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6/27/2017 E-Verify: Print Cage Details - Preyigy

SENSITIVE BUT UNCLASSIFIED
Cass Verification Number: 201 71 78151441QF
: 08/27/2017

Report Preparad;
Comw Information ]
Campany ID: 47429 Company Name; Employer Solstiong Staffing Group
Em| 8 Information
Last Nams: Elsenmenger FrstName: Tia
Date of Birth; 08/08/1987 BooIaISeournmenber: % 7082
Hire Date; 08/27/2017 Cliizenship Status; A clizen of tha United States
Documant Information
\
List B Dooument: Driver's licanse or ID card Issusd by a U.S. state or outlying possession List C Dosumant: Soaia| Securily Carg
Dooument Name; Driver's loenge Document Stata; Minnesota
Drivers Licanas or |n Card Numbar; i Document Expiraion Date: 08/08/2018
Casoe Status Information
\
Current Casa Resul; Bnpbyment/-\umomad _ Employer Case D:
Casa Submitted On: 08/27/2017 Gaso&xbmntaday: ScLABB32
SENSITIVE BUT UNCLASSIFIED

hﬂps:lla-verifymcls.govMewprlntCaseDeiails.aspx?CaseVeern=2017178151441QF

”n



employer solutions staffing group. e
“ Leveraging Resources in a Changing Market Tel: 952.835,1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name __ (= PO First Name ij. Middle Initial_/|A
Street Address e S Apt/Ste
City/State/Zip ) 3 Social Security Last Four Xx-xx- 7952

Phone Number 51' = Email Address ( @
Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of Identity and legal ability to-work In the U.S.A.
Are you legally authorized to work in the United States of America? ﬁYES CNo

Applicant Certification and Authorization

1 authorize Employer Soiutions 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 previpus duties, responsibilities, performance, compensation and eligibility for rehire,

This may include but i not limited to, Investigations of criminal and/or convictip,

| understand that 3 comprehensive background check may be conducted to d ming my eligibllity for hire by certain clients of ESSG.
N recards, driving records and/or a drug screen test as
required by clients, govemment regulations or by ESSG poalicies, -

I release ESSG and other persons or entities from any claims that might be based on ESSG's declsion 1o conduct a background check.

Name (Print or type) Applicaht’s Signature

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

For ESSG Office Use Only

DOH NHW 19 8850 W4

Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(if applicabie)

For ESSG Client Use

DOH ROP Work Site Loc. WC Code
ESSG - Supermoms CMG Rev. 05/2015




M___,_HM il
Employment Eligibility Verification USCIS

Department of Homeland Security Form 1.9
U.S. Citizenship and Immigrati

2 : ) OMB No. 1615-0047
& on Services Expires 08/31/2019
P>START HERE: Read Instructions carefully before completing this form. Th

as a future expiration date Mmay also constitute lliegal discrimination
Bectlon 1. Employee Infarmation end Afleatation (Employees must tompiste and sign Sealion 1 of Porti 1.9 o fater )
than the first day of employment but ridt beforg aaospting & fob offer) |
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (ifany)
THa . Gloeiu
Address (Street Number{And Name) Apt. Number | City or Town State ZIP Code
1% el - Il | 55033
Date of Blrth (m ) |U.S. Social Security Number Employee's E-mall Add Employee's Telephone Number
09/08/19¢7 _|BEI]-LH - AFRE Teisenmi @ 3865
1am aware that federal law provides for Iimprisonment andjor fines for faige tements or use of false documents in
connection with the completion of this form, .
| attest, under Penalty of perjury, that | am (check one of the following boxes):
1. A cifizen of the Unjteq States
D 2. A noncitizen national of the United States (See Instructions)
D 3. A lawful permanent resident (Allen Registration Number/USCIS Number):
-«_—‘_"_——"'—-—.._“__________ B —
D 4. An allen authorized to work  until (expiration date, if applicable, mm/ddlyyyy):
Some aliens may write "N/A” in the expiration date fieid. (See Instructions)
Allens autharized to work must provide only one of the following document numbers to complete Form I-9; Do ‘,3':,“,,3;,’;;,?;,";,:3,}“
An Alien Registration Numberuscis Number OR Form 1-94 Admission Number OR Foreign Passport Number.
1. Allen Registration Number/USCIS Number:
OR
2. Form I-94 Admission Number:
OR
3. Forelgn Passport Number:
Country of lssuania:
. : - )
Slgnature of l# Today's Datg /m, /) :
_ E"f L {%I _.-ij, 20/7
reparer and/6F Translator Uerlifiaation {gheok : ' e
] | 81 0ot yse & prepasar or Wangietor. 7] A preparet(s) andyor ranaiatar(s) assisted tha empioyee in tamplsting Saction 1.
(Flaldg below must ba campleted ana slanad when preparers aniir franglatars assist an empioyee in campleting Seotion 1)
1 attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the Information Is true and correct,
Slignature of Preparer or Translator Today's Date (mm#ddlyyyy)
Last Name {Family Name) First Name (Given Name)
Address (Streef Number and Name) City or Town

