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&y oy Ry PO Box 46270
| %) Minneapolis, MN 55344-9956
Ny Tel: 952.835.1288

Www.esgstaffingsolutions.com

New Hire Application

—Personal Data— PLEASEPRINTLEGIBLYININK

Last Name b_ﬁ_\% First Name \ie Middle Initial _I
Street Address I a& ,l E( b N Ml % g M Apt/Ste

City/State/Zip H = e a%g" Social Security Last Four XXX-XX- &S
Phone Number (oS [ - 43'7-. =2 Email Addr \ @\a 047
Staffing Agency/Recruitment Partner !

All offers of employment are conditional Upon satisfactory proof of Identity and legal abllity to work In the US.A.
Are you legally authorized to work In the United States of America? ﬂYES [INo

Applicant Certification and Authorization

| understand that g comprehensive background check may be conducted to determine my elligibility for hire by certaln clients of ESSG.
This may include but s not limited o, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG poilcies.

I release ESSG and other persons or entities from any claims that might be based on ESSG's decislon fo conduct a background check.
| certify that ajj statements made in my application are frue and accurate and that | have not omitted any materia) Information or provided
false or misieading information, | understand that any material omission or misrepresentation wiil result in my disqualification from
consideration for employment or, if discovered after | begin employment, will resuit in my termination,

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

(._.~es \{e ;;Qﬂag‘t_q @U’M -1
Name (Print or typ Applicants Signature Date

A copy or facsimiie ("fax") will be considered the same as an original signature. Emaii will ONLY be used for employment correspondence

For ESSG Office Use Only

DOH NHW 1-9 8850 W4

Emergency Contact Info Background Reloase Form Background Results Unemployment Letter ESC Application
(if appticable)

For ESSG Client Use

DOH ROP Work Site Loc. WC Code
ESSG - CMG Rev. 0412017




Form W4 (2017) et -y R

— Baslo Instructions, if you arsn't exempt, complets Soacider making estimated tax payments using Form
Purpase. Complete Form w-4 80 that your the Personal Allowanoas Worksheet below. The 1339'55'mg'dm};g,xg;'gdk'{f‘gg'é °§1n§,°n =3
smployer oan withhold the corregt fedsral income Workshests on page 2 further adjust your znmfi?ya’l'ncom S08 Puib. B0 %oﬂnd uutpif e
from your pay. Conslder completing a new Form withholding allowances based or, itemized e wit?]'holdln on Form Weg oo W _%?,
W-4 each x::r and when your personal or financial deductions, certajn credits, adlustmema to Income, adjust yo g m .
lon changes, or twcwamerslmumple Jobs 5 ons, Tw#deamem or multiple jobs, If %ug rhava ath
Exemption from Withholding, If you ars exem Complete all workshests that ply. However, you trorkdng spouse or more than one'jo ) aure the
gomplete only ines 1, 2, 8, 4, and 7 and sign thpat' may claim fewer (or 2ero) allowanagas. For regular mﬂg‘&"’eg ",{',?,"'ni"h?;'}s"ﬁi‘,ﬁ.’?,my o:g ,,i'g claim
form o validate it, Your exemgﬂon for 2017 explres Wages, withholding must be based on allowances W, Yoo wlthﬁoldln . will be Inoat o
Feb 15, 2018, Sea Pub. 505, Tax Withhalding you clalmed and may not be a fiat amount or when &) allowanoes ga 2:"5%: on the Form .o
end Estimated Tax. percentage of wages. for the highest paying job and s lowancas are
Noﬁ.; ] agotlg‘ Person can OlBlT youasa d%endent gfe:d of rlﬁg?ilho”' Generally, you can claim hs;d i mnm_.
on his or her , You can exemption ousehol n| on your H
o aniing o o G Ao,y ofts e i o o Nt 135" Sy 1 oot s, e
and a0 8350 of ungamed Income (for costs of keeping ol.tlﬁ a home for yourself and ggsur Nnnrasidaﬂ'Alle?ag before completing thie porC
example, Interest and dividends), degende sfor er qualifying Individuals, J pleting .
ns. An empl may be able to claim Pub, 501, mptions, Standard Deduction, and Check your withholding, After your Form w-4 takes
: P may Fliing Information, for Information, sffect, use Pub, 505 to see how Tho amount you are
exemption from withhoj; ng even if the employes s having withheld cory ares to your rojectsd total tax
a dependant, if the employee: ;‘ax m mu mm&:’gmf:ﬁg&"‘m L for2017, Ses Pub. 808 eapscylggyﬂ your eamings
elg age 65 or older, W%Dld'f?g gllovl;gny:es. Credits for childor dapendent exceed 3130,000 (Slngfe) or $’| 8 ,000 (Mﬂ!ﬂad).
@ I8 biind, or care expensas and the child tax credit may be claimed Future developments, Information about any future
el olaim acjustments to Incorme; tax credits; or ?é“%&%’é’;s“fs:'rsfsm';?’!:m‘“ urotrer oVl on enachig. e e Such 28 osted
ized deductions, on his or hertax retum, sredits Into withholdin, augwg.;'ces, A aetg WWW.irs.gov/wd, .
Personal Allowances Worksheet (Keep for your records,)
A Enter“1"foryourselflfnooneelsacanclaimyouasadependent. S =R E O o By B L o~y . . A !

