/2972017 : E-Verify: Print Case Delzils - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017088104646TN
Report Prepared: 03/28/2017
Company information
Campany ID: 47420 Company Name: Employer Solutions Staffing Group
Emplayse information
Last Name: duniap Firat Name: cassandra
Date of Birth: 07/31/1880 Social 8ecurity Numbar: *** 1280
Hire Date: 03/28/2017 Cliizenship Status: A citizen of the Unitad States
Document Information ' .
List B Dosument: Driver's flcanse or ID card Issued by a U.S, state or outlying passession List C Dooument: U.S, birth certificate (original or cerlified copy)
Document Name: Driver's ficense Document State: Minnesota
Driver's Licensa or ID Card Number: ; Document Expiration Date: 07/31/2018
Casa Status Information
Currant Case Result: Employment Authorized Employer Case ID:
Case Submiited On; 03/28/2017 Case Submittad By: SGLAS832
SENSITIVE BUT UNCLASSIFIED

hitps://a-verify.uscis.goviwelVPrintCaseDetails.aspx?C aseVerNum=2017088104846 TN n



www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last ua.:bun\&b

el RS2 NARQ

Street Address
City/State/Zi t -

ACOERe Street—

PO Box 46270

Minneapolis, MN 55344-9956

Tel: 952.835.1288

IMN SSI0)

Phone Number _l._.l 1_q

27D

Email AddressC

C Ihieofd

Staffing Agency/Recruitment Partner e H @

All offers of employment are conditional upon satisfactory proof of ide ahd iegal ability to work in the U.S.A.
Are you legally authorized to work in the United States of America? Ié YES [INO

Applicant Certification and Authorization

Middle Initial M

Apt/Ste
26
Sqcial Security Last Four XXX-XX-/ 2 7D

@M Lo

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

I understand that a comprehensive background check may be conducted to determine my ellgibility 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, govemment regulations or by ESSG policies.

| 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 employment, will result in my termination.

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

(X

Name (Print or type)

Sordea Dnkad

CRa0 KLO

Applicant’s Signature

Ly&j)h

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

For ESSG Office Use Only
DOH NHW 1-9 8850 w4
Emergency Contact info | Background Release Form Background Resuits Unemployment Letter ESC Appiication
(if applicabie)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - CMG_SM

Rev. 04/2017



Form W-4 (2017)

Purpose. Complste Form W-4 so that your
employer can withhold the correct federal Income
tax from your pay. Consider completing a new Form
W-4 each year and when your personal or financial
situation changes.

Examrtlon from withholding. If gou are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the
form to validate it. Your exsmption for 2017 expires
February 15, 2018, See Pub. 505, Tax Withholding
and Estimated Tax.

Note: if ancther person can claim you as a dependent
on his or her tax retum, you can't claim exemption
from withholding i your total Income exceeds $1,05p
and Includes more than $350 of uneamed income (for
example, Interest and dividends),

Exceptions. An amplgiyae may be able to claim
exemption from withholding even if the employee is
a dependent, if the employee:

¢ |s age 65 or older,
* |s blind, or

o Will clalm adjustments to Income; tax credits; or
itamized deductions, on his or her tax retum.

The exceptions don't apply to supplemental wages
greater thl:% $1 ,ono.ong.p

Baslo Instructions. If you aren't exempt, complete
the Personat Allowances Worksheet below, The
workshests on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to Income,
or two-eamers/multiple jobs situations.

Complets al! worksheets that apply, However, you
may olalm fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can claim head
of housshold ﬂllgg status on your tax retum ontlg i
you are unmarried and pay more than 50% of the
costs of keeping gl-‘lﬁ a home for yourself and your
degande sfor er qualifying Individuals.

Pub. 501, Exemptions, Standard Ded!

Fifing information, for information.

Tax credits. You can take projected tax credits Into
account in figuring your allowable number of
withholding allowances. Credtts for child or dependent
care expenses and the child tax credit may be claimed
usln%the Personal Allowances Workshest below.
See Pub, 505 for Information on converting your other

uction, and

credits into withholding allowances.

Nonwage Income. If ¥'uu have a large amount of
nonwage income, such as Interest or dividends,
conslder making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals, Otherwise,
you may owe additional tax. If you have penslon or
annuity income, ses Pub. 505 fo 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 spouse or more than one job, figure the
total number of allowances you are entitled to claim
on all jobs uslnﬁ waorksheets from only one Form
W-4, Your withholding usually wlil be most accurate
when all allowances are claimed on the Form W-4
for the highest ing job and zero allowances are
claimed on the others. See Pub. 505 for detalls.