State ZIP Code

@ Employer Completes Next Page @

Form1-9 11/14/2016 N

EE——




Employment Eligibility Verification USCIS
Department of Homelang Security Form 1-9

7 . 0o 2 OMB No. 1615-0047
U.S. szensth and Immigration Services Expires 08/31/2019

Y

4, & Ayl ve Review and Verffioatlo b
edweauwwamuarmnwec_ S and sign Bection 2 within 3 888 days of the e ' first day of empttyment
mmmqmmeaaohwmuwommwsmmmmmm Lmawmw;fzmumq?asw”mm

. — Last Name (Family Name) First Name (Glven Name) M.1. Clﬂzenshipllmmlgmﬂon Status
I Info from Section 1 1 ’“h
Employes Info from ection 2\5@“\ ™€ v o ‘
ListA OR é ListB AND ListC
Identity and Employment Authorization Identity ; Employment Authorization
F——— —  ©

Document Titie Dme{ni}hﬂe b G Docu@% C,
lssulngAuthority ) m%mf% oy Q M N lssu%«u{myﬁ

Document Number Docl.gzr‘n Ng“bser 3LbRY0S D°°2"me%N"["bff b“4~-19kD '
Explration Date (& any) (mm/ddlyyyy) Expiration Date (i any)(mm/ciyyyy; Expiration Date‘@fwyﬂ yyyy)
[N

OA~ L~ \“\

Document Titie

Issuing Authority ’ATldiﬁonai Information r R Code- Secions 2 2.3

Do Nat Wita In This Space

Document Number

Expiration Date {lTany)(mm/dd/yyyy)

Document Titie

Issuing Authority

Document Number

Explration Date (ifanw{mm/dd/.wm
E |

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 genuing and 1o relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work In the United States,

empioyee's first day %employment (mm/dd/yym_: Q lg ’2 ¥ ] —201 7See Instructions for exemptions)
KA tueg : Norze Keprese atlve Today's Date(mm/dd/_Vyyy) ITﬂle Ployer or Authprized ?presemaﬂve
a"é\ Oh-21-201) crov e
Firet

“ihoriZed Representative m oyer or Authorized Representative Employer's Business or Organization Name
-\ \ [0 B VA (A EMPLOYE_R SOLUTIONS STAFFING Groyp LLC
Emploﬁ?s'Buslness or Organization Address (Street Number &nd Name) | City or Town State ZIP Code
7301 OHMS LANE SUITLE 405 : ' INA MN 55439

Seoflon 3. Reveriiie atlor and Rehires (75 5w qdmpleted and sigred by stplayer & alorizeg resentaiive )
A. New Name (¥ appl o) i __|B, Date of Ranjre ( applicghle]
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dddryyy)

