' ) h
¢ employer solutions staffing group. kot
. Leveraging Resources in a Changing Market Tel: 952.835.1288

www.esgstaffingsoiutions.com

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

o
Last Name L& ggﬁ First Name f@&l Sown Middle Initial €.
Street Address_ 3323 € ((Jof Ave. S. AptiSte

City/State/Zip _m 1nneq Lo 8 M AL S$SHo 1 Social Security Last Four XXX-XX- 32I4
Phone Number __(6(7_ '-'fgio‘z 79 Email Address H @ il .

Staffing Agency/Recruitment PartnerW\/\ .

o/

All offers of empiovment are conditional upon satisfactory proof of identity and legal abiiity to work in the U.S.A.

Are you legally authorized to work In the United States of America? mES [OINoO

Applicant Certification and Authorization

I authorize Employer Solutions Staffing Group (ESSG) to use the Information and statements contained in this application to determine my
qualifications for empioyment. | authorize ESSG to make Inquiries of my former employers, except as Indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eliglbility for rehire.

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain clients of ESSG.
This may inciude but is not imited to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG poiicies.

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

Elison heper

Name (Print or type)

Applicant’s Sign

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

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

ESSG - CMG-Supermoms Rev. 05/2015



Thi tions do not apply to ! Nonwage Iny If youhaveal nt of
Form W4 (2015) grestar than 1,000 000, "7 o Me0%e  Nemuage lnoome. f ou havea g aount

mplete
Purpose. Gomplete Form W-4 so that your employer the Personal Allowances Worksheet below. Tﬁe 1040-ES, Estimated Tax for In

Basic Instructions. if you are not exempt, co consider making estimated taxdmgments using Form

uals, Otherwise, you

can withhold the comrect federal Income tax from your workshests on page 2 further adjust your may ows addltional tax. If you have pension or annutty
pay. Gonslder completing a new Form W-4 each year withholding alloe:gnces bassdag]t ltany:tl’zed mm%ﬁg“b' 5°g°t° ﬂw _2‘“ W‘h"‘"d adjust
and when your personal or finanolal situation changes, deductions, certaln credits, adjustments to Income, your oicing on Form W-4 or o

Exem)
complete onl&llnes 1,2, 8, 4,and 7 and sign mpat'fonn Complete all worksheets that apply. However, you Wworking spouse or more than one job, figure the
1o validate it, Your exem

February 18, 2018, See Pub. 505, Tax
and Estimated Tax.

jon from withholding. if you are exem or two-eamers/multiple jobs situations, Two eamers or multiple jobs. If you have a

jon for 2015 mﬁdl may t:lalwmmf:;w%rl (or zero) gllobvgne%ss. l;cl:lr regular mﬁgg’s 3”8 |°f ﬂ&%mmgg ;rg :ly g :g lgg r(T:rllalm
peng Wages, ocingim J ollietowanues W-4, Your withholding usually will be most accurate
you clalmed and may not be a fiat amount or when all allowances are olaimed on the Form W-4

Note. If another person can olalmou as a dependent percentage of wages. for the highest paying job and zero allowances are

on his or her tax return, you can
from withholding if your Income exceeds $1 060 and of housshold status on your tax return OTK if
Includes more than $360 of unsamed Income {for you are unmarried and pay more than 50% of the

claim exemption Head of household, Generally, you can claim head claimed on the others. Ses Pub. 505 for detalls,
Nonresident alien. If you are a nonre%l‘;l_:nt allen,

example, Intarest and dividends). costs of kesping up a home for yourself and your sea Natice 1382, Supplemental Form
1 doo

exemption from withholding even if the employee Is a

dependent(s) or ather ng Individuals. Instructions for Nonres!dent Aliens, before
ns. An employes may be gble to olaim Pug. 501, Exsmptlonaqmargd Deduction, and completing this form.