Nonresident alien. If you are a nonresident allen, see
Natice 1382, Supplemental Form W-4 Instructions for
Nonresldent Allens, before completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld com| to your projected total tax
for 2017, See Pub, 505, especlally if Xour earnings
exceed $130,000 (Singie) or $180,000 (Married).

Future developments, Information about any future
davelopments affecting Form W-4 (such as
legislation enacted after we release it) wiil be posted
at www.irs.gov/w4.

Personal Allowances Worksheet (Keep for your records.)

A Errter“1"foryourselflfnooneelsecanclalmyouasadependent. 5 6 © Wwww o b o o6 o o0 o0 W g
* You're single and have only one job; or

B Enter“1”if: { ® 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.

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 avoid having too little tax withhed) . . . . . . . . . . ., .

Enter number of dependents (other than your spouse or yourself) you wili claim on your tax retum . . . o &

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 you plan to claim a credit

(Note: Do not Include child support payments, See Pub. 503, Child and Dependent Care Expenses, for details.)

G Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more information.

* If your total income will be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then less “1” if you
have two to four eligible chlldren 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 eligible child. G
H  Add ines A through G and enter total here. (Note: This may be different from the number of exemptions you 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

mTmoOoO

mmo

|

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 both work and the combined
worksheets earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multipie Jobs Worksheet on page 2
that apply. to avold having too little tax withheid.

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

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

Employee’s Withholding Allowance Certificate

OMB No. 1545-0074
Department of the Treasury P> Whether you are entitled to claim a certaln number of allowances or exemption from withholding is 2 @ 1 7
Internal Revenue Sarvice subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

C : g Sur first na@’afg middle Initial ﬂa—% \ éﬁ@soolal S0 urlti numbqer
Home address ("l{mbef' and of rural route) Vs ﬁs/ln;le [J Married [ Manied, but withhold at higher Single rate.
/ t Note: If married, but Isgally separated, or spouse Is a nonresident allen, check the “Single” box,
| > lF 0@’y Soparated, Or Spouse 's a nonresident allen, check the “Single” box,

S
s ol town, stats, and ZIP code . 4 If your last name differs from that shown on your soclal security card,
‘it_, \%&) cn] H L} E ;..< \ O )_ check here. You must call 1-800-772-1213 for a replacement gard. P[]
Total number of allbwances you are claiming (from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld fromeach paycheck . . . . . . . . . . . . . . RE]
| claim exemption from withholding for 2017, 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
e 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 . SOl ) B U el Ul [ 1)
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowiedge and bellef, it Is true, correct, and complete.
Employee’s signature

(This form Is not valid unless you sign it.) PO @/@ Date "4| —“ | \ W

8 Employer’s name and address (Employer: Complete Hines 8 and 10 only if sending to the IR§.) 9 Office code (optional) | 10  Employer identification number (EIN)

Form w-4

~Noo

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2017)



Employment Eligibility Verification USCIS

Department of Homeland Security OME ;ﬂ;;io -
U.S. Citizenship and Immigration Services Expires 08/31/2019

PSTART HERE: Read Instructions carefully hefore completing this form. The instructions must be available, either In paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is fllegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal fo hire or continue to employ
an Individual because the documentation presented has a future expiration date may also constitute lllegal discrimination.

Seotlon 1, Employae Information and Aftestatiqn (Employess mus aompiets end sign Section 1 of Form 1.9 na fater
than the fitst day of employment, but nat befare acagpting a job affer)

WEE%Q | AptG:Ien lI)Vame ;(;Q‘-T Mldmmal Other La:::mes l;sl:dc(ifd any)
A0 Ero Gfeot S TR Iy Sele)

Date of Blth (mm/ddfyyyy)  |U.S. Soclal Security Number | Employee's E-mall Address Employee's Telephone Number

Ol|2\ | Farn [BER- B[ C I 1 Ll2913-2908

i am aware that federal law provides for imprisonment and/or fines for faise statements or use of false documents in
connaction with the compietion of this form.

i attey,under penalty of perjury, that I am (check one of the foliowing boxes):
EI,L A citizen of the United States

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

|:| 3. Alawful permanent resident  (Allen Reglstration Number/USCIS Number);

|:| 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some allens 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 compiete Form 1-9: oy e
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