« I tHe employea's previous gran of ernployment autha ation has expired, provide e information fof the dooumant or reog ot that edfabilshies” ’
continuing employment authorization in the space provided below

Document Title Document Number Explration Date (if any) {mmddlyyyy)

I attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to work In the U
the employes presented document(s), the document(s) I have examined appear to be genuine a

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy)

Form 1-9 11/14/2016 N

B






n of your Social Security number. |
n a safe place. _
d or numbeg by anyone is punishable by ﬁne.._’-_

al Security Administration aad you must

- J SR
" This card is the official verificatio
". Please sign it right away. Keep it i

- Improper use of this car
‘imprisonment or both, '

This card befon
Y yop find a curd hat {sn'g
J: 'p SoulaISecutlér
PO BoxiT0
ather Socigl 8

husiness other thun
to answer your fetter,

Social Sécurity Ad
Form S8A-3000 (

»Belimore MD 21235
fbp&i;tléﬂ, contyct your

DV
it wil| tukg!qhger for us

fning a Touind card,




Th don't to suppl N, In If you hy of
Form W4 ( 2017) Greater han §7,00, 006" ™ UPPIeriE] wages NomWEGS oo st e Inorast o dmoum
Basic Instructions, If you arept exempt, complete %m"g making estimated taxdragments using Form
Purpose. Complats Form W-4 sg that your the Personal Allowanges Worksheet below, Il!ha 1040-E5, Tax for '# viduals, Ome:l'wlse.
employer can withhold the gorrect fadar| Income Worishests on page 2 further adjust your you m”{ awe) addlﬂogalbiiag.os t‘{,"# 'aa‘mmpl?"’ °';,f"u]d
w~4fm'2h your payaCor::aldar completing a % l;?;lm mhgédlng allowances baa:g %Gmngeg - :%"u‘;‘wy:fﬂahﬁgmg BERn V? _4':", w_%%‘ o
when your or uctio| certain cl'BduB, 2] CO)| e
altuaggn c ang:g. LR Eeso or two-a:rns'em/mumple Jobs af{mmona. R Twr?deamers or muitiple johs. lf)J«og I}la\m ath
Exo from withholding, if Complets all workshests that . However, tonal el Spouse or mora than one job, figure the
eom';':' etaognly I’I?IBB 1, 2?3. lganggua:? :':gc:rg’;;t. may oTa'?m fawe:v(?:r zs'.lrgz allowagggg For ragull;ryou total ""g‘ag“ l"‘f allowances Vg,g“ ﬁ“"‘fed l;'g claim
form to valldate it. Your exsmption for 2017 explres Wages, withholding must be based or, allowances w _4""4" s "ﬁ "'{“"lr""’hm ',','l oW ons Farm
Febw 15, 2018, See Puh. 505, Tax Withhol ng you claimed and may not be a fiat amount o e a‘l’l"g"‘”m‘ 0 ding ":l“:luye‘g Ay )
and Estimatad Tax. percantage of wages. for%l-:e hlgh‘:g’ta"m58 ;rj:b an'g zef%"all:wanrg‘aa a-:a
Note: If another person can claim you as a dependent Head of housshold, Generally, you can claim head claimed on mem. Ses Pub, 505 for details,
on his or her tax retum, you can't glaim exemption of householg status on youir tax return or{lg if N d It o
from withholding f vour total income excesds $1,050 you are and pay niore than 509 of the Ng{;“ﬁ'sgg 339",- sk N Wiesident allen, oo
and includes morel‘;:an 8350 of uneamed Incom (for Costs of kesping up & home for yourself and ur Nome, dort AP al;nental "“, 4 m""“m J
sxample, Interest and dividends), de end% otger qualifying individuals, See onresident Aliens, before compl eting m,
Pug. 501, ons, Standard Deduction, and Cheok your withholding, After your Form W-4 takes
8. An emplgrae may be able to claim Fillng fo
exemption from withhoy ng even ifthe employes is Ing Information, for rmation. effect, use Pub. 505 to 888 how the amount Yyou are
a dependent, if the employge: Tax oredits, You can take projected tax credits into f"':r",",%q ;f'gg':'guﬁgggfg'?%l;; '%Z‘-}ggmt'}%fx
* Is age 65 or older, mwggﬂglmm m%?m%az%epandem Sxseed $130,000 (Bingle) or $180,000 (arriec).
» [s blind, or care expenses and the chiid tax credit may be clalmed Future developments, Informetion about any future
o Will clalm adjustments to Income; tax fits: or using the Pamonlal Allowances Worksheet below, lde\lr:lll:v ments affg% Form yv-4 (suc’z'l}n lag
itemizad deductions, on hig or hertax retum, scmdﬂsse "%mmwﬁoﬁmﬁgmc?;mm"" AL setg www.c;g'egrgc/tvh ol Azl
Personal Allowances Worksheet (Keep for your records.) i
A Enter“1”foryourselfifnooneelsecanclaimyouasadependent. Y F R O AR o AR I . A /
* You're single and have only one job; or
B Enter*1”jf: { * 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 jess,
C  Enter "1* for your SPouse. But, you may chooss to enter *-0-* if you are married and have either a working spouse or more
than one job, (Entering “-0-» may help you avoid having too little tax withheid)., , . . 5 o 5 0 9 o 6 g c
D Enter number of dependents (other than your spouse or yourself) you will clalm on your tax return D
E  Enter*1®if you will file as head of houssehold on your tax return (see conditions under Head of household above) E
F  Enter*1”if you have at [east $2,000 of child or dependent care expenses for which you plan to claim a credit F
(Note: Do not lnclqde child support payments, See Pub. 508, Child and Dependent Care Expenses, for details,)
G  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 $70,000 ($100,000 i married), enter “2” for each eligible child; then jess *1” if you
have two to four ellgible chiidren or less “2" if you have five or more ellgible chilidren,
* If your total income will be between $70,000 and $84,000 ($100,000 angd $119,000 i married), enter “1” for each eligblechild. @
H AddinesA through G and enter tota] here, (Note: This may be different from the numbe; of exemptions you claim on your tax retum,) » H
® If you plan to itemize or clalm adjustments to income and want 1o reduce your withholding, ses 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 spouge both work and the combined
worksheets eamln?s from all jobs excead $50,000 ($20,000 i married), see the Two-EamersIMulﬂple Jobs Worksheet on page 2
that apply. to avold having too fittle tax withheld,