® You're single and have only one Jjob; or J
B

B Enter*1" i { * 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 tota] of both) are $1,500 or less.
C  Enter*1" for your spouse. But, yoy may choose to enter #-g-* if you are married ang have either a working spouse or more
than one job, (Entering *-g-» may help you avold having too little tax withheld) . , | | © 9.0 0 0 0 o0 g g 4
Enter number of dependents (other than your Spouse or yourself) you will claim on your tax reum, , [ |
Enter “1” if you will file as head of householg On your tax return (see conditions under Head of househaold above)
Enter *1” if you have at least $2,000 of child or dependent care @xpenses for which yoy plan to claim a credit
(Note: Do not Inciude child support Payments. See Pub, 503, Chiid and Dependent Care Expenses, for details.)
G Child Tax Credit (including additionaj chiid tax credit). See Pub, 972, Chiid Tax Credit, for more Information,
* If your total Income wiji be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then Jess “1” if you
have two to four eligible children or less 2" if you have five or more eligible chiidren,
® If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter “1* for each eligble chiid,. @
H  Addiines Athrough G and enter total here, (Note: This may be different from the number of exemptions Yyou claim on your tax retum) > H

* If you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet 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 eamnings from all jobs exceed $50,000 (320,000 i married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld,

® if neither of the above situations applies, stop here and enter the number fromline Hon line 5 of Form W-4 below.

5

mmg

Separats here and give Form W-4 1o your employer. Keep the top part for your records.

o W"4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m

partm P Whether you are entited ta clalm a certaln number of allowances or exemption from withholding is
g:amgj .i'f.‘,f;'.fﬂ mwy subject to review by the IRS. Your employer may he required to send a Sopy of this form to the |RS, 2 @ 1 7

1 Your first name ang middie Initial Last name 2  Your social security number

€S \1

Home address (rumber and street or fural route)

T

[0 Marriea [J Manried, but withhold at higher Single rats,
- $.:=ﬂ' Note: If marnied, but legally Separated, orspouse Is g nonresident afien, chack the “Single® box,

Gity or town,. gg and ZIP code 4 Kyour last name differs from that shown on your saclal security card,
' 3 % SDO2™ check here. You must cajl 1-800-772-1213 for a replacement card, B[]
S5  Total number llowances you are claiming (from line H above or from the applicable worksheet on page 2) [ 5 [ @

6  Additiong] amount, if any, you want withheld from each paycheck Fod o DS 8%
7 Iclaim exemption from withholding for 201 7,and | certify that | meet both of the following conditions for exemption, |
® 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 federa Income tax withheid because | expect to have no tax llabiiity.
—_____ Ifyou meet both conditions, write “Exempt” here . | o 7

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it Is trus, correct, and compiete,
Employee’s signature -
(This form Is not valid unjess yousign it) » NP Date » /7 ~(o-1\ )]

8 Employer's name ang address (Employer: Complets lines 8 and 10 only if sending to the IRS)) | 9 Office code (optional) | 10 Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 1022pQ Form W-4 (2017)

E—

Single




Employment Eligibility Verification
Department of Homeland Security

o U.S. Citizenship and Immigration Services epiiah

USCISs
Form 1-9

e

1 am aware that federal law pro
connection with the completion of this form,

I attest, under Penaity of perjury,
+A citizen of the Uniteg States

K335

s\

that | am (check one of the foliowing boxes):

rst Name (Given Name) Middle initial Other Last Names Used (if any)
\ z——e s\io )
Address (Street Number and Name) Apt. Number City or Town State ZIP Code
Hese 19.C V [Ss5533
Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's E-mail Address Employee's Telephane Number

imﬁ%gmh% -437-3390
vides for imprisonment and/or fines for false statements or u%ﬁﬁl

se documents in

—

[] 2. Anoncitizen national ofthe United States (See Instructions)

—— ]

D 3. A lawful permanent resident (Allen Registration Number/Uscis Number);