3

1. Alien Registration Number/USCIS Number:
OR §

2. Form i-84 Admisslon Number:
OR

3. Foreign Passport Number:

Country of Issuance:

Signature of Empioyee Today's Date (mm/ddAryyy)

[Fréparer andfor Tranélator Oerlification (chetk ohe): — =
| did not use @ preparey of translator. [ ] A préparer(s) ahd/ar translator(s) assisted the empibyea In campisting Sectioh 1
(Fledds below must be tomplsted and signed when preparers andur trangletors agsist an employee in gamplsting Bagtion 1)

I attest, under penaity of perjury, that | have assisted in the compietion of Section 1 of this form and that to the best of niy
knowiedge the information is true and correct.

| ngnature ofPrepaizsznslalcpMD Egs!nstf mjm/lddc/);y}\'yl7

Name (Family Name) Edrgt Name (Given Nam
Do \é:iD C’Q,Q;an? rQ

ress (S Number and Name) r To tate ZIP Code
O © Sreeot— LR =S

@ Employer Completes Next Page @

C

Form I-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9
s . 0 q . OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

[Bedtlon 2. Employér of Authorlzed Representative Review and Vertication

(Emiployers or their authqrized representative must samplefe end eign Bection B within @ hilaineas deys af the empfoyae's first day of emglayment
must physics mmmanedmmmmr?mumona%ha«mafmad&ammfﬁ%ﬁuammm@mn«%mm aawem-ﬁé‘&

P’Aw 2 Mj " s i & -
Name (Family Name) t Name (Given Nam M.l Clﬁzenshlpllmgnlgmﬁon Status
Employee info from Section 1 Iﬁu“ &j‘k Ly U7 T
ListA OR ListB AND List

identity and Employment Authorization identity . Employment Authorization
Document Title Document Title Document Title

Bae i Cecd Lallbonm D C
Iss Autho! Issuing, Authol Issuing Authority
U ebe o f TL ||B™% . o< NN

D{:ctrmint_N E)et_ : b 03 %«7 0 b Rcu%%l\llunabeé 5_ Sl ' ?; 1'7 Document Number

Expiration Date (i any){mm/dd/yyyy) Expiration Date (if any)(mm/dd/yyy) Expiration Date (if any)(mm/dd/ryyy)

01 - -0\ 9

Document Title

lssuing Authority Additional Information 0 ot Vs Iy g Bt

Document Number

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

Document Title .

Issuing Authority

Document Number

Explration Date (i any)(mm/ddlyyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the empioyee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): O 2 &ﬂ - &( 7See instructions for exemptions)

Ignature of Employe mresentaﬁve Today's Date(mm/ddAryyy) Title gf Employer or orized Representative
o%-24-20l7) L c(lt+ € [~
Last Name of Empl uﬁo&e@tﬂm First Name of Employerguthoﬁzed Representative | Employer's Business or Organization Name

‘ 5&:‘ s (o) ﬁ. 1, % ) EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer’s Business or Orgilzatlon Address (Street Number anc'mame) yr Town State ZIP Code
7301 OHMS LANE 405 | EDINA MN 55439
Sdoflon 3. Reverfigation and Rehirés (71 be pamplefed &nd sigried by emplayer or aulfiorizad repregentative)
|A. New Name (¥ applieable) ; B. Date of Rehire (if applioahle)
Last Name (Family Name) First Name (Given Name) Middie Initial Date (mm/dd/iyyyy)

G, i The employe€'s previaus grant of emiployment autnonzation has expired, provide e information Tof the dacument or recelpt thal eslablishes
continuing émployment authorization In the Space provided below.

Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

1 attest, under penalty of perjury, that to the best of my knowledge, thls employee Is authorized to work In the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Empioyer or Authorized Representative | Today's Date (mm/dd/vyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N






CERTIFICATION OF BIRTH

i _ _Bx_ﬁi-ﬂ-i_ NUMBER:  112-90-6033706
* NAME: CASSANDRA MAUDELL DUNLAP
DATE OF BIRTH: JUvasj, 1990 SEX: FEMALE
i PLACE OF BIRTH:' CHICAGO, CODK COUNTY, ILLINOIS
MATOEY NATETUr AOTHER;  JACQUELYN DUN’i{;Af-‘”