* If neither of the above Situations applles, stop here and enter the number from line H on line 5 of Form W-4 below.
Separate here and give Form W-4 1o your employer. Keep the top part for your records.

- w_4 - Employee’s Withhoiding Allowance Certiflcate OMB No. 1545-0074
D:::m“ ofthe Treasury > Whether you are entitied to clalm a certaln number of allawanoes or exsmption from withholding is 2 @ 1 7
Internal Revenue Service subject to review by the IRS. Your employer may he required to send a Copy aof this form to the IRS,

1 Your first name and middle Inftial

) ! 2 Your soola] security number

&~ 6L-"798).

Home address {number and strest or pural routs) Married [ Manied, bt withhold ot higher Single rate.
’7 1 85 ! i%’ ! & d ctg A i A)[ :E 5 .S, Note: If manied, but legallyasparated, Or spause Is a nonresident allen, check the “Single” bax,
,0r town, state, and 2IP code 4 K yourlast name differs from th
24 !

at shown on your social security card,

k( 55'0% check here. You must call 1-800-772-1213 fora replacement card. b d
ber of allowances Yyou are claiming (from line H above or from the applicable worksheet on page 2) E /
e i E TS 6%

lfyoumeetbothconditlons,wﬁte“Exempt”here. 220029 0.0.5.0 0.5 6 o o o> 7]

Under penaties of Perjury, I declare that | have axd
baes (/A 7//77

9 Office code {optional) | 10 Employer identification number (EIN)

Employee’s signature
(This form Is not valid unless you sign it) »
8 Employer's name and address (Employer: Co

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

.



Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information abouyt you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Em ployment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Employer Solutions Staffing Group, LLC one
Or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to

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, credjt history, and any other information with public or private infor-
mation sources, You acknowledge that a fax, image, or copy of this authorization is asvalid 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 js attached. By signing below, you acknowledge receipt of these documents,

Personal Information: Please print the information requested below to identify yourself for BGC.

Printed name: ; JNa_ m : E/}fﬂm ggz?&c
First Middie (O Last i

none)

Other names used: G’l&db{.
Current county of residence: Ww\%hﬂ\.

Current and former addresses:

12[2005  current 1785 Quedirant Ave S. Haotings i 55525

from Mo/yr to Mo/Yr Street : City, Staté & zip

: /005 1919 foriators e . &Pand w5519
rom Mo/Yr to Mo/Yr Street </ City, State & Zip

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

Some government agencies and other information sources require the following information when
checking for records. BGC will not use it for any other purposes.

/8047 35161 02

Date of birth Social security number
Driver’s license number & state Name as it appears on license

Report Copy: If Yyou are applying for a job or live in California, Minnesota, or Oklahoma, you may request

a copy of the report by checking this box: [
L3 7// /
7 7

0.

H)

Signature Date



———— e

EMERGENCY CONTACT INFORMATION

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

Employee Name:

Address: 7 785 @W Mjl

Home Phone: b 51 I M—- 3256.

e S, #wsn(?% MK 66033

- B
_ Pleasa liat two peapla (in ptiority order

Rﬁmcé)m e
) who opul

be cantacted In case of an emergency

Contact #1

Neme: barehy Rose

Home Phone: }

Cell Phone: 65{ — 5‘8 "5 ??tf

Work Phone: j‘

Relationship: ]me

Contact #2 Home Phone: 1051 ” %b ‘5&53.
Name: %uﬁ_ E“m 'WW Cell Phone:
Relationship: gp O, Work Phone;

Doage (ULMML Lot

This information will remain confidential and will only be used in the case of an emergency.




. employer solutions staff Ing group..
Leveraging Resources in a Changing Market

Wage Payment Method Authorization (Minnesota)
Employees have the option of receiving wages by Direct

If'you do not
SECE N, DoASTE TN WIN A O N

Deposit and/or Payroll Debit Card,
brovide a written election, v ages will be paid by paper Check.

Rffective Date . i
\& LI VTICT 108 ! t 1031 \WBOr|
slEple s PANROT T RILIREETIOR

bs Direct Deposit

Note: DbzctDBpnsltacmunsmaytakeup 10 7 days to be activated

complete Sections 4 and 5 below) || Paper Check (Please complets Section 5 below)
SEERIONT] DIRECT DEROST

O Update Bank Account
Bank Name:

I understand and acknowledge that if I do not provide a
voided check with thig direct deposit form, I am
responsible for any delays in payroll or extra costs
utings# G q JQODQ {9 () Incurred if the acconnt number that I provide is incorreet,

i 31220008 _ wia TME  pus_bf27/l7
Account Type: Checking [ Savings [JOther i

° Tohelpus avoid making an emor, plcaseaﬁachacopyofavnidedchenk. (a deposit slipwillnotwork)
- Ifyouchangebankn, donmnloseyumoldbmkawomnmﬁlyomdﬁectdeposithnsstmedatﬁwnewbmk,whinhmaytnkeZpaypeﬂods.