[] 4. An allen authorized to work until (expiration date, if 5

1. Alien Registration Number/Uscis Number;
OR

2, Form |-94 Admission Number:
OR
3. Forelgn Passport Number:

ppiicable, mm/ddlyyyy):
Some aliens may write "N/A" in the expiration date fieid, (See instructions)
Allens authorized to work must provide onjy one of the following document numbers to compiste Form 9. o Gode - Beaion 1
An Alien Reglstration Number/UscIs Number OR Form -94 Admission Ny

= 0=

Do Not White In This Space

Country of Issuance:
Signature of Employeez Q ,g ;’

iy
B E T/ Ve

B

F eparer andlor Transiator DErw oation leReok anel:
&am hat use a préparet of translator. G A preplirer(8) andror

68 below must b chmpleted and signedt when Areperers

tranplatarls) dasisted fhe employed in eaimpieting Sectiar 1

angfor translators agalst an employee In ampleting Seation 1)
I attest, under Penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the Information Is true and correct,
Signature of Preparer or Transiator Today's Date (mm/ddlyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Emplayér Cb@letes Next Page @

Form I-9 11/1422016 N

rreeeee——

B EE——



A

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

ente ya Verih n :
_ 'afmwwL@a%gnm

USCIS

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

o L

First Namey(Given Name) —— Tons Citizenship/mmigration Seame
it C (11204
—ListB D ListC
- Identity Employment Authorization
/| Document Titl S Document Titi
S!Sh! §>rnLg(L=\g ié‘i

Issuing Authority I Authority Issuing A\

M ATV A
Document Number ! cument Number it Numb,

AR LIRS o A P TS
Expiration Date ( any)(mm/ddjyyyy) Expiration Date (if any) /) Expiration Date (i any) /)

O2lo | 2-0\ N ly &
= \

Document Title
Issuing Authority Additional Information Wmmm
Document Number
Expiration Date (if any)(mm/ddlyyyy)
Document Titie
Issuing Althority ‘-
Document Number .
Expiration Date ﬂfanw{mm/ddavym
Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) Presentad by the above-named employee,

(2) the above-listed document(s) appear to be genuine and to relata to the employee named, and (3) to th

employee's first day of/g,ploymant (mm/dd/yyyy).

e best of my knowledge the

loyes is authorized to work In the United States,
1=\ -2 O\ " )¥See Instructions for

exemptions)

Sigi of Empl Today's Date(man/yym 5 Bprese
Laa@sme of Employer or Auth Firet ployer or Authorized Representative esd or Drganization Name
/\, \ Q) 5 L 1 EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organleation Address (Strest Numb&f and Name) | City or T State  |zIP Code
7301 OHMS LANE 408 EDINA MN 55439
N & Rey ) ) YRR repras 5

Last Name (Family Name) First Name (Given Name) Middle initial Date (mm/ddjyyyy)

0! It thid BMployag's Provious grant oT Erislsue stharialion Figh Gkpired; Provids 1 & (TG maton Tor T dogiihent of rSeGin Thal GHaBIAFEE™
gantiing smplgyment autharization in the SPACH provided bblow. ; A, W R s A
Document Title Document Number Expiration Date (ifany) (mmAddryyy)
1 attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to work In the United States, and it
the empioyee presented document(s), the document(s) | have examined appear to be genuine and to relate to the Individual,
Signature of Employer or Authorized Representative Today's Date (mm/ddfyyyy) Name of Employer or Authorized Representative

FormI-9 1171412016 N

TR
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EMERGENCY CONTACT INFORMATION

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

i ' EMERGENCY CONTACTY :
Pledse list two peapla (in priority order) wha qonid be tontaated In ¢ase of an Smergency

Contact #1 Home Phone: ] (<" - Jded-SYy &k{
Name: bo-wl\ Do\/\crt{,k Cell Phone: 7} |S - 387- 131
Relationship: WA OWA__ Work Phone: =

Contact #2 Home Phone: Sg pa
Name: bev\v\’t,s DovraTi_ Cell Phone: 7 |- R0 - I(QSQ
Relationship: KD S Work Phone:

This information will remain confidential and will only be used in the case of an emergency.
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Ui
employer solutions staffing group.
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 paper Check.,

S LCELON BN STEINEO RN LA o
SSN# (1ast 4 digits) Effective Date " ) 10
W =l )

Employee Name}
PRt St |

NalszuctDepnsltaccmmtsmaytakeupta 7 days to be activated
_._ Paper Check (Please complete Section 5 below)