PLACE OF BIRTH OF MQTHER: ILLINOIS. o AeE: 17
 DATE FILED: AUGUST 14, 1990 DATE ISSUED; OGTOBER 4, 2007

Department o ¢ Heal

5 l'hl!ls_ is to c?ﬁl‘l‘!’y'vm;t tz’ms. :ﬂp?slg“ énd oorrqé; S‘(, 5 ?“' fr'om_ the éﬂlciau raco}'ﬁl

* TEAR STARTING IN LEFT CORNER

0054131

g&l::tgfﬁliﬁz(i’sk Ofﬁce’ Of (:’_‘ounty Clerk DAVID ohn. COUNTY GLERK
David Orr

ELSY

COUNTY BUILDI‘IPB .
cchAGo_, ILLINOIS 80802~-1304"
This copy I8 not valld un

less displaying embossed seals of Cook County and County Clerk si gna




EMERGENCY CONTACT INFORMATION

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

Employee Name: @&QC_\ rg hj\q \Q,_\p
Address: H%‘Q 8- V@t
Home Phone: ")r’cl ‘ 5——2q QS%

—_—

" FMERQENCY ( ONTACTS ]
Pleaeﬁ list two peuplq (In prlorlty order) who eould te gontacted In casé of an einergency

iy Contact #1 Home Phone: L(é Dlgq_o N L}D
Name: A&Q’_‘\Q Car O |cel Phone %ngb- aQUD

Relationship: MD")L\(\ _6(\ Work Phone:

Contact #2 Home Phone:

Name:mg.(c‘\ 3@&.&0(\ Cell Phone:(D\’zf gaj - D [g
Relationship: SV\\EM 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 Authorization (Minnesota)

ot Deposit and/or Payroll Debit Card.
) s will be paid by paper Check.
SEGEON T BASTE ENEORNEN FLON
w SSN# (1ast4 digits) N Effective Dyta
e X Donk 1 |
MEEHORN 2 BAYINGILL [BILECIHICHY

Note: Direct Deposit accounts may take up to 7 days to be activated

[ | Direct Deposit (Please complete Sections 3 and 5 below)

TIOR3 DIRFGE DEROSKE
[] Update Bank Account
Bank Name:

1 understand and acknowledge that if I do not provide a
voided check with this direct deposit form, 1 am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

Routing#

Account# o f
Initial Date

Account Type: [ CheckinED Savings CJother ______

»  To help ns avoid making an exror, please attach a copy of a voided check. (a deposit slip will not work)
™ If you change banks, do not close your old bank account nntil your direct deposit has started at the new bank, which may take 2 pay periods.

SECHON T PANRGOEL DEBEE GARD (GEOBNE CASETEARD)

/| 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
f verify your identity.

ESSG does not have access to any information regarding your Payroll Debit Card account or
your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will

Except for the routing and account number,
Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive

| transactions. On your first payday, you will receive
then sign acknowledging that you received the Payroll

| wages.
CARDHOLDER INFORMATION (as you want your Payroll Debit Card lg be issued)

s rda [ M "™ BNl EER
| Street Address (PO BOX NOT ACCEFTABLE) L\m :F‘.r\“e S‘tr‘éQ.—t = %%?@ P]lq
; %t ‘\_Q 0\ m{ Q_ Zip S§10L Cell Phone (mobile) [C)|7__C“l% "‘Q_O( @8

[
| 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 g 3 L'l 00 g
fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,

1 have received my Payroll Debit Card, welcome brochure, program
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

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 Signamre(: ,@Q\Q—« m—"‘\p DateH") 1 ) |7

SEGHON S AULRHORFZNFION
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-maﬂc—-\ Y\ this'ih%rmation ill only be gdg%ﬁmkl&»gu{r’q
LR et )1

mployee's Signaturd; \|




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; ()
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 Informatlonﬂease ;rint the {nformation requested below t identify yourself for BGC.
Printed name: Vdn O
I<

First Middle (O Last
none)

Other names used:
Current county of residence:

Current and former addresses:

- Hoomgrre@t S*c’lao\uusgw

from Mo/Yr to Mo/Yr Street

; g City, ftate Zip
bl2o\l  8la0i2 K Thiler SRS €< o
from Mo/Yr to'Mo/Yr Street City, State & Zip
bhan 2o KK M%ﬁg LR & il M)
from Mo/Yr to Mo/Yr Street City, State & Zip | O
Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purpose

) \%\ P20 55%’—%4—1791(\

Date of birth ocnalsecunty number
Hﬁj\obgg.\i%\ﬁ (Scard m_Maudel| | Donk
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.