SECHON PANROUT DEGT CARD (GlaRAT CASITEARD)

\i2) udV /i

Except for the routing and account mumber, ESSG does not have access tp any j i

information regarding your Payroll Debit Card account or
Transactions, On your first payday, you will recejve your new Payroll Debit Card, and a packet ining 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 relo:

aded on each Ppayday you receive
wages,
CARDHOLDER INFORMATION (8s you want your Payroll Debit Card 1o be issued)
First Name MI. Last Name Date of Birth
Street Address {POBOX NOT ACCEPTABLE) Social Security#
City R Zip Cell Phons (mobils)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when Yyou pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #
_ 073972181 :

IhwarecmvedmyPaymnDebitCard,walcomebmchne,pmgrmnfees,pmgrmn terms,

Employee’s Signature:
i i i iodi ation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into Iy 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,
L]
*E-mail @ v hoo. (om
used tofend your Paystubs electronically
Employee's Signature: Date: ézg 7/ 7




employer solutions staff ing group.

Leveraging Resources in Changing Market

STATEMENT OF CONFIDENTIALITY
= LUNFIDENTIALITY

This agreement made this oﬁ"‘g day obe » 2017, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and __fjn hereafter referred to as “employee”.,

WITNESSETH:

DA B>—r

Employer Soﬁfeﬁs Staffing Group LLC, Representative




employer solutions staff Ing groUpu

Leveraging Resources in 3 Changing Market

Important/Im portante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), you

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, yYou must provide g copy of the policy

CHEQUES DE PAGO PERDIDOS 0O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe nofificar a su reclutador de personal que el cheque no
Se puede encontrar. Sj se Puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago Yy reemitir el cheque a usted, descontando
un cargo de entre $ 25 - § 35, -

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): W

Signature/Firma:




employer solutions staff ing group

Leveraging Resaurces in g Chanaing Market

INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

restrictions imposed_as a result of your injury will be accommodated.

RESPONSIBILI_TIES OF THE INJURED WORKER:

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
Cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Report to work and perform Physically suitable tasks as assigned. These may or
may not be in your regular department, The work may or may not be on your
usual shift.



e

rom OOD0) Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work 0ppor|;unity Credit OMB No. 1545-1500

m:ng Ia] %&'J‘;"sw“ - > Information about Form 8850 and its Separate instructions |s at Www.irs.gov/formBgso,

Street address where you live ' 8 40 r/‘fv‘e Yy |
City or town, state, and ZIP code ﬁﬂﬁ% h’)M 55-%
County Mﬂgﬁﬂ. Telephone number éﬁ? = %3855

if you are under age 40, enter your date of birth (month, day, year)

1 [ Check here i Yyou recsived a conditiona| certification from the state Wworkforce agency (SWA) ora participating local agency
for the work opportunity credit,

2 [ Check here if any of the following statements apply to you,
® lam a member of g family that has received assistance from Temporary Assistance for Nesdy Familles (TANF) for any 9
months during the past 18 months. :
® lam a veteran and a member of a famlly that received Supplementa| Nutrition Assistance Program. (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months.

® | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
Program, or the Department of Veterans Affairs,

* |am at least age 18 but nhot age 40 or older and | am a member of a family that:
a. Recelved SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past & months, but is no longer eligible to receive them.

® During the past year, | was convicted of a felony or released from prison fora felony,

* lreceived supplementa Security Income (SSI) benefits for any month ending during the past 60 days,

® lama veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 8 months during the
past year.

6 [ Check here if You are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that:
* Recelved TANF payments for at legst the past 18 months; or
* Recelved TANF payments for any 18 months beglinning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

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

7 [ Check here if Yyou are in a period of unemployment that Is at least 27 consecutive weeks and for all or part of that period
you recelved unemployment compensatlon.