dependent, if the employes; Filing Information, for information. Check your withholding. After your Form W-4 takes
* Is age 65 or older i Tax credits, You can take meautadtax credits Into account effact, use Pub. 505 to see how the amouint you are
' um|

In figuri ur allowable ny
» I3 biind, or gxraglts"fgry:hﬂd or dependent care expenses and the child for 2015, See Pub. &

er of withholding allowarces. having witbheld mmgsmzas;oecyl:ﬂ; ﬁ'}’{,‘iﬁfﬂm t?% Blm(
)

may be clalimed using the Porsonal Allome g exceed $130,000 (Single) or $180,000 (Married).

l'tanll claim adjustments to Income; tax credits; or Worksheet below. Sea Pub. 505 for Information on Future developments, Information about any

mized

future
deductions, on his or her tax retum. converting your ather oredits Into withholding allowances, developments affecting Form W-4 (such as legislation

e enacted after we release i) will be postad at www.irs.gov/w4.
Personal Allowances Worksheet (Keep for your records.)

mTmo

Enter “1” for yourself if no one elsecanclaimyouasadependent. . . , . © 5 0 0 9 90 o 0 b o o o L
* You are single and have only one Job; or

Enter *1” if: { * You are married, have oniy one Job, and your spouse does not work; or } . B
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less,

Enter *1” for your spouse. But, you may choose to enter “-0-" if you are married and have elfther a working spouse or more

than one job. (Entering #-0-" may help you avold having too little tax wthheld) . . . . . . . . ., . ...

Enter number of dependents (other than your spouse or yourself) you will claim on your tax retum . . . o P o1 B

Enter *1” if you wiil 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.)

Child Tax Credit (including additional chiid tax credit), See Pub. 972, Child Tax Credit, for more information.

» If your total Income will be less than $65,000 ($100,000 if married), enter 2" for each ellglble child; then less “1” if you

have two to four eligible children or less “2" It you have five or more eligible children.

* If your total income will be between $65,000 and $84,000 (100,000 and $119,000 if married), enter “1” for each eligblechid. . . G

Add lines A thraugh 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 clalm adjustments to income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.

complete all * If you are single and have more than one Job or are married and you and your spouse both work and the combined
worksheets eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2 to
that apply. avoid having too little tax withheid.

* If neither of the abovs situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

——
——

mTmoo

1]

|

Form

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

w_4 Employee's Withholding Allowance Certificate OMB No. 1545-0074

Dapartment of the Treasury P Whether you are entitled to claim a certaln number of allowances or exemption from withholding Is 2 @ 1 5

Intemal Revenue Service subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1

Your first name and middle Initial Last name 2 Your soclal security number

(e S Lepec Y20 .24-221Y

Home address (number and street or rural routs) 3 ﬂsmgle [0 married [ Manied, but withhold at higher Single rate.

3 S £3 6[ [ ’f A\[é g ‘ Note, If manied, but legally separated, or spousa Is a nonresident alien, check the “Single® box.

City or town, state, and ZIP code 4 Hyour last name differs from that shown on your soclal security card,

Yianee oS MM S S0+ check here. You must call 1-800-772-1218 for a replacement card. P []

5
6
7

Total number of allowances you are clalming (from line H above or from the applicable workshest on page 2) 5 S
Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . . . . . 6 ($
| claim exemption from withhoiding for 2015, 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 liablity, and

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

Under penalties of perjury, | deciare that | have examined this certificate and, to the best of my knowledge and bellef, it is true, correct, and complete.
'

Employee’s signature 6 é

(This form is not valid unless you sign it.) » /;V Dater [/-G- (¢

Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) 9 Office code (optional) [ 10 Empioyer identification number EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2015)



Employment Eligibility Verification USCIS

Form I-9
Department of Homeland Security OMB No. 1615-0047

U.S. Citizenship and Immigration Services Expires 03/31/2016

PSTART HERE. Read Instructions carefully before completing this form. The Instructions must be avallable during completion of this form,
ANTI-DISCRIMINATION NOTICE: It Is 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 documentation presented has a future
expliration date may also constitute illegal discrimination.

