E-Verify - Print Case Details - Preview

SENSITIVE BUT UNCLASSIFIED

Page 1 of 2

Department of Homeland Security

Report Prepared: 05/01/2015

E-Verify Page: 1 of 1
Case Verification Number: 2015121105940HF
Case Information:
Employee Information:
Last Name: Engherg-Wood First Name: Kimberly
Middle Initial: Other Names Used;
Social Security Number: *** 220070 Date of Birth: 07/07/1996
Citizenship Status: A citizen of the United States Email Address:
Document Information:

q . Driver's license or ID card issued by a U.S. . A . )
List B Document; state or outlying possession List C Document: Social Security Card
Document Name: ID card Document State: Minnesota
Driver’s License or ID Card £ 3
N Document Expiration Date:  07/07/2017
Alien Number: 1-94 Number:

Additional Information:

Hire Date: 05/01/2015 Employer Case ID:

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

Submitted By: KRIT3361 Submitted On; 05/01/2015
Initial Case Resuit:

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:
Middie 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 Result: Response Date;
Employee Referred to DHS:
Referred By: Referred On:

Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result:

Photo Matching Results:

Response Date:

https://e-verify.uscis. gov/emp/BpCaseDetailsLetter.aspx?CaseVerNum=2015121105 940HF

5/1/2015



7301 Ohms Lane Suite 405

employer solutions staffing group. Edina, MIN 55439

Q Leveragi_ﬁ:g Resources in a Changing Market Tel: 952.835.1288 o Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application
Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name 1 5@{3 yg W0 o;d First Name KW DEY 1Y Middle Initial M_
Street Address AE@ YO IS ot ) Apt/Ste

Citystaterzip ROSCVVILE N\M TS

Phone Number (0 12-3 P8~ 73771 Email Address KfY\SMV |49 ¢ @gmaii-cam

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfacto, roof of identity and legal ability to work in the U.S.A.
Are you legally authorized to work in the United States of America? %YES [INO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contalned in this application to determine my
qualifications for employment. | authorize ESSG to make Inquiries of my former employers, except as indicated In this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to detsrmine my eligibility for hire by certain cllents of ESSG.
This may inciude but Is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government reguiations or by ESSG policies.

| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
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. 1 understand that any material omission or misrepresentation will resuit In my disqualification from
consideration for employment or, if discovered after | begin employment, will resuit in my termination,

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

Konvey v £v9bev «NW[’, %&\O ? fh ]]f
App 's Signature

‘Name (Print or type] < Dafe °

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

For ESSG Office Use Only
DOH NHW 1-8 8850 wsa
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 - Supermoms Rev. 11/2013



Form W-4 (2015)

Purpose. Complate Form W-4 so that your employer
can withhoid the comect federal Income tax from your
pay. Consider complsting a new Form W-4 each year
and when your personal or financial situation ohangee.

onfromwltbholdlng If you are exempt,
cemp on lines 1, 2s4an 7ende|ﬂ|;sthefonn
‘our exemption for 20
2016.8ee ub, 6505, Talethholdlng
and mmu ax.

Note, If another person can claim o¥uu asa dependent
on his or her tex retum, claim exemption

from withhoiding if your come exceeds $1,050 and
Includes more of uneamed income (for
example, interest and dlvld ends).

Exceptions. An em be able to claim

ptﬁ:tll'la from wlthhgl evmg if the employes is a

dependent, if the employee:
|8 age 65 or older,
* I3 biind, or

¢ Wiil claim adjustments to income; tax credits; or
ftemized deductions, on his or her tax retum.,

The exceptions do not a to supplemental es
greater tlgtll $1,000,000, pply o 26

Baslo Instructions. If you are not exempt, com| lete
the Personal Allowances Worksheet below.
workshests on page 2 further adjust your
withholding allowances based on itemized
deductions, certaln credits, adjustments to Income,
or two-eamers/multiple jobs

Complete all worksheets that ap
may clalm fewer (or zero) allowances. ‘For regular
wages. withholding be based on allowances
you clelmed and may not be a flat amount or
percentage of wages.
Head of housahold, Generally, you can claim head
of household filing status on your tax return oni lf
you are unmarried and pay more than §0% of
costs of kes| lng a home for yourself and ur
de end ? quellfylng Individuals.
Standard Deduction, and

Flllng lnfnrmaﬂon. for Information.