Signature—All Applicants Must Sign

Under penatties of Perjury, | declara that | gave the above information to the employer on or before the day | was offered a job, and it Is, to the bast of my knowledgs, true,
comrect, and complete,

Job applicant’s signature p> \_/ /(,!L&/ (ﬂ ‘éﬁ.ﬁtw Date 6152‘7#7
(Rev. 3-2016)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. O' Cat. No. 22851L Férm 88




*

Form A (rev. 01/2016)
EMPLOYER SECTION:
Client:
Employer Solutions Group
Location:
EMPLOYEE SECTION:
Employee Name; . Street Address; ' i /State: Zip;
i M, & 185 Pusdrant A S, hds mMaS | 55033
SS#: Date of Birth: Age: Have you worked for | It yes, loadtion:
: this company before?
250 64 -1982 | 69,08, [9%7 4q | “Pyvemge
Please complete all questions, and sign and date the form, Yes No

Name of'the person receiving benefits: Relationship to you:
City: County: State:

2. Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? D ﬁ_
(Ifyes, please Provide information below.)
Name of the person receiving benefits: Relationship to you;
City: County: State:

Have you received Supplemental Secnrity Income (SSD) at any time within the past 3 months?
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If vou checked Yes please provide q copy of your SSI daocumentation,

Have you received any type of vocational rehabilitation services within the past two years?
If yes, please indicate which type of agency you worked with and provide thejr location information below;
Vooational Rehabilitation Agency [] Dept. of Veterans A finirg [] Rmpioyment Netswork (Ticket to Work Program)

2

Are you a Veteran of the U.S. Military? *If yes, please provide o copy of your DD-214 and letter of separation,
(If yes, please provide information belgw, I no, please continue tp question #6.)

1]

Dates of Service - From: / / To: / /
Branch of Service;
Are you entitled to pr Are you receiving compensation for a service-connected disability? D ﬂ
6. Have you been unemployed at any time during the last 12 months? ] w
If yes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment? D M
If yes, dates received unemployment compensation - From: / / To: / /
7. Have you been convicted of a felony or released from Prison for a felony tonviction in the past 12 months? D m
Conviction Date; / / Release Date; / /
Was thisa L__l Federal or L__l State conviction? If State - County: State;

*If 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?

Areyoua migrant or seasonal farm worker? Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

B

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above 1o be frye and accurate to the best of my knowledge, and [ hereby authorize any agency, organization, or

Individuals to supply such verification or info
Consultants, Inc, dbg Retrotax), or the Depay

New Employee Signature:

ion that may be needed 1, determine tax credis eligibility to my employer, employer representative (Associated

‘ 2nINLA L Date: éﬁ ZA 7




Qualified Long-Term Unemployment Recipient

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

Client: Company:
Employer Solutions Group
Location: Employee Nampe: SS#;
Ta, /ﬂnﬂ% 244-7op

EMPLOYEE:

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

] I have been unemployed at any time during the last 12 months.

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

O 1 received unemployment Compensation during my unemployment.

If applicable, dates You received compensation - From: To:

From; / / To: / /
From: / / To: / /

Please read, sign, and date:

RetroTax®
3730 Washington Blvd,
Indianapolis, IN 46205

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



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
the polic i

understand that this policy in any form, and any employee handbook including this
policy, are not a unilatera] employment contract or offer thereof,

Individual’'s Name—

bL27/r7

Date” 7

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



g

employer solutions staffing group.,

Notification of Minnesota Law Requirement —
Unemgloxment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an

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

| understand by signing this form that I am responsible to contact ESSG within 5
calendar days once an assignmegt ends. | also acknowledge that | have received
a separate copy of this form, s (Initial)

i

Employee Signaturer > i .‘ Date: = 7
[} e
Employee (please print your name re)

CMG_SM - Rev. 09.2013

N



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

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

Date: (ﬂ/zf{/ [ 7

74
Associate's Signature:

Associate's Printed Name: Jirae n. & &U\mﬂ//\f}]u‘

Orientation provided by:

24
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- employer solutions staffing group. 3 ESNG 3
Leveraging Resourves in 3 Coanging Marke: s mplorer sk tioms eterwic o,

Enhanced MEC Plan_Plan 1 il

New Employes Rehire Rehire Date

Soclal Security Number

“Tirae Mo SPLNgy 357- 647982
Address State

Zip Code

GZans M rTv?ai\t /M’— S;lngle Date of Birth ,@%& mN Daffﬁi?es
(ﬁejm':?> ([”ﬁharned ; Divorced Ql _Bl_@j