8ection 1. Employee information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middie Initial | Other Names Used (if any)

Lop ez \¢So €.
Address (Street Number and Name) Apt. Number | City or Town State Zip Code
323 Ellek ANE . S, W\inuwl{ S MN | Ss Ho7
Date of Birth (mm/dd/yyyy) |U.S. Social Security Number | E-mall Address T

Telephone Number

A- -8 [TERBANY) piro1(0gs8 gmais. aopm |67 4o o272

-
v

i am aware that federal iaw provides for Imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

| attest, under penalty of perjury, that i am (check one of the foilowing):
[ A citizen of the United States

[C7 A noncitizen national of the United States (See instructions) {
m A lawful permanent resident (Allen Registration Number/USCIS Number): aq{f 5 qﬂ‘ q ‘J

] An allen authorized to work until (expiration date, if applicabie, mmiddlyyyy) . Some aliens may write "N/A" in this field.
(See instructions) '

For allens authorized fo work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number:

1. Alien Registration Number/USCIS Number:
OR 3-D Barcode

Do Not Write In This Space
2. Form 1-94 Admission Number:

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

Forelgn Passport Number;

Country of Issuance:;

Some aliens may write "Nl}\" 0;3 the Foreign Passport Number and Country of Issuance flelds. (See instructions)

Signature of Empioyee: é;

. Date (mm/ddyyyyy): /‘/ = (__ [ Q'

v

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the
employee.)

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

Signature of Preparer or Transiator: Date (mm/ddsyyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @

Form1-9 03/08/13 N



' ! Employer Completes This Page 2

Section 2. Empioyer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business da ys of the employee’s first day of employment. You
must physically examine one document from List A OR examine a combination of one 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 authority, document number. and expiration date. if any.)

Employee Last Name, First Name and Middie Initial from Section 1: d ¥
: ez, faison,
List A OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Docyment Title: Document Title:
U issuing Authority: Issuing Authority:
ocument Number: _ _ Document Number: Document Number:
SR 2869034123
|Expiration Date (if any)(mm/dd/yyyy): Expiration Date (i any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy):
Document Title:
Issuing Authority:
Document Number:
Expiration Date (if any)(mm/dd/yyyy):
3.D Barcode
Document Title: Do Not Write In This Space
Issuing Authority:
Document Number:
Expiration Date (if any)(mm/ddfyyyy):
Certification

| attest, under penaity of perjury, that (1) | have examined the document(s) presented by the above-named employee, (2) the
above-iisted document(s) appear to be genuine and to relate to the empioyee named, and (3) to the best of my knowiedge the
employes is authorized to work in the United States. l ' / }

The employee's first day of employment (mm/dd/yyyyj. / (s y lS (See instructions for exemptions.)

Date imm/z]d/yyyy) Title of Employer or Authorized Representative
| e / IS

Last Name (Family Qame) First Name (Given Mme) I ! Empioyer's Business or Organization Namg
V\/UVI ( ~-EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) | City or ?&m State Zip Code
7301 OHMS LANE SUITE 405 DINA MN 55439

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle initiai | B. Date of Rehire (if applicable) (mm/ddiyyy):

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

Document Title: Document Number: Expiration Date (if any)(mm/ddiyyy):

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

Signature of Employer or Authorized Representative: Date (mm/ddiyyy): Print Name of Employer or Authorized Representative:

Form [-9 03/08/13 N






ks, 00282121 \EEEERSRUENHERIBIRRUNHINE

" B foomd, érop In my US Msilben. USPE: (il t0 USCIS, PO Ber §2521, Lincels, NE 80502501
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& employer solutions staffing group.
. Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Aunthorization

Direct Deposit
ges will be paid

Payroll Debit Card.
oll Debit Card.