Tax credits. You can take projected tax credits into account
In your gllowable number of withholding allowances.
Ci for child or dependent care expenses and the child
tax credit may be cialmed vsing the Personal Allowances
Workehee! below. See Pub. 508 for Information on
converting your other credits Into withholding allowanoes,

aﬂone.
ly. However, you

Nonwage Income. lf&ou have a large amount of
nonwage Income, such as interest or dividends,
consider making estimated tax dmmeme using Form

1040-ES, Estimated Tax for Individuals. Otherwise, you
may owe additional tax. If you have pension or annuity
income, see Pub. 505 to ﬂnd out l‘flyou should adjust
your withholding on Form W-4 or

Two eamers or multiple jobs. If you have a
working spouse or more ane job, figure the
total number of allowances you are ed to claim
on elllobe using worksheets from only ons Form
'our withholiding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest rgglng Jjob and zero allowances are
claimed on the Seo Pub. §05 for details,

Nonresident allen. if youarea nonresldem allen,
see Notice 1392, Supplemental Form W-
Instructions for Nonresident Allens, before
compieting this form.

Check your wllhholdlng After your Form W-4 takes

effem, use Pub. 505 to see how the amount you are
ing withheid com, o yeur;:f jected total tax

for 2016 8ee Pub. 505, especially %our eamings

exceed $130,000 (Blngle) or $180,000 (Married).

Future developments. lnfnrmaﬂon about any future

developments affecting Form W-4 (such as ation
pmeﬂ.erwe relegge if) will be ;(mtad athgwlvalw.l viwd,

Personal Allowances Worksheet (Keep for your records.)

A Enter*1” for yourself if no one else can clalm you as a dependent .
» You are single and have only one job; or

B  Enter *1” if: { * You are married, have only one job, and your spouse does not work; or } o o o I3
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
C  Enter *1” for your spouse. But, you may choose to enter *-0-" if you are married and have either a working spouse or more

than one job. (Entering *-0-" may help you avold having too little tax withheld.) .

Mmoo

Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . 0
Enter *1” if you wili file as head of household on your tax return (see conditions under Head of household above)
Enter *1” if you have at ieast $2,000 of child or dependent care expenses for which you plan to clalm a credit

A

TmoUo

{Note. Do not include child support payments. See Pub. 503, Chlid and Dependent Care Expenses, for detalls.)
G  Child Tax Credit (including additional child tax credif). See Pub. 872, Chlld Tax Credit, for more information.
* If your total income will be less than $65,000 ($100,000 if married), enter “2 for each eliglble child; then less *1” if you
have two to four eligible chlldren or less *2” if you have five or more eligible children.
o [f your total income will be between $65,000 and $84,000 ($100,000 and $119,000 if married), enter 1" for each efiglblechild. . . @
H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax retum)) » H

For accuracy, and AdJustments Worksheet on page 2.
complete all

worksheets

that apply. avoid having too [ittle tax withheld,

* Jf you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions

® |f you are single and have more than one job or are married and you and your spouse both work and the combined
eamings from ali jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2 to

s |f neither of the above situations applies, stop here and enter the number from line H on iine 5 of Form W-4 below.

Form W"'4

Depariment of the Treasury
Intemal Revenue Sarvice

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

Employee's Withholding Allowance Certificate

P> Whether you are entitled to clalm a certaln number of allowances or exemption from withholding is
subject to review by the IHS Your employer may be required to send a copy of this form to the IRS.

OMB No. 1645-0074

2015

1 Your first name and middle Initial

eyl M

r' CA\W fo "NOW’!

2 Your soclel secuﬂly number

4173 1-00 10

Ho@ address (number and street or rural ro

yOFe VisHA

-*{/ u

single [1 Mamied [] Married, but withhold at higher Single rate.
manied, but legally separated, or spouse Is a nonresident allen, check the “Single” box.

City or tgwn, 8tate, and ZIP code

Xowevilte , M, 73113

4 } your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1218 for a replacement card. P []

5 Total number of alTowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 |
6 Additional amount, if any, you want withheld from each paycheck

7 | claim exemption from withholding for 2015, and | certify that | meet both of the followlng condltions for exemptlon
* Last year | had a right to a refund of all federal income tax withheld because i had no tax liabllity, and
* This year | expect a refund of all federal Income tax withheld because | expect to have no tax liabliity.