CEVD QA 39|

Signature Date




employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this_l day of 1 \ \ ) 201ﬂ, between
Em r_Solutions \Staffing Group LLC, hereinafter 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 faund. 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 el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):Cﬂ%ﬁd‘(& DX) \&l;)
\
Signature/Firma: O@@&Q/ @\@
\N




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.

Notify vour employer immediately of any new injuries or conditions that impact
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.

Ay

Signed:

Printed Name:




- 3850 Pre-Screening Notice and Certification Request for

{Rev. March 2018) the Work opportunity Credit OMB No. 1545-1600
E,?;’:,T&.‘v‘g‘é.}’;%m‘“ » Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

Street address where you live

B QS Tave ra Ml \Val Yo M <% TEPST0
e et
City or town, state, and ZIP code%, ‘ \ \ M D SS \D’l—.

County m Telephone number (Q\ 1"01 ‘%ﬁlc‘\(%
If you are under age 40, enter your date of birth (month, day, year) 0’7 I % ‘ ! \C{q D

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 [ check here if any of the following statements apply to you.

e | am a member of a family that has recelved asslstance from Temporary Assistance for Needy Famillles (TANF) for any 9
months during the past 18 months.

o | 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 rehabiiitation 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 oider and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Recelved SNAP benefits (food stamps) for at least 3 of the past 5 months, but Is no longer eligble fo recelve 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.

« | 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
reieased 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 disabllity and you were unemployed for a
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
e Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped being ellgible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

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

Signature—All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above informatlon 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.

Al NG R alln

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

EMPLOYER SECTION:
Client: Company:
Employer Solutions Group
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
CYEAre Yood ™ Ay T s
/ =~
A NS Frie Street] SCHEQOL M
SSi: Date of Birth} Age: Have youn worked for | If yes, location:
- this company befgre?
3CB-B4- 1290 VR USEN Bl | eerypany betoes
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) D D
at any time since August 5, 1997? (If yes, please provide 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? D D
(If yes, please 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? D D

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 D
If yes, please indicate which type of agency you worked with and provide their location information below:
D Vocational Rehabilitation Agency D Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: State:
*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

5. Are you a Veteran of the U.S. Military? *If yes, please provide a copy 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: / / To: / /
Branch of Service:
Are you entitled to or are you receiving compensation for a service-connected disability?

O
O

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

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

O O OO0
O o 0o

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 this a D Federal or D State conviction? If State - County: State:
Additional Tax Credits
TIEC (Native American): Are you or your spouse a member of a Native American Tribe? D D

*[f you checked yes please provide a copy of your CDIB card.

CA Residents: D Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?
Are you a migrant or seasonal farm worker? Have you ever been convicted of a misdemeanor?

SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above to be true and accurate 1o 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 1ax credit eligibility 1o my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the Department of Labgr. l/ 2
New Employee Signature:! Q/FD Date:l/\‘\ j ! ‘j




Specishsis in oz Cradit Admiinistréiion

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

Location: Employee wa mvb SS#:

I @4’42 D

EMPLOYEE:

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

: [0 1havebeen unemployed at any time during the last 12 months.

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

[0  Ireceived unemployment compensation during my unemployment.

To:

If applicable, dates you received compensation ~ From:
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.

)

7

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

Employee Signat!u:(T‘/V' )’ ‘ Z ( : VQ—V[;\) Date:J_



employer solutions staffing group.

L everaging Resources in a Changing Market

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 fo
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 ass1gnments 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 assig t ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

AN bm\&p

Employee (please print your name here)

CMG_SM - Rev. 09.2013



Acknowledgement of Receipt Antlharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will inmediately contact my supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

(REITr Dunla
mployee's Signature:
CROR AL A0

22



RELCEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand
and agree that it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

| also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

I also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

I understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

oateZH| 1|17
EX&;O@EA&QMF Bum\

PLEASE PRINT

EMPLOYE
S IGNATU

ESSG
REPRESENTATIVE W \/\

23




E ACKNOWLEDGMENT
The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:
1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.
2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. lagree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

4. 1am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: ’)—\' \’] \ \\'
Associate's Signaturec/m@ VQ—/D

Associate's Printed Name:

Orientation provided by:

24



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, | 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. I 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.

Cosandr Duniad

Individual’'s Name

Ga N

Date’

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



- employer solutions staffing group. w a5 ESNG 00
Leveraging Reccurce: in 1 Changing Marke: m‘wersoh'ﬁwg:;- enmployer sokutors ratorwide group.