I understand and acknowledge that if I do not provide a

Bank Name voided check with this direct deposit form, I am
AN D Vo responsible for any delays in payroll or extra costs
Routing# éq incurred if the account number that I provide is incorrect.
Accountf 1

Initial U@ Date_)— (0[]

- Ifyouchangebnnks,donotclose

any information regarding your Payroll Debit Card account or
Yyour first payday, you will receive your new Payroll Debit Card, and a packet containing ail of the termg and conditions, You will

Debit Card to be issued)

CARDHOLDER INFORMATION (as you want your Payro]l
First Name Ml Last Name

Date of Birth

Street Address poBox NOT ACCEPTABLE)

Social Security#

City State Zip

Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD

Payroll Debit Card Routing #
073972181

{to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Account #

y g ” Date; /)“' (9‘- 11
S ECHLONESEN TR ORT AN O N 3

T authorize ESSG to directly deposit my periodic ‘wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into m

y 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 el r : @ .
this information will only be used to send your paystubs electronically
Employee's Signature: M Date: j - (a ~{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)

and/or Orange Trge_ﬁmplnyment_sereenlng-may-investlgaté'vdﬁf'éﬂﬁéa't'ibh; 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 orig-
nal. You make this authorization to be valig 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 js 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; X Y ) O\ Qb
First Middle (O Last
none)
Other names used:

Current county of residence:

Current and former addresses:

q il &) qf current St 1 ﬁ)s;fogg
from Mo/yr to Mo/Yr Street City, State®, 7i

Nowo Ols g»()q £d : 53503
from Mo/Yr to Mo/Yr Street City, Stfite & Zip

from Mo/Yr to Mo/Yr Street City, State & Zip

checking for records, BGC will not use it for any other purposes.

O%x-02- 1K ek UN\e-qd- (o550

Date of birth Social security number

(,)Q:B?Sj Y2A20 Lﬁs \lo NNeona-t,
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: [J.

T-lo-t7

Signature Date




STATEMENT OF CONFIDENTIALITY
This agreement made this (o dayof —S N & | 20171, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and f ~£S\{e Sggm;ﬂﬁ bereafter 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 disciose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

Employer Solutions Sta INg Group LLC, Representative




i "hl..;r, '3)'J

B

employer solutions staffinggroup,.

Important/importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), you
must notify your staffing recruiter that the check cannot be foung. 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.

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 sy reclutador de personal que el cheque no

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): ti €< /e h/‘ma g




7
b
L

L

i ——— _Ei’nployerse,{ L_fﬁeﬂgstaﬁ:m_g_ roup..

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:

care provider.

Attend all scheduled appointments. While on physical limitations, visits shouylqd
be a minimum of once every two weeks. Failure to have current medical support

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 répresentative advised of your
status.

Notify your employer immediately of an new injuries or conditions that impact
your physical condition.

1 it is necessary to miss scheduled work due to g worli_inj:ﬁry, 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 m responsibilities and agree to abide by these guidelines.
Signed: W
Printed Name: W .




rom OO0 Pre-Screening Notice and Certification Request for

(Rev. March 201) the Work Opportunity Credit OMB No. 1545-1500
Department of the Treasury
Internal Revsnus Servics P Information about Form 8850 and its Separate instructions is at Www.irs.gov/form8ssg,

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

Your name Y l'{‘e&m%a Soclal security number L‘— Qlo- <Q fk"! 2%7 !

Street address where you Iive ]a 2 \ ronS :
Clty or town, state; and ZIP cods— — = 5 Sga?.l

County M@k Telephone number (9 si- 43 7-3320

If you are under age 40, enter your date of birth {month, day, year)

1 [ Check here i Yyou received a conditionaj certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 [ Checkhersif any of the following statements appiy to you,
® lam a member of g famlly that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.
* lamaveteranand a member of a famlly that received Supplemental Nutrition Assistance Program (SNAP) benefits {food
stampes) for at ieast g 3-month period during the past 15 months.

b. Received SNAP benefits (food stamps) for at ieast 3 of the Past & months, but is no longer eligible to receive them,
* During the past Year, | was convicted of g felony or released from Prison for a felony.
* | received supplemental Security Income (SSI) benefits for any month ending during the past 60 days,

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

5 [J Check here if You are a veteran entitled to compensation for g service-connected disability and you were unemployed for g
period or periods totaling at least 6 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, 1897, ended during the past 2 years; or

* Stopped being eligible 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 i you are In a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you recelved unemployment compensation.