If you meet both conditions, write “Exempt” here .

6 |5

. el7]

Employee’s signature
(This form is not valid unless you sign it.) »

Under penaities of perjury, | declare that | hwx&m

ined this certificate enli to the best of my knowledge and belief, it is true, correct, and complete.

AN TW

ower 55 |y 1117

8 Employer's name and address (Employer: CoMplete lines 8 and 10 only If sending to the IRS.)

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

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2015)



Employment Eligibility Verification USCIS

] Form 1-9
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 available during complstion 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 employes. The refusal to hire an Individual because the documentation presented has a future
expiration date may also constitute fllegal discrimination.

Section 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) i First Name (Given Name) Middle Initial | Other Names Used (if any)
NODEYa-WOdC Qmverivy M\
Address {Street Nenber and Name) Apt. Number | @ity or Town

Zip Code

State
T8 o Vista ¢+ BVie MN| ]
Date of Birth (mm/ddfyyy) |U.S. Soclai Security &lmber E-maii Address Telephone Number
1 |27 |1age AT He T Kfnc}wmwﬁgwwwm (4238813,

1 am aware that federal law provides for Imprisonment and/or fines for false statements or use of faise documents In
connection with the completion of this form.

1 attest, under penaity of perjury, that | am (check one of the following):
citizen of the United States

A noncitizen national of the United States (See instructions)
1 A tawful permanent resident (Allen Reglstration Number/USCIS Number):

-~

] An alien authorized to work until (expiration date, if applicable, mm/ddfyyyy) - Some allens may write "N/A" In this field.
(Ses instructions)

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

1. Allen Reglstration 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, inciude the following:

Foreign Passport Number:

Country of Issuance:

Some aliens may write "N/A" on the Foraﬁn Passport Number and Country of Issuance fieids. (See instructions)
\ !

Signature of Employee; \@M % W Date (mm/ddfyyyy): @5 I l L‘ J.—

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

| 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 Transiator; Date (mm/ddfryyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @

Form I-9 03/08/13 N



Q Employer Completes This Page Q

Sectlon 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete 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 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.)

Employes Last Name, First Name and Middle Initial from Section 1:‘”]";m m m }OQC\ m m!a 7 \ J
ListA OR ListB ' AND List&

Identity and Employment Authorization Identity Employment Authorization
Document Title: -7\ T

Issuing Authority:

1Document Number:

Expiration Date (i any)(mm/dd/yyyy): Wn WWM: Expiration Date (if gny)(mm/dd/yyyy):

Document Title:

Issuing Authority:

Document Number:
Expiration Date (if any)(mm/ddiyyyy):

3-D Barcode
Document Title: Do Not Write In This Space

issuing Authority:

Document Number:

Expiration Date (i any)(mm/ddfyyyy):

Certification

1 attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee, (2) the
above-listed document(s) appear to be genuine and to relate to the 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)@mr_ (See instructions for exemptions.)

VIR i e S

5t Name (Fa_m'le Name) First Name (Given Name) Employer"s Buslﬁesgﬁ:r Orbanization Name
.{ I - m ' EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or 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 (To 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/ddyyyy):

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)(mm/dd/yyyy):

1 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 genulne and to relate to the Individual.

