .
(Note: Do not Include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls.)
Child Tax Credit (including additional child tax credif). 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 ellglble chlld; then less “1” if you
have two to four eliglble children or less *2* if you have five or mors eliglble chiidren.
® If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1* for each ellglble child. G
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) P H

® If you plan to itemize or clalm adjustments to income and want to reduce your withholding, see the Deductions
Foraccuracy, | and Adjustments Workshest on page 2.
complete all * If you are single and have more than one job or are married and you and your spouse hoth work and the combined
worksheets eamlnFs from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
that apply. to avold having too little tax withheld.

® [f neither of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 beiow.

|

TMmMOO

1]

Form

Department of the Treasury
Intemal Revenue Service

1

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

Employee’s Withholding Allowance Certificate OMB No. 1645-0074

» Whether you are entitied to claim a certain number of allowances or exemption from withholding is 2 @ 1 7
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

Your first name and middie Initial Last name 2 Your social security number

' A .

orme address (number and street o rural routs) 8 O singe [T Married LT Married, but witnhor at higher Single rate.

W-4

Co“'ﬂﬂ (7] f oVeé F MN ] 550 6 Note: If married, but legally separated, or spouse Is a nonresident allen, check the *Singie” box,

City or town, stats, and ZIP code 4 ityour last name differs from that shown on your social sacurity card,

check here. You must call 1-800-772-1213 for a replacement card. > D

Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld from each paycheck . . . . . . . © ©o © o o o o 6|9
I claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. A : |
® Last year | had a right to a refund of all federal Income tax withheld because | had no tax liability, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax llabllity.
If you meet both conditions, write “Exempt"here. . . . . 7]

S

Under penalties of perjury, | declare that | have examined tpls certificate and, to the best of my knowiedge and belief, it is trus, correct, and complete.

Employee’s signature
(This form is not valld unless you sign it.) » 0 o

vates> (V2 /04 /)7

Employer's name and address (Employer: Complete lines 8 and 10 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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£ CERTIFICATION OF VITAL RECORD X

T T

CERTIFICATE OF BIRTH

STATE FILE NUMBER  1996-MN-017801

FULL NAME ANTONIO MIGUEL DOMINGUEZ
| & DATE OF BIRTH APRIL 09, 1998
TIME 06:18 PM
PLURALITY 0 SINGLE (1)
SEX MALE -
PLACE OF BIRTH ST PAUL RAMSEY MEDICAL CTR
SAINTPAUL  RAMSEY  MINNESOTA
PARENT ANDREA DOLOREZ DOMINGUEZ
NAME AT BIRTH DOMINGUEZ
DATE OF BIRTH DECEMBER 29, 1980
PLACE OF BIRTH MINNESOTA
PARENT JESSE J. GARCIA
DATE OF BIRTH JULY 14, 1970
PLACE OF BIRTH MINNESOTA

ANY AMENDMENT MADE PRIOR TO 08/08/2000 FOR THIS RECORD IS NOT NOTED ON THIS CERTIFICATE.

THIS IS A TRUE AND CORRECT RECORD OF BIRTH REGISTERED IN THE MINNESOTA OFFICE OF VITAL RECORDS,

MR&C Certificate ID !
8822626 :

>ovvvats

FILED: APRIL 24, 1996

Mol Wadesly Ot

Molly Mulcahy Crawford
STATE REGISTRAR

ISSUED: JUNE 04, 2014 RAMSEY COUNTY DEPT. OF PUBLIC HEALTH

THIS CERTIFICATION IS VALID ONLY WHEN REPRODUCED ON WATERMARKED SECURITY PAPER
i ... WITH A RAISED BORDER AND RAISED STATE SEAL OF MINNESOTA.
ibecdeiakoisi K TN T) o ST e LV PR T o) LS e YV S ST Ve

YOI N PO e PR Xy Trrr e




EMERGENCY CONTACT INFORMATION

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

Employee Name:; M 0 DOM“\? ue 7.
adaress: _ 055 4I5F 54 .5
Home Phone: 65 |- ‘-I?;_i; "? 395

Contact #1 Home Phone: 66 I~ 955 ~// 5{
Name: N\ﬂ{eq Cell Phone:
Relationship: Mo m 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..
Leveraging Resources in a Changing Market

Wage Payment Method Anunthorization (Minnesota)
Employees have the option of receiving wages by Direct Deposit qnd/or Payroll Debit Card.