Phone Number: 2 “Emall Address:
S ~ [
STt sy Teisenmia yohoo. com.
Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

Male Spouge Child
5 Last Name Female Domestic Partner
Social Securiy # Birth Date | Sex Relationship
Male Spouse  Child
ML Last Name Female Domestic Partner
Social Security # Birth Date | Sex Relati onahip
Flrst Name ML [astName Male Sponse Child
Other coverage information including Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employas Acknowlatdigemeant and Authorization - | hereby apply for the group benefit{s) as indicated. | acknowledge that all entries are true and complete and that
any misstatements or failure to report information may be used as the basis for cancsliation 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 premlums for coverages | have elacted.

IF ENROLLING - YOU MUST SIGN HERE
Employee Signature

EMPLOYEES DECLINING | am DECLINING coverage

I understand that | and/or my dependents, if any, walve any coverage and desire to participate in the plan at a later date, we may be consldered a late enrollee and
must meet the requirements defined In the Certificate of Covarage for the company’s medical or dental plans. If | deciine enroliment for myself or my dependents
(inciuding my spouse) because of other coverage, | may,

In future be able to enroll 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 result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be abie to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING/ YOU MUST SIGN HERE

Employee Signature

Date

Date 6/27//7

ffing Group Health Benefits Team

PO Box 46270 Minneapolis, MN 55344-9956
Phone: 952-767-9519 Fax: 952-767-9515

Email: Health@employersolutlonsgroup.com




Bixed Indemnity Medical Benefits Plan 2

. Vsl 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate____; 7N
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v
A. REQUIRED EMPLOYEE INEFORMATION PRINT USING BLACK or BLUE INK (Must Be Filled Out)
Name — | Social Security # !Home Phone Sex
na El —2%l-bt-108. | 6ST-yZp-zps5c G
Address

e S,

g

Apt. #

“ 55033

Date of Birth

7'8 67

\A_’m{%&

B.DO YOU OR ANY OF YOUR DEPENDENTS RECE|VE MEDICARE BENEFITS?

Medicare Health Insurance Claim Number (HICN)

'Name of Covered Per;o;n (s):
1

S —— o ——— e

D Yes D No. if Yes, please continue,

| Medicare Effective Date

C. LIMITED BENEF|TS PLAN SELECTION

You MUST select

Insurance Company. The

a coverage level before any benefits in Section C. You
identical. The Fixed Indemnity Medical Plan, Dental Pjan,

Vision plan is underwritten b

Term Life Plan,
y Companion Life |

nsurance Company.

FIXED INDEMNITY SHORT-TERM
SELECT COVERAGE LEVEL. MEDICA_L p _ DENTAL | VISION TFRM LIFE DISABILITY 2
Employee Only [ ] $2025 (Y 8617 Wll|  s242 | s0.0 wd|  see f
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Employee + Family ] $54.88 $20.36 $6.56 $1.80
~ NOto ALL Benefits D Yes D No D Yes D No D Yes D No D Yes D No D Yes D No
' This coverage is not available to residents of NH, H, or PR. 2STD is not available to persons who work in CA, HI, NJ, 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 I Sex [ Relationship
Name e/ /I | Cspousel]chial] Domestic Partner
Name | Social Security # ' Date of Birth | Sex Relationship
el /7 | [MIF] |[Spoces LIchitd (] Domestic partner
Name Social Security # | Date of Birth ! Sex Relationship
e S N2 A v 2 (st Child [ ] Domestic Partner
Name

owre 06,27,20] 7

Social Security # Date of Birth | Sex

/7

! Relationship

E

R

that open enrollment is only available for

of coverage.

. [1spouse ] child [] Domestic Partner

YOU MUST SIGN AND DATE, EVEN iF YOU DECLINE COVERAGE
- | understand
g o benefit selection is a deflination

_( D>siGNaTURE (

This is an Essential StaffCARE Enroliment Form,