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

Form1-9 03/08/13 N



i
ol
o b i o =

= e et e e o e i

: HED FOR

o e S e e i it 8 A S




IDENTIEICATION CARD/INSTRUCTION PERMIT APPLICATION

. ; mEmLSL ST A4 P UL W i M ANl S kf Bl U TMIYWER VMY LCR 3 LIGEIVIE
= 3 \ Jp@
[BRVES

PLEASEREAD THE INSTRUCTIONS GN THE BACK OF THIS FORM BEFORE PROCEEDING . Triple Check Compieted)®f’ _ ONLINEDI
PLEASE PRINT CLEARLY WITH BLACK INK USING ALL CAPITAL LEFTERS TYPE RX#.. . bt o SION
Iy A DRIVER'S LICENSE, INSTRUCTION PERMIT, OR IDENTIFICATSON CARD NUMBER BIRTH DATE (MowTH/DaY/Yearl TESTS PASSED O PASS NR
OREG [OEDL ST es oy 1T MC RENEWAL
_ m_ _ __ : *m: _ _ :w _ __4 _ __“ ~ | (STATE Exam UsE ONLY) ASS With CL
E 315 | O ) Q_ s} ~ N \.~ F & & OA ODUP |mD M\Nab‘ 15 O ADD/REMOVE umn_ﬁ.‘ooz_u_.mqm
_ : : r oB ObpuP [owmc O ATTACHED:
3 (0 w.LQ& oc ODUP Qo mBOP
T NAME abD ODUP |ogk FEES PAID
OPROV ODUP |pQAIR APPLICATION PROPER ID
o ODUP |gcoMmB Nl B e .
OMBOP ODUP | O DBLATRIPLE | A5 MAL 1D
y I CDL IP TI'PASSENGER :
B e AREGIP | O SCHOOL BUS OTHER FEES
r o ST s By T SRt s BN, e G O TANKER MC SB PHYS EDL DOCS
FuLL RESIQENCE ADDRESS (WHERE YOU LIVE) NOTE: MAKE SURE THIS 1S A CURRENT AND VALID ADDRESS, THE PQST OFFICE WILL NOT FORWARD YOUR CARD INDICATORS | 3 HAZMAT $ $
. : GUSERINE 0 pwi REINFEE OTHER
z._!u.MV. ..ﬂ N,u\m STREST ~\ len < _ D m m\.QS Y \~.\ _ Amp ) Mw.ﬂ_wg@wwﬁ O RT Passed I$ $
e REFEVIRE | .353 § %Hs n~sm_ E _:m_.s ey O tNaed ORGAN DONATION
OPTIONAL MAILING ADDRESS (SEE #1 ON BACK OF WHITE CORY) MAKE SURE THIS 1S A VALID ADORESS. THE POST OFFCE Witt, NOT FIRWARD YOUR CARD O VETERAN _u INVALIDATED
ice v/l ngt deliver mall to my Residence Address shown above, Initial here ______ 10 have your card sent to the aridress belaw,
Notes: oL (i)
NumeeR STReer : . Avre srate: (1] N
_ | o 2/17
coy . = e o glglL! Application ggﬂﬂ, .n,.
: = : = - — ] ._ was _._ds._uu :ﬂ...:m»..ﬂu@ Sn:..:m.u ﬂmy Bn.._n._“n by nBB,s:n federal ﬂm_ﬂ_dmn....__uh._.anﬁwn Mqa.ﬂ.__ﬂ nﬂw.._.___onno:“_.nn -
. y information-on this-application Is correct. if lam applying for driving privileges, | am aware of the duties,
~\ .M‘.\ Er Q -M N, d ﬂ\ O responsilillities, and penalties outlined In M.S. § 169.444 regarding the safaty of children-around school buses.
EYE COLOR EIGHT WEIGHT IN POUNDS QA\.C/V/V @ é Q
i \ : DVS Us ONLY Siansune s
Visit www.dvs.dps.mn.gov to: ENS LN do
_..m THIS DO R =
®  Check the status of your driving privileges 3 =2
@ Schedule a road test = o ;
'\ m
" . ] m
Driver’s License Questions:  651-297-3298 S5
License Status, available 24/7 651-284-2000 = =5
General DVS Information: 651-296-6911 = "o =2
= . =
TDBATTY: 651-282-6555 35 =
] [ od
e -,A%M‘ﬂm ...NNIM! : m 2 =
TUNY os 7 %
SN - R € N
[ - & s . £ . ) e 20
ahi ervices - =g o 4
Ny P85
SRS BErS

'