If you do not p ovide a written election, wage will be paid b
SECTTONT B BASTE INEE RN P ON

ANTOY

SIECIREN 2 PASFIRGILIE IRBIECINONN

_| Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated
Payroll Debit Card (Please complete Sections 4 and 5 below) . Paper Check (Please complete Section 5 below)

SEGRIONES S DIREGITD 1P ST

Tunderstand and acknowledge that if 1 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.

Initial Date

Account Type: [ Checking [] Savings [JOther

. Tohelpusavoidmalcinganenor,pleaseaﬂachacopyofavoidedcheck. (a deposit slip will not work)
*  Hyou change banks, donotcloseyouroldbankawonmunﬂlyourdimctdeposithassmrtedatthenewbmk,whinhmayinkeZpayperinds.

DEBEE CARD (GEOBAL ¢ ST CARD)

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 o M1y Last Name Dot {Nguez Deteof Birth 64499 / /P95
Street Address (PO BOXNOT ACCEPTARLE) 365; 475‘7(,- 5‘1’ S 8[333 S-e‘céufng#qp‘ly
City State Zip Cell Phone (mobile)

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

| Payroll D;g;tgsgrlt;i{ouﬁng# Payroll Debit Card Account # 4’8 5 3 = L\: 0 Oa _ ‘6 ' ‘D -7- 5 9 ﬁ L.}

T'have received my Payroll Debit Card, welcome brochure, Pprogram 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. I

Date: O?/OQ/ /y

ctly 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.

i 0010 09 Domingrre amat .com

‘this information will y be used tgAend your paystubs electronically
Employee's Signaturétm% Date: M / d'? // '7




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 S:[Eeningmawmestigatewmdueaﬂon:mrkﬁmrwpmesEnal =

licenses and credentials, references, address history, soclal 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;

Other names used:
Current county of residence:

Current and former addresses:

current
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.

Date of birth Social security number

Driver’s license number & state Name as it appears on license

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

) 0&09//7

Signature Date




employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made thisa\*""day of 4 ! 201_7between
Employer Solutions Staffing Group LLC, hereinaft referred to as “employer”,
and 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.




employer solutions staffing group.

Leveraging Resources in a Changing Market

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
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 e] 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):

Signature/F irma&ﬂjﬂl@:



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.

__7___.__-Jﬁt4'sﬂqee&ssafy*&miss*scheﬂuied Work due to a work injury, you must be seen

By your primary health care provider the same day in order fo 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:

Printed Name: )Z 'LDV\‘\C) Dﬂi@m




- 8850 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1500

E::amall nei.fv'é’,f.}f,‘%}m L P> Information about Form 8850 and its separate Instructions is at wWww.irs.gov/form8850.

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

Your name )Ad\-l(‘-@\f\\ o Do M\V\égﬁ Social security number b H?} - 3 I ~‘/7'1 7
Street address where you live 865 / 5"

| City or town, state, and ZIP code r.sﬁn’ y 50 i 4
County mqqy\'mq;\.ﬁ n COL “\gL Telephone number C9I~ 9% - 9’}95
J > B

If you are under age 40, enter your date of birth (month, day, year) DY /09 // Wﬁ

Z
5t 5

NUVE

. |

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

2 [ Checkhereif any of the following statements apply to you.
® | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.
® | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.
® | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,
® | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Recsived SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP bensfits (food stamps) for at least 3 of the past 5 months, but is no longer elligible to receive them.
During the past year, | was convicted of a felony or reieased from prison for a felony.
® | received supplemental security income (SSI) benefits for any month ending during the past 60 days.

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

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

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

5 [ Check here if you are a veteran 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 [ Checkhersif you are a member of a family that:
* Received TANF paymenits 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 eligible for TANF payments during the past 2 years bacause federal or state law limited the maximum time
those payments could be made.