SSN# (last 4 digits) 321‘{

ees have the option of receiving wages by
ou do not provide a written election, wag
SECTION T BASTE INEORN FTON
Bmployee Name o~ s

( LA

SECEION 2 PAN RO -G e
Direct Deposit (Please complste Sections 3 and 5 below)

|| Payroll Debit Card (Please complste Sections 4 and 5 below)
SECTION S DIRFCE PEPOST

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

Tnitial___ € pae_ Ll 06~ (&

= Tohelp us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
®  Ifyou change banks, donotcloseyomoldbankamnntunﬁlyomdh’ectdeposithassmrtedatﬂlenewhank.whichmaytakBZpaypa-jods.

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card 1o be issued)

First Name ML Last Name Date of Birth
Street Address (P BOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)

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

Payroll Debit Card Routing # Payroll Debit Card Account #
073972181
1 have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. [
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature: Date;

T'authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: @
this info?mation will only be used to send your paystubs electronically
5/ il iy = Pl
Employee’s Signature: %;//{¢ Date: / / o6 43




VSLIND 219301-EMp | OFFICEUSE | o0 a0 Rehire Date ! !

ENROLLMENT FORM ESC UNAV P2M v15.1
REQUIRED EMPLOYEL INFORMATION OPTION 1
PRINT USING BLACK or BLUE INK FIXED INDEMNITY PLAN WVeel VIR (c
__ (Must Be Filled Out) 27 ' SELECT COVERAGE LEVEL
Social Security Number {ze - A g LL- You MUST select a coverage level before adding any benefits. Your
Date of Birth _J_/ {f ! %26 o | E coverage level will be identical for each benefit.
Employee Onl
Name (1< Le’_m,( D ploy y D Employee + Family
D Employee + 1 "S\NO to all indemnity benefits.
Street Address S’-? 7,2 ( ot )4'\[(: S

City yhe nnpopati S Sute LMz, 88 o3

FIXED INDEMNITY MEDICAL %
Home Phone _.G_ll_'_('{it__'_az_?i{___

D vES $20.91 Employee Only
$42.44 Employee + 1
&NO $56.67 Employee + Family

Do you or any dependents have Medicare? N This coverage is not available to residents of New
OYes [ONo If Yes: Hampshire, Hawaii, or Puerto Rico.
Medicare Health Insurance Claim Number (HICN)
DENTAL “
$ 6.17 Employee Onl
Medicare Effective Date __/__/____ ; D YES $12.34 Emr;]o);ee + ly
Names of Covered Person(s) | S\NO $20.36 Employee + Family
1. |
2. || TERM LIFE @
| ‘ '
Q" )| D YES $0.60 Employee Only
I $0.90 Employee + 1
3 ENO $1.80 Employee + Family
Name !
SHORT-TERM DISABILITY
Social Security Number _______ -~ _ - || D ( ]

{ YES
DateofBirth ____/__ _ /__ Sex ('l E{]O $4.20 Employee Only

Relationship: []Spouse [ Child [ Domestic Partner

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

b | Name
{ Social Security Number ____ " _ - OV | 82193010-M-EMP |
_ ) ; MEC WELENESS]PREVENTIVE PLAN  Monthiy Rates
Dateof Birth ___"___"___ = gex @. S PRI

$58.87 Employee Onl
Relationship: [JSpouse [1Child [0 Domestic Partner D proy Y

i D$87'73 Employee + 1

| For Term Life / Accidental Death & Dismemberment, please write D $186.99 Employee+ Family

in your beneficiary information. i1
NAME OF BENEFICIARY S\NO to MEC Wellness/Preventive Plan
REL ATIONSHIP

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

T have read the benefit packet and understand its limitations. I understand that open enroliment is only available for a limited time and I
understand that making no benefit selgctidn is a declination of coverage.

P> Signature il _. vate /[ ! @/_( g/_