DISCLOSURE AND AUTHORIZATION [IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Employer Solutions Staffing Group LLC (ESSG) may obtain information about you for employment purposes from a third party consumier reporting
agency. Thus, you may be the subject of a “consumer report” and/or an “investigative consumer report” that may Include information about your
character, general reputation, personal characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
neighbors, friends, or associates. These reports may contain Information regarding your credit history, criminal history, social security number
validation, motor vehicle records ("driving records”), verification of your education or employment history, or other background checks. Credit
history will only be requested where such information is substantially related to the duties and responsibliities of the position for which you are
applying. You have the right, upon written request made within a reasonable time, to request whether a consumer report has been requested and
compiled about you, and disclosure of the nature and scope of any investigative consumer report and to request a copy of your report. Please be
advised that the nature and scope of the most common form of investigative consumer report obtalned with regard to applicants for employment
Is an investigation into your education and/or employment history conducted by Orange Tree Employment Screening, 7275 Ohms Lane,
Minneapolls, MN 55439, Tel.: 800-886-4777 or 952-941-9040. Fax: 800-886-0774 or 952-941-9041. ORANGE TREE EMPLOYMENT SCREENING’s
website is at www.orangetreescreening.com, or another outside organization. The scope of this notice and authorization s all-encompassing,
however, allowing ESSG to obtaln from any outside organization all manner of consumer reports and investigative consumer reports now and
throughout the course of your employment to the extent permitted by law. As a result, you should carefully consider whether to exercise your
right to request disclosure of the nature and scope of any Investigative consumer report.

New Yorkand Malne applicants or employeesonly: You have the right to Inspect and recelve a copy of any Investigative consumer report requested by ESSG by
contacting the consumer reporting agency Identified above directly. You may also contact ESSG to request the name, address-and telephone number of the
nearest unit of the consumer reporting agency designated to handieinquiries, which ESSG shall provide within 5 days.

New Yerk applicants or employees only: Uipon request, you will be informed whether or nota consumer report was requested by ESSG, and If such repart was
requested, Informed of the name and address of the consumer reporting agency that furnished the report, By signing below, you also acknowledge receiptof
Article 23-A of the New York Correction Law,

Oregon applicants or employaes enly: Information describing your rights under federal and Oregon law regarding consumer identity theft protection, the storage
and disposal of your credit information, and remedies avallable should you suspect or find that £S5G has not malntalned secured records is avallable to you upon
request. ;.

Washington State applicants or emplayeesanly: You also havethe rightto request from the consumer reporting agency a written summary of your rights and
remedies under the Washington Falr Credit Reporting Act,

ACKNOWLEDGMENT AND AUTHORIZATION

| acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand hoth of these documents. | hereby authorize the obtaining of “consumer reports”
and/or “investigative consumer reports” by ESSG at any time after recelpt of this authorization and throughout my employment, if applicable. To
this end, | hereby authorize, without reservation, any law enforcement agency, administrator, state or federal agency, institution, school or
university (public or private), information service bureau, company, or insurance company to furnish any and all background information requested
by Orange Tree Employment Screening, 7275 Ohms Lane, Minneapolis, MN 55439. Tel.: 800-886-4777 or 952-941-9040. ORANGE TREE
EMPLOYMENT SCREENING's website Is at: www.orangetreescreening.com, another outside organization acting on behalf of the company, and/or
the company itself, | agree that a facsimile (“fax”), electronic or photographic copy of this Authorization shall be as valid as the original.

New York applicants or employees only: By signing below, you also acknowledge receipt of Article 23-A of the New York Correction Law.
Minnesota and Oklahoma applicants or employees only: Piease check this box if you would like to recelve a copy of a consumer reportif one is obtalned by ESSG.

D {Must Include email address: )

Signature; t_;(\d’\\-' ?y’\/{/ Date:—r ! \ J)r

BACKGROUND INFORMATION

Last Nameﬂ%@‘?Yqj/W 0 OJ First: 1) \'ﬂb@ Y ) b} Middle: }/\

Other Names/Allas:

Socilsecurity#%: 1 13~ 3 |1-001 O Date of Birth (mm/dd/yyyy}*:__ U1 12—! hqq ¥
orvers iense #: MTRB1 2570304 | ) sats of orvers Lieense: IV IVLL ST QL
presantAdaress 121 0. TOFC ) ol o Telephone # (primary: (0 (2~ 3O F~ el
City/State/le:Q)m{lE(r‘?, A MY 3 ) jv‘ i%

*This information will be used for background screening purposes only and will not be used as hiring criteria.




employer solutions staffing group.
@ Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If you do not provide a written election, wages will be paid by Payroll Debit Card.