7 [0 Check here if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the ahpve information to the employer on or before the day | was offered a job, and It Is, to the best of my knowledge, true,
cormect, and complete,

.‘ i ’ : f i
: 11ry/ Date; é;‘:g;g / / E
For Privacy Act and Paperwork Reduction Act Notics sefa ge 2, Cat. No. 22851L Form (Rev. 3-2018)




Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

" EMPLOYER SECTION:
Client; Company:
Employer Solutions Group
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
Employee Itﬁame: Street Address: City/State: Zip:
\O ToMwovez W55, 915+ s+, coHageglove N | ZBo\G
SS#: Y Date of Birth: 1 Age: E%‘T-yon-worked-fm-— If yes, location:
X ; iz this company before?
178 ~31 -H747 | O 109, 1§96 |\ | tasompany butr
Please complete all questions, and sign and date the form, Yes Ne
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) ] ]
at any time since August 5, 19977 (If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you;
City: County: State;
2. Have you or has anyene living with you received Food Stamps (SNAP) at any time during the past 15 months? D D
(If yes, pleass provide information below.)
Name of the person receiving benefits; Relationship to you;
City: County: State;
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? J O

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

4. Have you received any type of vocational rehabilitation services within the past two years? D
If yes, please indicate which type of agency yon worked with and provide their location information below:
] Vocational Rehabititation Agency DyDept. of Veterans Affuirs [ ] Employment Network (Ticket to Wark Program)
Name of Agency: Phone #:
ity: 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? *Ifyes, please provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below. Ifno, please continue to question #6.)

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

O

O

6. Have you heen unemployed at any time during the last 12 months?

If yes, dates of unemployment - From: / / To: / /
Did yon receive unemployment compensation at any point during your unemployment?
Ifyes, dates received unemployment compensation - From; / / To: / /

[S] T  []

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 D State conviction? If State - County: State:

[ 5 e

e o

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

O

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, 1declare the information above to be true and accurate 1o the best of my knowledge, and | 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:’amn‘uﬂ Date: Dg / 00 / / ?



Qualified Long-Term Unemployment Recipient

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

I Client: Company:

Employer Solutions Group

Location: Employee Name: SSit: q 75 = 3 [ - 977}|
EMPLOYEE:

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

[0 Ihavebeen unemployed at any time during the last 12 months,

If applicable, dates of unemployment - From: To:
From: / / To: / /
From; / / To: / /

[ Ireceived unemployment compensation during my unemployment.

If applicable, dates you received campensation - From: To:
From; / / To: / /
From: / / To: / /

Please read, sign, and date:

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

Employee Signature: Date;

= of /04 / 17

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

WWww.retrotax-aci.com



employer solutions staffing group..

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 additional suitable job assignment, (2) refuses
without good cause an additional suitable Job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

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

I 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. (Initial)

Employee Signaturs?  ’ Date;

Antanto

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 pollcy and | am aware and fully

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.

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.

N NQUE;

Individual’s Name

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



v

¢ P mloyer solutions staffing group,

{35 glsT,T,Q

1 Famals

ging Retources in 2 Changing Marke:

Enhanced MEC

s 1
. ) L
k) y
L ..--&N E-'nm...m sindim

[ Manted [ Diverced

k¢

&4y

Cotaye 9rove| v p SSofL
0blaq | 119¢ e

Please Selgct Desired Coverage:
D Emplo

Only - Employee+Spougs - Bmployso-lchlld(nn) - Famlly -
$24.00/Week D $38.00/Week D $38.00/Week D“S.Maok
0 T | o Relationstip
n"\.m\m E ; O &Eﬂl O cum
: _ Damentic Partner
Social Secuty 9 Bith Dt | Bax Relationship
ke J o0 I Lol o Fernie IB?DE-S:M
e ——
Lol e NS i o

reup.com




|  rmxed indemnity Medical Benefits_Plan g 2
4 - v 219301-65G-1  orrcey e

SEONY LOCATION RehireDate__ ,

ENROLLMENT FORM
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This is an Essentig) StaffCARE Enrollment Form.