Enhanced MEC Pi;l;: El;n 1 TS Benefit Plan Admidstrators, Tac.

Benefits Enroliment Form [ New Employes

Employeeinformation

3 Rehire Rehire Date

Social Security Number

30334290

Address City State Zip Cods

ACOFrie Streot~  Btidol (MO (S0
A o AN TS YoM i1
Cori-i3-Nee | T onkp@dnomi | G,

Please Select Desired Coverage:
Employee Only - Employee+Spouse - mployee+Child(ren) - Family -

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

freoned ™ it heva

O Domestic Partner

Social Securfty # Birth Date | Sex Relationship
aﬁ};r‘ 203 g ClSpouse [grcid
VLastNa [ Femate O Domestic Partner
So&ais@ﬁu# T RlEE _.Ra_aﬁ ; p
[ Male O chid
[First Name 1A TastName | O Fomie O Spﬁse S prr i
O O ] 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

IEmployee Acknowiedgemant and Authorization - | herehy apply for the group benefit{s) as indlcated. | acknowledge that all entries are true and complete and that
any misstatements or fallure to report information may be used as the hasis for cancallation of coverage for me and my dependent(s), if any, from the original
effective date, Further, | authorize my employer to make the necessary payroll deduction of pramiums for coverages ! have elected.

IF ENROLLING - YOU MUST SIGN HERE

mmomssmen (U 4 0 VQ D w4717

ewovessoecinne 1 | am DECLINING coverage
1 understand that | and/or my dependents, if any, walve any coverage and desire to participate In the plan at a later date. l/we may be conslidered a late enroliee and
must meet the requirements defined in the Certificate of Coverage for the company's medical or dental plans. If | deciine enroliment for myself or my dependents
(including my spouse) because of other coverags, | may, In future be able to enroli myself or my depend In this plan, provided | request enroliment within 31
days after the other coverage ends. In addition, If a new dependent relationship forms as a resuit of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HERE

Employee Signature Date

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 952-767-8515
Email: Health@employersolutionsgroup.com



Fixed Indemnity Medical Benefits_Plan 2

D e tebemovismssasiiemor

ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2

e_mm USING BLACK or BLUE INK (Must Be Fled 0wl
Namef °, (\d ' Soci ity Home Phone  Sex
LASard@ RS Gy - MR

[EEICD Hicl et I = ST
CELAON MWD *SSion. s

B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? I:IYesD No. ff Yes, please continue

Medicare Health Insurance Claim Number (HICN) Medicare Effective Date
Name of Covered Person (s | R
1. R e ot SN )RR bl MO - D 8 3 8 L

C. LIMITED BENEFITS PLAN SELECTION M__:I__?éyggﬂl! D_ec!ucj:ed”Weekly Rates

i

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.

FIXED INDEMNITY SHORT-TERM
SELECT COVERAGE LEVEL A DENTAL VISION | TERM LIFE". DISABILITY :
Employee Only $2025 (G s6.17  J}|  s242 (| sos0 )|  s40 FH
Employee + 1 [_] $41.10 $12.34 $4.92 $0.90

Employee + Famlly [Zr $54.88 $20.36 $6.56 Izﬁj.BO
NO to ALL Benefits‘ I:] | DYgs DNo I:IYes DNO | D_Yt_es_l:_l_No Ye:; I:INo I Yes DNO _

r_‘::l'his coverage is not avéii;ble to résﬂ:lénts of NH,_"I_-iIt,_ or PR.2STD is .no-t availab'lt::- t&pe?séﬁ;._mh_o_ _v_vork in CA; Hl:-l;lJ, 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

|
i

Name Social Security # Date of Birth | Sex Relationship
e 40 MI[E] I CTspouse (] chitd ] Domestic Partner

Name Social Security # Date of Birth Sex | Relationship
oo 1 T MIEE] | Clspouse [ chitd ] Domestic Partner

Name Social Security # Date of Birth | Sex - Relationship
oot IMIE] Cseouse [child[]Domestic Partner

Name Social Security # Date of Birth | Sex - Relationship
kA, 8 @ [1Spouse [ ]Child[ ] Domestic Partner

E. REQUIRED SIGNATURE 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
a limited time and | understand that making no benefit selection is a declination of coverage.

oare 0T/ 000D | > sionarure(

This is an Essential StafCARE Enrollment Form.