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

Routing#
Account#

Account Type: [ Chﬂolchlg_D Savings Clother

° Tohelpusavoidmaldnganmur,pleaseattanhaoopyofavoidedchenk. (a deposit slip will not work)
- Ifyonchangebanks,donotcloseyom-oldbankamummlﬁlyomd&ectdapoﬁthassmrmdatﬁsnewbmhwhichmnymkezpaypmiods.

RO RAN RO DB GARD (GEOBN GASGARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for yon, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity,

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 ail 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 to be issued)

Initial Date

::‘N%mmwuz M L%f?’““.qth ~Wood ’:““:Z"-”ﬁ”‘}z—um P
etAﬂdmss BOX NOT! LY} oo - s
__D.IPT0E Vigio cr_ e e

¥ Rosoville. T [ T3 P @) p1> B~ 737

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

Payroll Debit Card Routing # Payroll Debit Card Account # ' -~ S‘ O
| 073972181

I'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. 1
authorize the financial institution to debit my Payroll Debit Card account fur the fees described in the fbe schedule that is part of the program terms,
conditions, and disclosures,

Employee’s Signature: \!A;\qfk__) % “_jl

SECHON S AUHORTZNTION

T authorize ESSQ 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-matil is required for pay stub information.

*E-mail: K’hr\C'}mVr Jqu%- @ C‘ﬂ":ﬁ‘ L P:,’”/\

this information will only be used to send your paystubs electronically

Employee's Signature: /“'\’\) (? !Uﬁ Date:_J !1 ,I/J"'

Date: rll /H"_
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ENROLLMENT FORM ESC NAV*SAD P2M v14

REQUIRED EMPLOYEE INFORMATION OPTION 1

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

FIXED INDEMNITY PLAN Weekly Raj
You MUST enroll in the Indemnity Medical Insurance Plan before addin
| Social Security Number .1 £33 -006 70 any additional Indemnity benefits, except Dental. Your coverage level

| for the Term Life will be identical dical plan selection.
1 Date of Birth Q:'_/_Z,_._’,/_Lﬂ_qy . ? or erm Life Identical to your me plan selection

FIXED INDEMNITY MEDICAL (&'

' Name wﬂu‘ fflqm}’q —Wog $20.91 Employe. 1l

.I Street Address ‘?’% YOS‘% \/\\é\ﬂ C+ E $42 .44 Emilozee + ]y
oy ROSPVWNE swe MNzps £ 11 3 [] $56.67 Bmployee + Family
| Home Phone LEL&‘&@_@:L&JJ | 'NO to all Indenmity benefits.

I
| | This coverage is not available to residents of New

r D you or any dependents have Medicare? Hampshire, Hawaii. or Puerto Rico.

[ONo If Yes: _
edicare Health Insurance Claim Number (HICN) DENTAL H

[:I $5.99 Employee Only

|| Medicare BfectiveDate —__/___ /_ | |!/[C] $11.98 Employee + 1

|| Names of Covered Person(s) W C/ ‘ D $19.77 Employee + Family

| mmumwevg, oo UET vo

[ 2.

il 3.

TERM LIFE @
D YES $0.60 Employee Only v
$0.90 Employee + 1

I:I NO  $1.80 Employee + Family

, SHORT-TERM DISABILITY E\
~ Relationship: [1Spouse [JChild [J] Domestic Partner ! D YES (}
[ | $4.20 Employee Only
’_ Name _F D NO
‘ 1
!' Social Security Number ______ - _ - | | Short-Term Disability is not available to persons who work i
: / / | | California, Hawaii, New Jersey, New York, or Rhode Island.
| DateofBirh . /__ [/ Sex IE[EI ;
| |

| Relationship: [1Sponse [JChild []Domestic Partner

82193010-M-EMP_
'BENEFICIARY INFORMATION '

 For Term Life / Accidental Death & Dismemberment, please write | || $58.87 Employee Only
| in your beneficiary information. |
N OF B 1 Y ‘ D $87.73 Employee+ 1

[[]$186.99 Bmployee + Family
D NO to MEC Wellness/Preventive Plan

RELATIONSHIP ‘

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

e

that open enrollment is only available for a limited time and I

Date Q_S./Q_\./_Z.Q_)_E

understand that inﬁ ng benefit selegtion,is ination of coverage.

I have read the benefit packet and understand its limitations. I understand
. \
P> Signature N l / C Q