Signature—Al] Applicants Must Sign

Under penaities of Perjury, | declare that | gave the above Information 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,

—T

Job applicant’s signature » () Date /)-— (o1 %
For Privacy Act and Paperwork Reduotion Act Notice, see page 2. Cat. No, 228511, Form 8850 Rev. 3-2016)

117-

D —




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

EMPLOYER SECTION:
Client; Company:
Location; Position;

Suffix: Street Address: City/State: Zip:

Done-. (1221 £ S LI~ D ﬁ.@&& 1556321
| gate of Birth: - Age:o lf‘e © you worked for ;;i:, ;:caﬁon

= ~ this company before?
“ - XA -lo¥ 48 | vuil Nol] Superpmroune

Please complete all questions, and sign and date the form, Yes No

1. Have you or has anyane living with yon received Temporary Assistance to Needy Families (TANF) O ﬂ ’
at any time since Angust 5, 19977 (If yes, please provids information below,
Name of the person receiving benefits; Relationship to you; :
City: County: State;

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? R O
(Ifyes, please provide information below.)
Name of the Person iving b s Relationship to you:
City: \A::-_%:sﬂg La :

3. Have you received Supplemental Security Income (SSD) at any time within the past 3 months? [l ﬂ

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

Ifyes, please indicate which type of agency you worked with and provide their location information below:

[ Vocational Rehabilitation Agency [] Dept. of Veterans Affairs [ Employment Network (Ticket to Work Program)
Name of Agency: —_ Phone #: e

City: County: State: ____

S. Are you a Veteran of the U.S. Military? */fyes, Please provide g copy of your DD-214 and letter of separation, [l \m
(If yes, please provids information below, If no, please continue to question #6.)

Dates of Service - From; To:
Branch of Service: I
Are You entitled to or are you receiving compensation for a service-connected disability?
6. Have you been unemployed at any time during the last 12 months?
If'yes, dates of unemployment - From: lo To: f e
Did you receive unemployment compensation at any point during your unemployment?
If'yes, in which state did You receive unemployment compensation?

—_—

O O Xig

7. Have you been convicted of 3 felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date;

Wasthisa [] Federal or [] State conviction? If State - County: State;

—

Additional Tax Credity

IEC (Native American): Are You or your spouse a member of g Native American Tribe? O ]
Ifyou checked yes please provide q capy of your CDIB card.

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

you
0 Are Yyou a migrant or seasonal furm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [J Do you receive Family Independence Benefits? _J

——
PLEASE READ, SIGN, AND DATE:
Under penaities of, Perjury, I declare the information above 10 be true and accurage 10 the best of my Imowledge, and 1 hereby authorize any agency, organization, or

individuals 10 supply such verification or information that may be needed to determine tax credit eligibility 10 my employer, employer representative (4ssocigted
Consultants, Inc. dba Retrotax), or the D, rtment of Labor.

-
New Employee Signatumw Date: ") (o (1]

e e———




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

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group, = .

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

New Hire’s Signature:w Date” /- (o- | @]

New Hire Name: Les e “DV\GL_J

Social Security Number: ¢f 7 e-QU- st 5

Employer Name:

Please check the statements below if they apply to you.

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

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

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Coda of 1986, Section 51, as amended and its enacfing legislation, P.L. 104-188, specify that the State Workforce Agencies are the
"designated” agencies responsible for administering the WOTC certificafion procedures of this program. The Information you have provided complefing this
form will be disclosed by your employer fo the State Workforce Agency. Provislon of this information s voluntary; however the Information s required to
determine your emplayer's eligibifty for the federal tax credit

.._.-_..—..—.-—..—..—..—..—.._.._. — ¢ et ra

Fubiic Burden Statement;

Persons are not required to respond to this collection of information unjess it displays a currently valid OM B contro number. Respondents' obligation to
complete this form is required to obtain or retain benefits (P.L. 111-5). Public reporting burden is estimated to average 10 minutes per response, Including the
time for reviewing Instructions, searching existing data sources, gathering and meintaining the data needed, and complefing and reviewing the collection of
Information, Send comments regarding this burden estimate to the L.S, Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not Submit completed forms to this address,
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLI CcY

It is ESSG's pohc;that aﬁ _éx_nx;l_oyees should be able to enjoy a hazard free and safe
work environment. It is ESSQ's duty to:

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

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

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

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

(6) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

* Responsibility to work in compliance with OSHA laws and regulations

° Responsibility to use personal protective equipment and clothing as directed
by the host employer

* Responsibility to report workplace hazards and dangers

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

You have the following basic rights:

° Right to refuse unsafe work

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

e Right to review copies of appropriate standards, rules, regulations and

requirements that the host employer is required to have available at the
workplace.



O |

GUitd

Wi D

employer solutions staffing group..

working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such

Employee Name (Please Print)

-

Employee’s Signature:




