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i Employer
g Solutions 7301 Ohms Lane / Suite 405

£ f Staffing ; o Edina, MN 55439
B 6roup LLC New Hire Application T:052.635.1288 / F:952.835,4881

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name_IV] O VN % First NameECﬁ. U:i O Mldd;e/hﬂtlalﬁ_.

‘ {
City/State/Zip 2 (3} (T LQ Ke \_Tv ] JT @ Al "
Home Phone Cell [Message Phone | g “"LZ. ‘ D

Company/Employer

Street Address

All offers of employment are condlitional upon satisfacto

Are you legally authorized to work in the United States of America? YES []NO

Applicant Certiflcatlon and Authorization
| autharize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine rmy
qualifications for employment. | authorize ESSG to make inquiries of my former employars, except as indicated in this application,
regarding my previous duties, respongibilities, performance, compensation and eligibillty for rehire.
| understand that & comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may include but is nat limited to, investigations of criminal ang/or conviction records, driving recards and/or a drug screen test as
required by clients, government regulations or by ESSG policies.
| release ESSG and other persons or enfities from any claims that might be based on ESSG's decision to conduct a background check.
i 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 migrepresentation 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 ES&G.

Name (Print or type)

A copy or facsimile will be considered tha same as an original signature.

For ESSG Office Use Only

DOH NHW I-5 3850 w4

Emergency Contact Info | Background Release Form Background Results 5 Day Letter ESC Application
(If applicable)

ESSG Rev. 0572011
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EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Name: Ke [/w C/éz // MDI/Q /VZ?D
Addressi__2 ?C?Z M/ Ch ﬁm’ﬁ// 4 C/G/
Home Phone: @O/'_ {7/55 "@ﬁ@ 5

Person(s) to contact in case of an emergency on the job (in order of preference):
1. Name: V(\E \"V\__}Q.” MD‘/QMD

Phone (work):

Phone (home): @ O [ 'p L{6@ - OV‘I_D 5

2. Name:

FPhone (work):

Phone (home),

Additional information you want Empioyer Solutions Group and our clients to know in the event
of an emergency:
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Form W-4 (2015)

Purpese. Complets Form W-4 3o that your smployer
can withhold the corect federal Income tax from your
pay. Conelder compleling & new Form W-4 each year
and when yayr persanal or financial situation chenges.

Exemption fram withholding. Ifgrou are exempt,
complale only lines 1, 2, 3, 4, and 7 and =lgn the form
to valldate I ourexempllan for 2016 expires
Febniary 18, 2016. See Pub, 608, Tax Withholding
and Estlmated Tax,
Nots. If ancther person can clalm you as & dependent
on hiz ar her Lax retun, you cannot olaim exemption
from Wllhholdlng liyour incoma axcesds 31,050 and
Includes more than $350 of uneamed Income (for
exarple, interast and dw:dands)

Exceptions. An amploP/ee may be able o clalm
exsmplion from withhalding evan If the smployee s a
dependant, If the employee

v |5 Bge 65 or alder,
* 1% blind, or

» WIII glalm adiustments to income; tax cradita; or
itsrnized deductions, on hie or her tax retum.

The exceptlons do not apply 1o supplemental wages
greater than §1,000,000.

Basic insfructlona. If you are not exempt, complete
the Peraonal Allowances Worksheast below.
workehests on page 2 further adjust your
withholding allowanoes based on itemized
deductiona, certaln cred(ta, ac?uatments to [Incoms,
or two-earnem/multlple Joba eltuations

Camplets all warksheets that apply, However, you
may claim fewer (or zero) sllowances. For regular
wages, withholding mugt bs based on allowances
you clalmed and may not be a flat amaunt or
peroentags of wages,

Head of hougehold, Generally, you can claim haad
of household filng status oh your tax return only If
you are unmarried and pay mors than 50% of the
coets of kae?lng up a homa for yoursslf and our
dependent(s) of other quallfying Individuals,

Pub, 501, Examptions, Standard Deduction, and
Filing Infnrmauon for information.

Tax credits, You can wke profected tax cradits Into account
n flgwring vour allowabie number of withholding allowances,
Credils for child or dependent care expsansas end the child
wex credht may be cla!mad uslng the Peraonal Allowances
Worksheet below. See Pub, 505 for Informalion on
sonverling your other cradils into withhelding allowances.

Nenwage Incatne, I you have a large amount of
nonwags income, such as intarast or dividends,
conelder making eallmated tax gmant& uglng Form
1040-E8, Estimated Tax for iIndlviduals. Otherwlse, you
may owe acddlitional tax, If vou have pension orannuny
incoms, aee Pub. 505 to find out wnu should adjust
your wkhhold(ng on Form W-4 or

Twao earners or muitiple jeba. If you have a
working spouse or more than one Job, lgure the
total numbar of sllowances you ere entitled to claim
on all jabe ueing warkshees from only one Form
W-4, Your withhielding wsually will he mast aceurate
when all allowances are claimed on the Form W
for the highast paying Job and zaro sllowances are
clalmed on the others. See Pub. 505 for detalls.
MNeonresident alisn. If you arg & nonresident alien,
=ee Notloe 1382, Supplernentsl Form W-4
Instrdgtions for Nonresxdent Allens, hatore
completing this form.
Check your withholding. After your Form W-4 takes
effect, uee Pul. 506 to see how the amount you are
havmg withheld compares to your projected Total tax
for 2015, Seas Pub. 505, aspecielly i your earnings
excesd §130,000 (Slngle] ot $180,000 (Marrled),
Fulure chclopmpnls [nforretion shout any futura
developments affacting Form W-4 (guzh as leglalation

enacted aftar wa relesse it) will be posted at www.ir.goviwd.
Personal Alliowances Worksheet (Keep for your records.)
A Enter “1" foryourselfif nocons alse canclalmyoussadependernt. . . . . . . . . . . . . . . . . . A
* You are singls and have only ong Joby; or

B  Enter “1*if * You are married, have only one job, and your spouse does not waork; or B
* Your wages from & second Job or your spouse's wages (or the total of both) are $1,500 or less.
C  Enter “17 for your spouse. But, you may choose to enter “-0-" If you ars marrled and have elther g working spouse or morg
than one job. (Entering #-0-" may help you avoid having too Iittls tax withheld)) . c
D Enter number of dependents (other than your spouse or yourself) you will claim on your tax retumn . D
E Enter “17 if you wilf file as head of heusehold on your tax return (ses conditions under Head of housahold above) E
F Enter “17 if you have at least $2,000 of child or dependent care sxpenses for which you plan to claim a credit F
(Note. Do not include child support payments. See Pub. 508, 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,
* |f your total income will be less than $65,000 ($100,000 if married), enter “2” for each sligible child; then less “1” if you
have two to four ellgible children or less “2" if you have five or mors eligible children,
» If your total income will be between $65,000 and $84,000 (100,000 and $118,000 if married), enter “1” for each efigiblechid, . . G

H  Add lines A through G and entar total heta. (Neta. Thls may be different from the number of exsmptions you claim on your tax retum.) b H

) & If you plan to itemize or claim adjustments to fngome and want to reduce your withholding, see the Deductions
For accuracy,

and Adjustments Worksheet on page 2.
complete all * [f you are sIngls and have mora than one Job or are marrled and you and your spouse both work and the combined
worksheets earnings from all jobs exceed $50,000 (520,000 i married), see the Two-Eamers/Multiple Johs Worksheet an page 2 to
that apply. avold having too litthe tax withheld.

* |f neither of the above situations applies, step here and enter the numbar from line H on lins & of Form W-4 below.

Separate here and give Farm W-4 to your employer. Kesp the top part far your racords.

Employee's Withholding Allowance Certificate

Deparmmen! of the Trassury B Whether you are entitled to clalm a certaln number of allowances or exemptian from withhalding Is 2 @ 1 5
Intermal Revenue Service subtlect to reviow by the IRS. Your employsr may be required o send a copy of this form te tho RS,

1 _ty_azmgnﬂr(e‘;andd‘)middle initial Last name M Dv/éi%m (yéaota umber5

Hoffia address (number and r yural routs) 3 ﬂ Single D Marrisd [ Married, but withhold at hngher Smglu rate,
6 );2 Q Z W C 0’\21!»‘14 ( S[ C (_/ Note. If married, but legally separated, of spovse s @ nonresident allan, check Lhe “Single box.

City or town, stete, and ZIP coda 4 Hyour Jaat name gliffars from that shawn an your aoclal security card,
6@ W—LD KQ, C Tv (_}T gq l % chack here. You must call 1-800-772.1213 for a replacement card, # [
“Total number of allowandes you are claiming (from line H above er from the applicable worksheet on page 2) 5 j.
6 Additional amount, if any, you want withheid from each paycheck . . . . . . . . Co 5]
7 | claim exemption from withholding for 2015, and | certify that | meet both of the following condltlons 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 federal income tax withheld because | expect to have no tax liability,
If you meet hoth conditions, write “Exempt" here .
Under penaltles of perjury, | declare that | have examiny

OMB No, 1645-0074

Farm W"'4

ta and, to the best of my know adgs and ballef, It 1s true, correct, and complete.

el 5060/ 5

10 Emp\ayef ldentifldatlon number (EIN)

Employee’s signature
(Thig form is nat valid unless you sign it}

8 Employer's name and addrass (Employer: Gamplete/ﬁwes 8 antd 10 only If sending o the 1A%

8 Offlcs code (oprional)

For Privagy Act and Paperwork Reduction Act Notice, see page 2, Gat. No. 10220Q Form W-4 {2018)
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a emnployer 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. [f 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
ef 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 gargo de entre $ 25 - § 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policla
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usied
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): /4@ //Cj/@%ﬁ

Signature/Firma:
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Instructions for Employment Eligibility Verification USCIS
Form I-9
Department of Homeland Security OME No. 1615-0047
U.8, Citizenship and Immigration Services Expires 03/31/2016

Read all instructions carefully before completing this form.

Anti-Discrimination Notice. It is illegal to discriminate against any work-authorized individual in hiring, discharge,
recruitment or referral for a fee, or in the employmenr eligibility verification (Form [-9 and E-Verify) process based on
that individual's citizenship status, immigration status or national origin. Employers CANNOT specify which
document(s) they will accept from an employee, The refusal 1 hire an individual because the documenration presented
has a future expiration date may also constitute illegal discrimination. For more information, call the Office of Special
Counsel for Immigration-Related Unfair Employment Practices (OSC) at 1-800-255-7688 (employees), 1-800-255-8155
(employers), or 1-800-237-2515 (TDD), or visit www. justice.gov/crt/about/ose.

Employers must complete Form I-9 to document verification of the identity and employment authorization of each new
employee (both citizen and noncitizen) hired after November 6, 1986, to work in the United States. In the Commonwealth
of the Northern Mariana Islands (CNMI), employers must complete Form 1-9 to document verification of the idenrity and
employment authorization of each new employee (both citizen and noncitizen) hired after November 27, 2011, Employers
should have used Form [-9 CNMI between November 28, 2009 and November 27, 2011,

Employers are responsible for completing and retaining Form [-9. For the purpose of completing this form, the term
"employer" means all employers, including those recruiters and referrers for a fee who are agricultural associations,
agricultural employers, or farm labor contractors.

Form [-9 is made up of three sections. Employers may be fined if the form is not complete, Employers are responsible for
retaining completed forms, Do not mail completed forms to U.S. Citizenship and Immipration Services (USCIS) or
Immigration and Customs Enforcement (ICE). :

Newly hired employees must complete and sign Section 1 of Form 1-9 no fater than the first day of employment.
Section 1 should never be completed before the empldyee has accepted a job offer.

Pravide the following information 1o complete Section 1:

Name; Provide your full legal last name, first name, and middle initial. Your last name is your family name or
surname. If you have two last names or a hyphenated last name, include both names in the last narve field. Your first
name is your given name. Your middle initial iz the first letter of your second given name, or the first letter of your
middle name, if any.

Other names used: Provide all other names used, if any (including maiden name). If you have had no other legal
names, write "N/A."

Address: Provide the address where you currently live, including Street Number and Name, Apartment Number (if
applicable), City, State, and Zip Code. Do not provide a post office box address (P.O. Box). Only border commurers
from Canada or Mexico may use an international address in this field.

Date of Birth: Provide your date of birth in the mm/dd/yyyy format. For exarnple, J’anuary 23, 1950, should be
written as 01/23/1930.

U.S. Social Security Number: Provide your 9-digit Social Security number, Providing your Soclal Security number
is voluntary. However, if your employer participates in E-Verify, you must provide your Social Security number,

E-mail Address and Telephone Number (Optional): You may provide your e-mail address and telephone

number. Department of Homeland Security (DHS) may contact you if DHS learns of a potential mismatch between
the informartion provided and the information in DHS or Social Security Administration (SSA) records. You may write
"N/A" if you choose not to provide this information.

o EMPLOYERS MUST RETAIN COMPLETED FORM L9
Form I-9 Insteuctions 03/08/13 N DO NOT MAIL COMPLETED FORM I-9 TO ICE OR USCIS Pege 1 of 9
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HIRE Act FICA Payroll Holiday and
Employee Retention Tax Credit

Employee Affidavit
Employer Name: EC“ [ ( () Mﬁ \/Q YD FEIN:

Hire Location:

Employee Name: EC(. [ L@ MDQ/Q MD
Social Security NumberlsF6 4B -2UD 5. 1% Day of Work:

EMPLOYEE: Please ch’e‘ek_o ne stateérent that applies to you and slgn and
date where indicated below,

{1 | was unemployed during the entire 60 day-perlod pridr to my first day of employment at this company.

L1 | worked less than a total of 40 hours during the B0-day periced prior to my first day of employment at this
company.

OR

E!] I worked MORE than a total of 40 hours during the 60-day period prior to my first day of employment
‘ at this company. '

Under penalties of perjury, | hereby declare that the Information above is true and correct to
the best of my knowledge. By signing this form, | hereby authorize tha release to my new
emplayer or Its agents Information held by any parties needed to determine my eligibliity for
federal and/or state Inceritive programs,

Employee Signature: 7%//7@ Today's Dategz;iéé/ Liz 2/ 5

For employer's use only:

[l  Employee is being hired for a new posttion withih the company.
] Employee is replacing an employee who either qult or was terminated with just cause.
| [L]  Employee is reptacing an employee who was laid off.

Hiring Manager's Signature; . Date:
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Employment Eligibility Verification USCIS

Form 1-9
Department of Homeland Security OME No. 1615-0047

U.S, Citizenship and Immigration Serviges Bxpires 03/31/2016

ISTART HERE. Read inatructions carefully before completing this form, The Instructlons must be avallable during completion of this form,

ANTI-DISCRIMINATION NOTICE: Itis illegal to discriminate against work-authorized individuals, Employers CANNOT specify which

document(s) they will accept from an employee. The refusal to hire an individual because the docurnentation presented has a future
expiration date may also constitute illegal discrimination.

I mp,
Last Name (Farnlly Narneg)

e Cfirsi Name (Given Name) Mi% Initial | Other Names Used (i any}
Movemea tdilio

Addresa (Street Number and Name Apl, Number | Gity or Town

5390 W Chaatilly Cv all Lake C1TY LOT |PH A

Dale of Birth (mm/ddryyyy) |U.S. Social Security Number | E-mail Address Telephone Number
o5 261 KICHBZHEE marizochosonyato. ot Ly 55 2705

| am aware that federal law provides for imprizsonment and/or fines for falzse statements or uze of falze documents in
connection with the completion of this form.

| attest, under penalty of perjury, that | am {check one of the following):
(] A citizen of the United States

L] A noncitizen national of the United States (See instructions)
A lawful permanent resident (Alien Registration Number/USCIS Number): ZD 3 ‘06 D - 5(%

[_] An alien authorized to work until {expiration date, if applicable, mm/dd/yyyy)
(See instructions)

. Some alians may write "N/A" in this field,

For aliens authorized fo work, provide your Alfery Registration Number/USCIS Number OR Form 1-94 Admission Number,
1. Alien Registration Number/USCIS Number:
3-D Barcode
OR Do Not Writs In This Spacs
2, Form 1-84 Admission Number;

If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number.

Country of Issuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of [ssuance fields. (See insfructions)

Slgnature of Employse: [7%_%&2‘) Date (mm/ddlyyyy): / /é)f// foﬂ /
- v 4 7 '

| attest, under penalty of perjury, that | have assisted in the completion of this form and that to the best of my knowledge the
information is true and correct.

Signature of Preparer or Translator: Date (mm/dd/yyyy):

Last Name (Family Name) Firsl Name (Given Nams)

Address (Street Number and Name) City or Town

SRR x{g%{«

State Zlp Code

Form I-9 03/08/13 N Pags 7 of 9
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e T e s

You can also obtain information about Form I-9 from the USCIS Web site at www.uscis.gov/[-9Central, by e-mailing
USCIS at 1-9Central@dhs.gov, or by calling 1-888-464-4218. For TDD (hearing impaired), call 1-877-875-6028.

To obtain USCIS forms or the Handbook for Employers, you can download them from the USCIS Web site at www.uscis.
gov/forms, You may order USCIS forms by calling our toll-free number at 1-800-870-3676. You may also obtain forms
and information by contacting the USCIS National Customer Service Center at 1-800-375-5283. For TDD (hearing
impaired), call 1-800-767-1833.

Information about E-Verify, a free and voluntary program that allows participating employers to electronically verify the
employment eligibility of their newly hired employees, can be obtained from the USCIS Web site at www.dhs gov/E:
Verify, by e-mailing USCIS at E-Verify@dhs.gov or by calling 1-888-464-4218. For TDD (hearing impaired), call
1-877-875-6028. \

Employees with questions about Form 1-9 and/or E-Verify can reach the USCIS employee hotline by calling
1-888-897-7781. For TDD (hearing impaired), call 1-877-875-6028.

A blank Form [-9 may be reproduced, provided all sides are copied. The instructions and Lists of Acceptable Documents
must be available 10 all employees completing this form, Employers must retain each employee's completed Form 1-9 for
as Tong as the individual works for the employer. Employers are required to retain the pages of the form on which the
emplayee and employer enter data. If copies of documentation presented by the employee are made, those copies must
als0 be kept with the form. Once the individual's employment ends, the employer must retain this form for either 3 years
after the date of hire or 1 year after the date employment ended, whichever is later.

Form [-9 may be signed and retained electronically, in compliance with Department of Homeland Security regulations at
§ CFR 274a.2.

A s
i }; FHEET RG] il drikt

AUTHORITIES: The authority for collecting this information is the Immigrarion Reform and Control Act of 1986,
Public Law 99-603 (8 USC 13244).

PURPOSE: This information is collected by employers to comply with the requirements of the Immigration Reform and
Control Act of 1986. This law requires that employers verify the identity and employment authorization of individuals
they hire for employment to preclude the unlawful hiring, or recruiting or referring for a fee, of aliens who are not
authorized 1o work in the United States.

DISCLOSURKE: Submission of the information required in this form is voluntary. However, failure of the employer to
ensure proper completion of this form for each employee may result in the imposition of civil or criminal penalties. In
addition, employing fudividuals knowing that they are unauthorized to work in the United States may subject the
employer to civil and/or criminal penalties.

ROUTINE USES: This information will be used by employers as a record of their basis for determining eligibility of an
employee 1o work in the United States. The employer will keep this form and make it available for inspection by
authorized officials of the Department of Homeland Security, Department of Labor, and Office of Special Counsel for
Immigration-Related Unfair Employment Practices.

An agency may not conduct or sponsor an information collection and a person is not required to respond to a collection of
information unless it displays a currently valid OMB control number. The public reporting burden for this collection of
information is estimated at 35 minutes per response, including the time for reviewing instructions and completing and
retaining the form. Send comments regarding this burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden, to: U.S. Citizenship and Immigration Services, Regulatory Coordination
Division, Office of Policy and Strategy, 20 Massachusetts Avenue NW, Washington, DC 20529-2140; OMB No.
1615-0047. Do not mail your completed Form I-9 to this address.

Form 1-9 Instructions  03/08/13 N Page 6 of 9



Employer Completes This Page

Section 2. Employer or Authorized Representative Review and Verification

{Employers or their authorized representative must complele and sign Section 2 within 3 business days of the employee’s first day of employment. You
must physically examine one document from List A OR examine a combination of ane document from List B and one document from List C as listed on
the "Lists of Acceptable Documents® on the next page of this form. For each document you review, record the following information: document title.
issuing authonly, document number, and expiration date, if any.)

Employse Last Name, First Name and Middls Inifial from Sestion 1:

List A OR List B AND ListC
idantity and Empioyment Authorization identity Employment Authorization

Document Tille: ’ Bocument Title: D ﬂ\j { (g u @ﬁg& Document Title: S S L C(l rd

Issuing Authority: Issuing Authority: S\/m{ O(: umh Issuing Authority: & S ﬁdn\\ V\

\/

Document Number: Document Number: '\ \ﬁq g gjn/zj% Document Number: U"-{ e q Q . 3{5 O

Expiration Date {if any)(mmiddiyyyy): Expiration Date (if any)(mm/dd/vyyy): Expiration Date (if any)(mm/dd/yyyy):

/D5 [201S

Document Title;

issuing Authority:

Document Number:

Expiration Date (if any){mm/dd/yyyy}):

3-D Barcode
Do Not Write in This Space

Document Title:

fssuing Authority:

Document Number:

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

Certification

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

—
The employee’s first day of employment {mm/dd/yyyy). D_?) \U) 20\"9 (See instructions for exemptions.)

Signatupe of Employer or Authorized Representative Date {mm/ddivyyy) Title of Employer or Authorized Representative
CtArretinsd { (2/]€]2015 Adnain . PRSI Sant”
Last Name (Family Namse) First Name (Given Name) Employer's Business or Organization Name
o \ l (\ aitliN EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business ar Organization Address (Street Number and Name) | City or Town State Zip Code
7301 OHMS LANE  SUITE 405 EDINA MN 55439

Section 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative )

A, New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial {B. Date of Rehire (if applicable} (mm/ddiryyy):

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

Document Title: Document Number: Expiration Date (if any){mem/ddfyyyy):

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized fo work in the United States, and i
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer ar Authorized Representative: Date (mmidd/vyyy): Print Name of Employer or Authorized Representative:
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CORFOL

“poni workiarcd snonagiement & staffitg cinatt”

ANTI-HARASSMENT POLICY

Itis Corporate Management Group’s (CMG) policy that all employees should be able to
enjoy a wark environment free from all forms of discrimination, including harassment. As
such, CMG is committed to vigorously enforcing their Anti-harassment Policy. This
policy applies to all employees of the organization (without regard to position) and
individuals not directly connected to CMG (e.g., an outside vendor, consultant, customer
or guest). Title VIl of the Civil Rights Act of 1964 prohibits employment discrimination
based on race, color, creed, religion, national origin, sex, marital status, status with
regard to public assistance, membership or activity in a local commission, disability,
sexual orientation or veteran status, Harassment is considered a form of discrimination
and is specifically included among the prohibitions under Title VII of the Civil Rights Act
of 1964. In addition, retaliation or reprisal taken against anyone who has expressed
concern about harassment or discrimination against the individual raising the concern is
ilegal.

The Equal Employment Opportunity Commission (EEQC) defines sexual harassment as
“unwelcome sexual advances, requests for sexual favors, sexual comments, or other
verbal or physical acts of a sexual or sex-based nature including, but not limited to
drawings, pictures, jokes, and/or teasing where (1) submission to such conduct is made
either explicitly or implicitly a term or a condition of an individual's employment; (2) an
employment decision is based on an individual's acceptance or rejection of such conduct;
or (3) such conduct interferes with an individual's work performance or creates an
intimidating, hostile or offensive working environment.”

The Anti-harassment Policy prohibits harassment and/or retaliation by any individual
employed by, doing business with or for, or visiting CMG. Employees who believe they
have been the subject of harassment and/or retaliation or an employee who may have
been witness to harassment and/or retaliation must report the incident immediately.
Information and/or allegations must be reported to a manager of CMG (by telephoning
866.920.1425 or 303.920.1425). Only those who have an immediate need to know,
including the alleged target of harassment or retaliation, the alleged harassers or
retaliators, and any witnesses may find out the identity of the complainant. All individuals
contacted in the course of an investigation will be advised that all persons invelved in a
charge are entitled to respect and that any retaliation or reprisal against an individual who
is an alleged target of harassment or retaliation, who has made a complaint, or who has
provided information in connection with a complaint, is a separate violation of CMG's
policy. All information will be disclosed only on a need-to-know basis to allow CMG to
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investigate and resolve the incident. CMG recognizes the serious nature of harassment
and therefore will endeavor to protect the employee who may have been subjected to
harassment, any witnesses and the party against whom allegations have been filed to
every possible extent.

Harassment is unlawful and has a negative impact on employees. Violation of the Anti-
harassment Policy will not be tolerated by CMG and may result in discipline up to and
including termination. Offensive acts or conduct have no legitimate business purpose;
accordingly, any employee, regardless of his/her position within CMG, who it is
determined has engaged in such conduct will be made to bear the full responsibility for
such unlawful conduct.

With respect to sexual harassment, the following is prohibited:

1. Unwelcome sexual advances, request for sexual favors, and all other verbal or
physical conduct of a sexual or otherwise offensive nature, especially where:

C Submission to such conduct is made either explicitly or implicitly a term or
condition of employment;

C Submission to or rejection of such conduct is used as the basis for decisions
affecting an individual's employment; or

C Such conduct has the purpose or effect of creating an intimidating, hostile or
offensive working environment,

2. Offensive comments, jokes, innuendoes and other sexually-criented statements.

If Harassment Qccurs:

1. When possible, confront the harasser and tell him/her to stop. Sometimes a
simple confrontation will end the situation.

2. If confrontation is unsuccessful, immediately contact your CMG supervisor to
report the harassment.

3. An investigation will be conducted and appropriate action taken, including

disciplinary measures. We will investigate, in confidence; all reported incidents of
harassment and retaliation,
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Versidn en Espaiiol OME No: 1205-0371
Expiration Date: November 30, 2011

YOUTH SELF-ATTESTATION FORM
(Forma de Auto-Juramentacian ¢ Declaracién Personal)
“Work Opportunity Tax Credit Program”

Instrucciones; Esta forma debe ser completada, debidamente firmada, y fechada por el joven empleado. El
patron, o su representante, deberd enviar esta Auto-Juramentacian o Declaracidn Personal junto con la forma
9061 a la Agencia Estatal de Empleo o SWA. i

Nombre del Empleado:

Numero de Seguro Social: Fecha de Nacimiento:

Nombre del Patrono _

Numero o ID Federal (EIN) del Patrono:

forma en los blancos al final de la forma.

O En los Ultimos 6 meses, no he asistido a ninguna escl
cursado estudios post secundarios durante mas
‘semana, sin contar los periodos durante los
vacaciones programadas.

dido -'wgun empleo (excepto de vez en cuando) desde
?cundarla o mi Certificado de GED.

secundaﬂos Tampoco !
que recibi mi Diploma,

Fecha:

"@
Privagys éﬁl} ce Av«s;o) El Cadigo de Rentas Intamas (Departamento del Tesoro de EUA) de 1986, Seccion 51, coma legislacion anmendada, v
PL A ue la Agﬁncla Estalyl de Empleo es |2 inica agencia gubemamental autorizada y rasponsable para administrar o
é@ aﬁos de ca mcac:ldn dal programa WOTC, La informacion que usted ha proparcionads al llenar este fomular, incluyendo el Namero de
} bgﬂ%@ Ta@ BI& dlwlgada par su patron a la Agencia Estatal de Empleo. La disposicion de ssta informanion &s voluntarta; sin embargo Ja
a

Inform gjv 58" reqwere para poder dsterminar la elegibiidad da sy patron para reclamar el WOTC o erédito de impuesto federal.

=

o

%mw

“Public Burden Stalement (Declaracidn):” Las parsonas no estan obligadas a proveer la informacion que esta forma pide a menos que dicha
forma dezpliegue o muestre un nimero de control validy de OMB. Las parsonas Interssadas en oblener y mantener los beneficios que esls
programa ofreca tianen a cbligaclon de raspender & [as preguntas en esta forma. (P.L, 111-5). El liempo qus toma conlastar asta forme 38 ha
astimado que loma un promadio de § minulos por cada contestacion, incluyende el tiempo para leer las instuccionss, reunir y manlener fos
datos necesarlos y completar y revisar esta coleccion de informacion. Puede enviar comentarias sobre ests eslimado de tismpo al
Depzriamento dzl Trabajo, Division dg Servicios a Parsonas Adullas (Division of Adult Services) Room S-4208, Washington, D.G, 20210
{Paperwork Redugtion Project 1205-0371),

ETA Form 9154 (Rev, May 2010)
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U.S. Department Labor

Employment and Training Administration OMB Control No, 1205-0371

Expiration Date: November 30, 2011

YOUTH SELF-ATTESTATION FORM
Work Opportunity Tax Credit 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 Form ETA 9061 for
each certification request filed.

New Hire Name: ﬂ//o MKD 9/69%{)
Social Security Numberé %éﬁiﬁ E 55 Date of Birth: ///95//7¢{/

Employer Solutions Staffing Group

Employer Name:

Employer Federal ID (EIN) Number:

Please check all the statements that apply to you. 5ign and date this form where
indicated below.

;{EI In the past 6 months, | have not attended a secondary, technical or
postsecondary school for mare than an average of 10 hours per week, not
counting periods during which the school is closed for scheduled vacations.

| do not have a High School Diploma or GED certificate.

L

{Z{ | have a High-School diploma or GED certificate awarded more than 6 months
ago and | have not attended or been admitted to a technical or post-secondary
school, | also have not held a job (other than occasionally) since receiving my
High-School diploma or GED certificate.

Under penalties of perjury, [ declare that this information is true and correct 10 the best of my knowledge.

New Hire's Signature:

Dat 220/ 5
Privacy Act Notice:

The Intemal Revenue Code of 1888, Section 51, as amended and fts enacting lagislation, P.L. 104-186, specify that the State Workforce Agencies ars
he "designated" agencies respansible for adminisiering (he WOTG carification procadurss of this program, The information you have providad
compleling this form, including the Social Security Number, will be disclosed by your employar (o the Stale Workicres Agency, Provision of this
information is valuntary; however the informalion Is required fo determine your employer's eligibiity for the federal fax credil.

Public Burden Statement:

Parsang are not required 1o raspond fo this collection of information unless it displays 2 currently valid O B contral number. Respondanis' ebilgation fo
complate fis form Is required to abtain or retain benefls (P.L. 111-5), Public reporling burden Is estimated w average & minutes par response, ncluding
The lime for reviewing instruclions, $earehing exisling data sources, gathering and maintaining the data needsd, and completing and reviewing the
collection of Information. Send comments regarding this burden eslimate to the U,%. Department of Labor, Division of Adult Services, Room §-4209,
Waghinglon, D.C. 20210 {Paperwork Reduction Project 1205-0371), Pleass do not submit complatad forme lo this address.

ETA Form 9154 (Rev. May 2010)
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Form A (revised 07/09) WORK OPPORTUNITY TAX CREDIT
POR FAVOR INDIQUE CON “SI* O “NO” Y COMPLETE EL RESTO DEL FORMULARIO
“Y [/ 6

~ ' Estado ( //  Cédigo Postal
Ntimero del Seguro Social &4 /4R /3455 Fecha de naC|m|en104ﬁéZ )[% / Edad

Favor do marcar UNA RESPUESTA para cada prequnta y complete pregunta nlimero clngco (5):
1. ¢ Ha recibido usted o algln miembro de su domicilioc Ayuda Provisional a Familias Necesitadas (TANF) o La
Ayuda & las Familias con Hijos Dependientes (AFDC) durante los dlfimos veinticuatro (24) meses? [_7_’]/
No

. si [J
2. ¢ Ha recibido usted o algin miembro de su domicilic las Estarmpillas para la Comida (SNAP) alguna vez »
durante los Gltimos quince (15) meses? 8i [J No lﬁ
3. ¢Ha recibido usted Ingreso por Seguro Suplemental ($$1) durante
los Ultimos sesenta (50) dias? $i [] No E{
4. 4 Es usted miembro del programa del Boleto para trabajar? si ] No [ﬁ
5. Nombre del recipiente Parentesco
Ciudad y estado donde recibio los beneficiog
B. ;,Es usted veterano? si [] No [Zr ¢y discapacitado? Si ] No
Las fechas de! servicio: De: Hasta: Ramma:
7. ¢ Ha estado usted desempleado‘ alguna vez durante los ultimos doce (12) meses? Si ] No ﬁ
Fachas de desemplen: De: Hasta:
¢ Ha recibido usted Compensacion por desempleo? i [] Ne
Fechas que recibid Compansacién por desemplec; De Hasta:

8. L Ha estado usted condenado de un criman o ha estado usted liberado del carcal en los Ultimos doce (12)
mesea? ' $i [] No E{
Fecha de conviccion: Fecha da libertar.
Nombre del oflcial de libertad condicional bajo palabra;
Numero de teléfono del oficial de libertad condicional bajo palabra;

8. ¢ Ha recibido usted ayuda de una agencia de rehabilitacion vocacional aprobada por el estado o Ios IZ{
No

veteranos? si [

Narnbire de |a agencia; : Numero de taléfono:

Direccion de la agencig; Nombre del consejero;
10,4, Ha asistido usted regularments a un colegio o a una universidad para mas que un promedio de diez {10)
horas a [a semana alguna vez durante los Ultimos seis (6) meses? Si [] No E{
11,2 Ha recibido usted unjsc:hlll rato or GED? 5i [E No []

Fecha cuanda lo rechicds / :{?

J Ha estado usted empleado o admitado a un colegio desde sntonces? Si @/No OJ

12 Guanto en sueldos brutos ha ganado usted EN TOTAL duranis los Gltimos seis (6) meses? §

Ya por la presente auforizo cuslquier Bgencia, organizecidn, o individuos a suministrar tel comprobacidn o Informacion necesaria parg detegminar
elegibifidad del erédito tributario & ml empleador, & /epmzentfgﬁa__d empllasdr, o { Departamento de Trabajo,

-» FIRMA DEL EMPLEADO

El jefe debe responder a las siguisntes prequntas
Questions below to be completed by manager

Starting Wage Pasition
Has employea worked for this company hefore? If yes, date
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Form A (revised 07/08) WORK OPPORTUNITY TAX CREDIT

Namea
Address

City Sl lage g;;{ . ‘ "in B/, 3 Social Security # 59/2’5"“9@-'%55
Date of Birth Age (l//

Please CHECK ONE ANSWER for each of the following guestions, and complete question #5:
1. Have you or any family member living with you received Temporary Assistance to Needy Families (TANF)

or Aid to Families with Dependent Children (AFDC) during the past 24 months?  Yes D No

2. Have you or any family member living with you received Supplemental Nutritional Assistance Program
(SNAP) (Food Stamps) at any time during the past fifieen (15) months? Yes D No
3. Have you received Supplemental Security Income (551) benefits in the
past sixty (60) days? Yes [:l No IZT
4. Are you part of the Ticket to Work program? ' Yes D No ﬁ
5. Name of person who received benefits
Relationship _ City & State where benefits received
6. Are you a veteran? Yes D No and Disabled due {o service? Yes D No
Service Dates; From: Ta: Branch:
7. Have you been unemployed at any time during the last 12 months? Yes [ | No m
If yes, dates of unemployment:  From: To:
Did you receive unemployment compensation at any point during your unemployment?
If yes, dates received compensation: From: To: Yes D No ET
8. Have you been convicted of a felony or released from prison in the last 12 months’?
Date of Conviction; Date of Release: es No lj
Parole Officer's Name: Parole Officer's Phone #
9. Have you received rehabllltatlon services from a State approved or Department
of Veterans Affairs approved Vocalional rehabilitation agency? Yes [ | No [Z/
Name of Agency Phone # -
Address of Agency Counselor's Name

10. Have you attended High School, College or Technical School for more than an average of
10 hours per week at any time during the last & months? Yes No m

11. Did you receive a high school diploma or GED? If yes, date received:j%/z{_ Yes @ No E
Have you been employed or been admitted to technical school or college since then? Yes Z No D

12. How much in gross wages have you earned TOTAL in the past six manths? $

| hetehy authorize any agency, organization, or individuals to supply such Verification or information that may be needed {a delermine fax credit
eligibiity fo my employsr, smployer repressntative, or the Deparime Labor / %
—> NEW HIRE SIGNATURE __ 247 m > DATEKJ‘B’ 12./20/5

Questions below to be completed by manager
Starting Wage Position
Has employee worked for this company before? If ves, date and location
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For 885 Pre-Screening Notlce and Certification Request for
(Rev. August 2009) the Work Opportunity Credit OMB No. 1645-1500
afﬂm:\lmﬁ:: Z.I,'S;Z,”” + Ses separate instructions.

Job applicant: Flll Inthe lines below and check any boxes that apply. Complete only this side.

Your name 6{/ / Q /l/ D'/ém Social security number PW
Straet address where you live 5?? Z M/ C#Zp sz:’-/ / {/ C /0/ .

[

City or town, state, and ZIP f:ﬁd& 5’@'77—/@ KQ Cﬁ // UT g?//./ﬁ
County U 9 74 [ Telephone number W

If you are under age 40, enter your date of birth (manth, day, year)

1 [M__] Check here if you are completing this form before August 28, 2009, and you lived in the area impacted by Hurricane Katrina
on August 28, 2005. If so, please entsr the address, including county or parlsh and state where you lived at that time.

2 [ check here if you received a conditional certification from the state workforee agency (SWA) ar a participating local agency
for the work opportunity credit, :
3 [ Gheck here If any of the following statements apply 1o you,
® | am a membar of a family that has received assistance from Temporary Assistancs for Nesdy Famities (TANF) for any
8 months during the past 18 months. '
®» | am a veteran and a member of a family that recslved Supplemental Nutrition Assistancs Frogram (SNAP) benefits
{food gtamps) for at least a 3-month perfod during the past 15 months.
® | was referred hera by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, of the Department of Veterans Affairs, :
s | am at [east age 18 but not age 40 or oldsr and | am a member of a family that: -
a Received SNAP bansafits (food stamps) for the past 6 months, or
b Racaived SNAF benefits food stamps) for at least 3 of the past 5 menths, but is no langer eligible to receive them.
During the past year, | was convicted of a felony or released from prison for a felony.
» | recelved supplemental security incorme (S8I) benafits for any month ending durling the past 60 days.
® | am a vetsran and | was discharged or releassd from active duty in the U.S. Armed Forces during the past 5 vears
and, for at feast 4 weeks during the past year, | received unemployment compensation,
® | am at least age 16 but not age 25 or older, and:
a During the past 6 months, | have not aftendsd a sscondary, technical, or post-secondary school for more than
an average of 10 hours per week, not counting periods during which the scheol was closed for scheduled
vacationz, and
b During the past 6 months, if | was employed, during each consecutive 3-month perlad within the past & months,
| sarned less than | would have earned if | had worked for the applicable minimum wage 30 hours every week
during the 3-month period, and
¢ | do not have a certlficate of graduation from a secondary school or a General Education Development (GED)
certificate or | have a certificate that was awarded at least & months ago and | have not held a Job (other than
occaslonally) or been admitted to a technical or post-sacondary school since | recelved the certificate.
a [l Check here if you are a veteran entitled to compensation for a servics-connacted disability and, during the past year,
you wers:
& Discharged or released from active duty in the U.S, Armed Forces, or
@ Unemployed for a period or periods totaling at least 6 months,
5 [ Check hers If you are a member of a family that: :
& Recsived TANF payments for at lsast the past 18 manths, or
¢ Received TANF payments for any 18 months beginning after August 5, 1897, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years, or
® Stopped being ellglble for TANF payments during the past 2 years because federal or state law fimlted the maximum
tirme those payments could be made,
Signature—All Applicants Must Sign

Undsr penatties of parury, | detlare that | gave the abave Informatlon to thes employer on or before the day | was offered @ job, and it I, to the beel of my

knowledge, trus, correct, end complate.
Job applicant’s signature » Tﬁ Dateﬂz //2/20/5
Gat, No, 22B51L Form B850 (Rev, 8-2008)

For Prlvacy Act and Paperwork Hedéﬁf{ion Act Notjce,
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Pags 2

Employer's name Employer Solutions Staffing Gmup

For Employer’s Use Only

Talaphone no. ( 952) B35 - 1288

EIN » 5

Street address 1301 Chms Lane, Sulte 405

Clty or town, stats, and ZIP code Eding, MN 55439

Telephone no. {890 925 - 0557

Pgrson o Gonfac[r if diffe[ent from ahove Associated COﬂsu'ﬁBam‘.S. [n(:.

Street address 3730 Washlngton Boutevard

Indianapolis, IN 46205

City or town, state, and ZIP code

If, based on the Individual's age and home addrass, he or she is a member of gravp 4 or 6 (as described under Members
of Targeted Groups In the separate Instructions), enter that group number (4 or 6)

Date applicant:
Gave
Informatlon £/

Was
offeredjob __ Lo L

Was
hired

Complete Only If Box 1 on Page 1 is Checked

State and
county or
parish of job

A S job

.

Started

[ check Ifthe Individual was not your employee
on August 28, 2008, and this is the first time
the employse has been hired by vou since

August 28, 2005.

Under panefties af perjury, | degiare that the applicant provided the information on this form on or befors the day a Job was offered 1o the applicant and
that the information | have furnished is, to the best of my knowlsdge, true, corract, and complate. Basad on the Information the job applicant fumished on
page 1, | believa the individusl is a mambsr of a targeted group. | hereby requeet a certification thet the indivigual Is a member of 4 targeted group.

Employer's signeturs b

Title

Date /o

Privacy Act and
Paperwork Reduction
Act Notice

Section references are 1o the Internal
Revenue Cods,

Section 51{d)(13) permits a prospective
employer to request the applicant to
somplete this form and give it to the
prospeactive employer. The infarmation
will be used by the employer to
complete the smployer's federal tax
return. Completion of this forrm ig
voluntary and may assist membars of

targsted groups in secuting employment.

Routine uses of this form include giving
it to the state warkforce agency (SWA),
which will contact appropriate sources
to confirm that the applicant i@ a
mernber of a targsted group. This form
may alsa bé given to the Internal
Revanue Servica for administration of
the Internal Revenue laws, to the
Department of Justice for ¢ivil and

criminal litigation, to the Department of
Labor for oversight of the certifications
performed by the SWA, and 10 cities,
states, and the District of Columbia for
use In administering their tax laws, We
may also disclose this information to
other countries under a tax treaty, to
federal and state agencies 10 enforce
federal nontax criminal laws, or t©
federal law enforcement and intelligence
agencias to combat terrorism.

You are not required to provide the
information requested on a form that s
subject to the Paperwark Reduction Act
uniess the form displays a valid OMB
cantrol number, Books or records
relating to & form or its instructions must
be ratained as long as their contents
may bacome material in the
administration of any Internal Revenue
taw. Generally, tax retumns and return
tnformation are confidential, as required
by section 6103.

The time heeded to complete and file
this form will vary depending on
individual circumstances. The estimated
average time is:

Recordkeeping 3 hrs., 16 min,
Learning about the law
or tha form , 46 min.

Preparing and sending this form
to the SWA . 42 min.

If you have comments concemning the
accuracy of these time estimates or
suggestions for making this form
simpler, we would be happy to haar
from you. You ¢an write to the Internal
Ravenue Service, Tax Products
Coqrdinating Commitiee,
SEW:CAR:MP.T:T:SP, 1111 Constitution
Ave. NW, IR-8526, Washingten, DC
20224,

Do not send this form to this address,
Instead, see When and Where To Flle in
the separate instructions,

Form 8850 (Rev, 8-2009)
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WOTC NEW HIRE PROCESS
Part One - Applicant

On the day the Applicant is offered and accepts the job, the applicant should;
a, completely fill out, sign and date Form A (either the English or Spanish side),
- AND
b, completely fill out, sign and date the front of the 8850 form,
AND (if at least 16 but not yet 25 years old)
¢. completaly fill out. sign and date the Disconnected Youth Self-Aftestation form.

FPart Two — HR Administrator

1. After the Applicant fills out the two forms listed above, the HR administrator should check for:

. Legihility, especially 55%,

. Completeness of forms, especially signatura on Form 8850, Form A and Self-Attestation form,

. Employee has included their physical address, NQ P.O. BOXES,

. If the Applicant is a veteran (guestion & of the Form A), please obtain a copy of their DD-214, and

. Ifthe Applicant is part of the “Ticket to Work” program (question 4 on the Form A), please obtain a
copy of their ticket document.

T o0 T w

2. HR Administrator or Manager should then complete the “For Employer's Use Only” section on the back of the
Form 8850, then sign and date the form.

Attach a copy of the employee's W-4 form, Social Security Card AND one of the following:
a. Driver's License,
b. Resident Alien Card,
G. Binth Certificate, or
d. State ID card.

o

4, Compleied packets should include:

Form A (ORIGINAL SIGNATURE IS REQUIRED BY ACI/RetraTax),

B850 form (ORIGINAL SIGNATURE IS REQUIRED BY ACI/RetroTax),

Disconnected Youth Self-Attestation form (ORIGINAL SIGNATURE REQUIRED BY ACl/RetroTax),
Copy of Social Security Card,

Copy of W-4 form,

One other piece of Identification (ses list above),

Copy of DP-214, if applicable, and

Copy of Tickat to Work, if applicable.

To g a0 T

5. Gather completed packets and mall to:
AC|/RetroTax
3720 Washington Boulevard
Indianapalis, IN 46205

Please double check the paperwork. The more thoreugh the HR Administrators are in providing support documentation and the
completed forms, the faster ACI/RetroTax can process the forms without repeatedly contacting you.

The forms must reach ACI/RetroTax's offlce, be processed and ACURetroTax must send the forms fo the State Department
of Employment Services within 28 dayz of the employee’s Job Started Date or you will lose the certification.

If you have any questions or concerns please feel free to contact Becky Huber or Lola Strode at 1-800-825-0557.
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CMG Timesheet

Phone: (866)920-1425

Employee Name; Client:
Location: Week Ending date:
Instructions for
Completing and
Submitting Timecard:
1. Complete all informarion on the timecard. A separate timecard

must be completed for each job assignment each week. Be sure

to include your name, client name and week ending. At the end

of each week, have the supervisor sign your timecard and

submit.

2. Email timecard: Pay@emgjob.com Fax timecard: 303-
736-7767 3. TIMECARDS ARE DUE BY 12:06 PM CST
ON MONDAY
Duy Date Time In Time Out Time In Time Out Total Hours
Monday
Tuesday
Wednesday
Thursday
Friday

Saturday

Sunday
Employee Signature: Dare: Regular Hour
Supervisor Signature: Date: Qvertime Hours
Supervisor Printed Name: Total Hours:
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employer solutions staffing group.
l.everaging Resources in a3 Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direst Deposit and/or Payroll Delut Card,
I you do not provide a \mumakumn, wages wﬂl be paui by Pavroll D&bn Card.

SECTION.-1 T‘ASI(_ INFORMATION - @ X § e
Ef’f&chv:: Jam ﬂﬁ M

Employse Name ey /D MDMD SSN»“ (lm4dxg1t~?) 5(}[5’ 5

CBECTION 2. CPAYROJIELECTION:. -0~ : R I R
/] Direct Depusit (Flease compleve Secfions 3 and S bclow)
Payroll Dehit Card (Plsass oomplela becamns 4 and 5 below)

TION 3 DIRECT DEPOSIT. . e e T A
[] Update Bank Account T anderstand and acknowledge that If I do not provide a
volded check with this direct depoyit form, I am

ROl Linl Name: -
o (7 V P R 06 C\{@D z U S responsible for any delays in payroll or extra costs
ol Routing# j LZ q 'g :2_ '? Z. ) Z BB incurred if the account mumber that I provide is incorrect

i ot 2 A8 L / Initial ‘E-.I”Z

[l Account Type: [ Checking w Savings O other

+  Tobelp us avoid making an error, please atlach a copy of a voided cheok. (o deposit slip will not work)
= Ifvou chinge banks, do not ¢lose your old bank aceount until ytmr diveey deposit has starled at the new banlt, which may {ake 2 pay pcnods

 SECTION 4 PAYROLL DERILE. CARLY {GLOBAL. (‘A‘:zlli TARLYY

Federel law requires all financial instinutions 1o obtain, verify, and record information thar identifies each person who opens an account. In order to
request a Payroll Debiv Card for you, we must pravide all of the following information that will sneble the finaneial mettution 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 protecrion, the fimancial ingtitution may ask pou 1o provide them additional identification information so they can
verify your identity.
Except for the routing and account number, ESSG does not have access to any information ragarding your Payroll Debit Card acoouat o
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 Payrell Debit Card will be reloaded on each payday you recsive
wages.

CARDHOLDER INFORMATION (a5 vou waut vour Payroll Debit Card o be issued)
First Name M.L Last Name Date of Birth

Street Address (PO ROXNOT ACCEFTARLE) Social Secuntylf

Cily State Zip Cell Phone (mobile)
GET TEXT ALERTS, when your paveheck is deposited on your card! mYesT sign e up, for 1onT alerig, . l )
All we need o know your cell phone service provider and mobile number above! My mobile service provider is: M
RECEIPT OF PAYROLL DEBIT CARD (10 be completad when you pick up your Payroll Debiy Card)
Payroll Debit Card Roubing # Payroll Debil Card Accownt #

073972181
[ have recejved my Payroll Debit Card, welvome brochure, prograim faes, program tanms, conditions, and disclosures, By actvating my Payroll Debit Card,
[ am agreeing to the program terms, canditions, and disclasuires that ars incloded or made available 10 me from Tme 1o e from the financial institefion. 1
guthorize the finuncial imstitution 1 debir my Payroll Dabit Card necount for the feey deseribed in the fee schedule thar Is part of the PROgTum 8rials,

conditions, and disclosurss.

Employee's Signature:

S SECTION -5 AIHHORI/AH(JN : AR A S
1 authorize I:S‘-_.G fo directly deposit my periodic Wag&s/compenqamn paymeuts net of reqmred PN Wxﬂxholdmgs orhsx requxmd wzrhholdm o]

or quihorized deductions, into my zecount(s) as designated above and 10 initlae, if necessary, debit entrics and adjusimentsfor any credit entries
made in error 10 my account(s). * E-mail i required for pay stub information,

“E-mail: WAV GU@#@S/)@ |4 0/20('3 « GO

Tthis Informatiop will only be used to send your paystubs elecrronically
/ /

Employee's Signature:
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Viewing Check Stubs

You have 2 options:

1. You can view your check stub by logging into the employee portal at
www.MyPayESG.com

e Your username is the first four letters of your last name followed by

the last four numbers of your SSN.
For example: John Woods SSN: 111-22-3333 wauld have a username of
Wood333

= Your password will initially be Temp1234, and you will be directed to
change it when you first log in. Be sure to write down and keep your log-in
information in a secure location.

2. You can also receive your check stub by email, Please email
MyPayESG@MyPayESG.com to inform us of your email address and all of your
check stubs will be sent directly to your email.

**Please include your Last Name and the Last Four Digits of your
social security number (SSN#).

2
J

§
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JOREBOOM
POLUTIONS .

Fage |3

Employee Acknowledgement Form (Temps)

| hershy acknowledge receipt of Storeroom Solutions Inc. “Employee Safety Handbook” which outlines
important safety requirements and information for working as safety as possible. | agree to follow the safety
and health rules as outlined in this handbook. | further understand that complete safety and health program
requirements are published in the “Safety Monual” that can be obtained through my 5ite Manager or Project
Leader.

=

Employer's Representative Date

important: This receipt must be read, understood and signed by all Storeroom Solutions Inc. permanent and
temporary employees, Temporary employees sign this hard-copy form. Permanent employees
must document their training in the 551 Learning Center by taking the assoriated quiz.

Bocumeptation Instructions:

Permanent Employees: The 55/ Site Manager, or senior 851 emplayee, will ensure all persannel have read and
understand the contents of this document. Please contact the Senior Director of Safety and Quality
safety@storeroomsolutions.com if you have any questions. The employes must take the Employee Safety Handbaok
Quiz contained in the 51 Learning Center,

Temporary/Project Employees: The project leader or hiring manager will ensure all personinel have read and
understand the contents of this document. Please contact the Senior Director of Safety and Quality
safety@storeroomsolutions.com if you have any guestions. The employee and leader or manager will sign this form file
it on site, This form is a special interest item during implementation audits,

Employees: Please retain the handbook for future reference.
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. TOREROON
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YSHIND 219301-EMP | OFEICEUSE y noaron

Rehire Date:____/___/_____

ENROLLMENT FORM ESC NAV*SAD P2M v15.0

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

Social Security Nun;?c,r éff_ _.L iéé..i?___
Date of Birth / /ﬁi _L.Z.ﬁ Sex EZ}.
Name ”é;—g/l/lf:) Mﬁf"’c‘?mo

Strect Address 57?2 W CJJL/ﬂ

Ciry Suate IZI Zip ag_il—ﬁ
Home Phone E. LZ_L_&'Z‘_ZQQ

~ Do you or any dependents have Medicare? E——
[ Yes IZTNO It Yes:
Medicare Health Insurance Claim Number (HICN)

REQUIRED EMPLOYEE INFORMATION - =55 -

OPTION 1

FIXED INDEMNITY PLAN Coo 0 Weekly Rar
You MUST enroll in the Indemnity Medical Insurance Plan before adding
any additional Indermnity benefits, except Dental, Your coverage level

for the Term Life will be identical to your medical plan selection,

FIXED INDEMNITY MEDICAL ( }
$20.91 Employee Only
$42.44 Employee + 1

§56.67 Employee + Family

LCIEON

NO to all Indemnity benefits,
This coverage i& not available to residents of New
Hampshire, Hawaii, or Poerto Rico.

DENTAL w
Z $5.99 Employee Only A

Name

Social Security Number e e

Date of Birth __/.._..._/__—-—- Sex
Relationship: [J8pouse [ Child ] Domestic Partner

Medicare Effective Date ./ /. D $11.98 BEmployee + 1
Names of Covered Person(s) D $19.77 Employee + Family
1. D NO
2.
3.

\. J

TERM LIFE m
YES $0.60 Employvee Only V
' $0.90 BEmployee + 1
NO $1.80 Employes + Family

Name

Social Security Number oo

Daeof Bith o/ Sex
Relationship: O Spouse O Child O Domestic Parmer

Por Term Lzre / Accxdental Death & Dmmembcrment please write
in your beneficiary information.

NAITE% OF BENEI* CIARY M

Ye\NpD
6 Y\

RELATIONSHIP

SHORT-TERM DISABILITY
[/] ves d&'\
|:| NO

Short-Term Disability is not available to persons who work iu
California, Hawaii, New Jersey, New York, or Rhode Island.

$4.20 Employee Qnly

Accidental Death & Dismemberment is part of the Term Life Benefit.

82193010-M-EMP §
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PLAN OPTIONS

« You can choose to purchase the Fixed Indemnity Medical Plan (Option 1) or the
MEC Wellness/Preventive Plan (Opticn 2) or both.

+ Please read the following information on your plan options and fill out the Enrollment Form
on the last page.

OPTION 1 - FIXED lNDEMNITY MEDICAL PLAN

PLAN INFORMATION

By choosing OPTION 1 (Fixed Indcnmny Medlcal Plan) you may stﬂl be ehglble to receive a

subsidy from the health insurance exchange. The fixed indemnity medical plan pays a flat amount for

each covered event caused by an accident or illness. If the service costs more, you pay the difference.

But if the service costs less, you keep the difference. The fixed indemnity medical plan does not
satisfy the federal healthcare reform Individual Mandate

PAYMEN" "INFORMATI()N

The Fixed Indemnity Medical, Dental Term Llfe 'md Short Term Dlsablllty Plans are payroll
dcducted The prermum for these products will be taken out of your paycheck

Your Company has chosen to take some/all of your deductions for the leed Indemnity Medlcal
Dental, Term Life, and Short Term Disability Plans on a Pre-Tax basis, Please contact Customer
Service at 1-866-798-0803 and a Representative will assist you in identifying the deductions that are
taken Pre-Tax.

OPTION 2 - MEC WELLNESS/PREVENTIVE PLA

YOUMUST COMPLETE THE ENROLLMENT FORM ON THE LAST PAGE
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Essential Staff CARE

Limited Beneﬁts & Self-Funded Minimum Essential Coverage (MEC)
Enrollment Form

= employer solutions staffing group.

Leveraging Resources in a Changing Market

ARy person who knowingly, and with intent to injure, defrand or deceive any insurer, makes any claim for the proceeds of an
insurance policy containing any false, incomplete or rmsleadmg information is guilty of a felony.

THE FIXED INDEMNITY MEDICAL PLAN IS A SUPPLEMENT 10 HEALTH INSURANCE. IT I8 NOT A SUBSTITUTE
FOR BESSENTIAL HEALTH BENEFITS OR MINIMUM ESSENTIAL COVERAGE AS DEFINED UNDER THE
AFFORDABLE CARE ACT (ACA).

The MEC Welluess/Preventive Plap is an employer-sponsored, self-funded plan that has been deemed to be in compliance with
ACA rules and regulations. More information about Preventive Services may be found on the government website at: https://www.
healtheare gov/what-are-my-preventive-care-henefits/. For questions or assistance, please call Essential StaffCARE Customer
Service at 1-866-798-0803.

Fax
20136 -4167

The Fixed Indemnity Medical/Rx and Dental Rates are underwritten by BCS Insurance Company, Oakbrook Terrace, Iinois under Policy
Series Numbers 25204, 26 212, and 26215, The Texm Life, Accidental Death & Dismemberment and Short- Term Disability Plaos are
underwrimen by 4 Ever Life Insurance Company, Qakbrook Terrace, [llinois under Policy Series Number 62.200.

RBCS Insurance Company/4 Bver Life Insurance Company do not underwrite the MBC Wellness/Preventive Flan,
EMP ESC/MEC (CU) NAV*SAD P2M v15.0









E-Verity - Print Case Details - Preview
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SENSITIVE BUT UNCLASSIFIED

https://e-verify.uscis.gov/emp/BpCaseDetails Letter.aspx?Case VerNu...

Department of Homeland Security
E-Verify

Report Prepared: 03/18/2015
Page: 1 0f 1

Case Verification Number: 2015077120244PS
Case Information:

Employee Information:

Last Name: Moreno First Name: Edilio
Middle Initial: Other Names Used:

Social Security Number: *E* XX 3455 Date of Birth: 11/11/1961
Citizenship Status: A lawful permanent resident Email Address:

Document Information:
Driver's license or ID card issued by a U.S.

List B Document: . . List C Document: Social Security Card
state or outlying possession

Document Name: Driver's license Document State: Utah

Driver’s License or ID Card Document Expiration Date: 11/05/2015

Number:

Alien Number: 203060506 1-94 Number:

Additional Information:

Hire Date: 03/16/2015 Employer Case ID:

Three-Day Rule Reason: Three-Day Rule - Other:

Submitted By: CSCH4411 Submitted On: 03/18/2015

Initial Case Result:

Last Name (in DHS records): MORENO FANDINO First Name (in DHS records): EDILIO

Case Result: Employment Authorized

Employee Referred to SSA:

Referred By: Referred On:

Case Result from SSA (after SSA Tentative Nonconfirmation):

Case Result: Response Date:

Resubmitted to SSA (after Review and Update Employee Data):

Last Name: First Name:

Middle Initial: Other Names Used:
Social Security Number: Date of Birth:
Resubmitted By: Resubmitted On:
Case Result from SSA (after Resubmission):

Case Result:

Request Name Review:

Comments:

Submitted By: Submitted On:

Case Result from DHS (after DHS Verification in Process):

Case Resulit: Response Date:

Employee Referred to DHS:

Referred By: Referred On:

Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result: Response Date:

3/18/2015 11:03 AM
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Photo Matching Results:

https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx ?Case VerNu...

Determination:

Employee Referred to DHS (Additional):

Referred By: Referred On:

Case Result from DHS (after Additional DHS Tentative Nonconfirmation):

Case Result: Response Date:

Case Closure:

Closure Statement:
Closed By: Closed On:

SENSITIVE BUT UNCLASSIFIED

3/18/2015 11:03 AM



