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SENS'TIVE BUT UNCLASS!FIED

Case Verification Number: 2017137104113Rx

Report : 0611712017

comM Information

Company Ip; 47429 Company Name: Employer Solutions Stafing Groyp

EmgQEa Information

Last Name; Erickson Firat Name; Caleigh

Date of Birth, 08/12/18g7 BocIaISeowny Number; we * 8447

Hire Dats; 051712017 GMZamhIp Status: A oltizen of the United States

Document Information

ListB Dosument; Driver's foensg or ID card isgyaq byaus, stae or autlying Possesgion Listg Document; BooIaISecuruy Card

Dooument Name: Drive,s license Dmumsmstab: South Dakata

Driver's License o ip OardNumber: Dooumant Expiration Date; 08/11/2018

Case Statys Information

\

Current Cage Resuit; Empb.vmemAuthed Employer Cage ID:

Cass Submitted Oon: 05/17/2017 Case Submitted By: SGLAGBS2

SENSITIVE BuTt UNCLASSIFIED

psdle-vaﬂfy.mcls.gnvMeWPnntCaseDe!alls.aspx?CaseVerNmn=2o171371m11'=bv



employer solutions staffi ng group. S, s s
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 _Eﬂ,ggzrn First Name (') \,\d% W Middle Initia1 €

Street Address 0\ s 7107 Apt/Ste

cny/sum/zipmﬂmbjkjﬂtl%mwu Social Security Last Four X-XX.
Phone Number O\ 7 - UDT- |io 3] Email Addrmc&mghmmwgmm

Staffing Agency/Recruitment Partner

All offers of emplovment are conditional upon satisfactory proof of Identity and legal abliity to work in the U.S.A.
Are you legally authorized to work in the United States ofAmerica?_ /‘Ngss [No

Applicant Certification and Authorization

A}

.

e tetksn  (~ el
Name (Print o e) Date

Applicant’s Signature

A copy or facsimile ("fax") will be considered the same as an original signature, Emaiji will ONLY be used for employment correspondence

For ESSG Office Use Only
DOH NHW 19 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - Supermoms CMG Rev. 05/2015




Form W-4 (2017) Gretar an 8 G50 005" > SUPPImrta weges PO oo e e e of

Basic Instructions, If "t exem lete consider making estimated tax ents using Form
Purpose, Complate Form W-4 so that your the Parsonal ‘Allowanses ?vgnﬂmhaet%tél?ﬁr.’"?he 1040-Es, E‘”'g;;;'go::",&'g d,‘;:";*e °"‘°{W'“'
smployer can withhold the comact fedéral income Workshests on page 2 further adjust your you n‘gf ey iy f’t':otlilnd omp"a"’:g,fguld
from your pay. Consider complsﬁnr;? anew Form withholding aflowances based on ftemized gj‘u‘g}y % g o Form Wof o W
W-4 each year and when your personal or financlal deductions, cartain credits, adlustmanta to Incoms, your o'ding on Form W-4 or .
sftuation changes, or two-eamera/muitiple jobs ons. Twr?deamers or multiple jobs, if {og l}‘av: r:th
Exe from withholding, if axempt, Complete all workshests that apply, H 2 g 8pousa or more than one job, B
l:t:m';l;l eteognly llmnes 1, 2?8. ?an 7":anardea?n the may é?aqm fawerwg:r 2ero) allowanaggz Fotr:vina&lueiraryou Wz"lﬂmgs fj:lgf ﬂﬂﬂwﬂ:nhces yg: are entitied th"cll‘alm
form to valldats }. Your exemption for 207 expires wages, withholding must be based on allowances W 4 with "lvd]" eots w'lnll gnly ‘;’;?
Feb 15, 2018, See Pub, 505, Tax Withholding - you clalmed and may not be a fiat amourt or when a‘lillgllowan:ssnagreuglugnwed s ?hna‘ Fom"_'zte
and Tax, percentage of wages. ) for the highest paying job and <1 allowancss are
Note: If another person can claim you as a dependent Head of househoid. Generally, you can claim heag ciaimed on the others. Ses Pub, 505 for detalls.
on his or her tax retum, you can®t Claim enemption of household ﬁ"l{gg Status on your tax ratum only if N dent alien, if a nonresidant aji 5
from withholding it ﬂw Income exceeds $1,050 you are unmarried and pay more than 509 of the Ngﬂ“m‘m gu""i %”g: "°‘;"v 4 Instruchon: ?;r
and Includes mors of unsamed income (for costs of keeping ol-tlﬁ & home for yourself and your Nonresidert Ao ei':nsfo rmlstl this for®
example, Interest and dividends), degend s?or er qualifying Individuals. Ses e ens, before completing m.
ns. An emph may be able to claim Pub. 501, Exemptions bhandard Deduction, and Check your withholding. After your Form W-4 takes
mmﬁ.om Withhoi g Al ifthe empioyes is Fliing information, for fformation, uss Pub. 505 to see how the amount youare
R ependn. e i el et g e L L
® Is age 65 or older, mm&%lﬁnﬁm%ﬂmw%r dependent excead $130,000 (Single) ors-:at'{ooo (Married).
- L care expenses and the child tax cradit may be olaimed F d . Informati ut
i :;;'2:1:2 djustments 1o Income; tax orecits; or gsln e,tf:l:e Egamf::lanlfgl‘laowanm Work?uT'l:yat I:eclawrfI Fe"%{:}meggg:% Fonrﬂ W-:?s}.l‘%m aga"y i
itemized deductions, on his or her tax return. m?u]é' Into wﬂhﬂolmmmcg' Varting your other :tgwww%eg'ﬁ"/ﬁ? AL L] =
Personal Allowances Worksheet (Keep for your records.)
A Entar“1”foryourselfifnooneelsecanclalmyouasadependent. 29 000 0 0 6o o o e Ay l
* You're single and have only one job; or
B Enter*1"if * You're married, have only one job, and your Spouse doesn't work; or B
® Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or less,
C  Enter*1” for your Spouse. But, you may choose to enter “-0-" If you are married and have elther a working spouse or more
than one job. (Entering “-0-* may help you avoid having too little tax withheld) . . , . | . T Y
D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . o o o D
E  Enter 1” if you will file as head of househoid on your tax retum (see conditions under Head of household above) E
F  Enter*1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit 0 F
{Note: Do not Include child Support payments. See Pub. 503, Child and Dependent Cars Expenses, for details,)
G Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more information,
® If your total income will be jess than $70,000 ($100,000 if married), enter “2" for each eligible child; then less “1” if you
have two to four eligible children or less “2” i you have five or more eligible children.
* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1” for each eligble chid. G
H  AddlinesA through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum,) b H
® If you plan to itemize or claim 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 Yyou and your spouse hoth work and the combined
worksheets earnings from all jobs exceed §50,000 ($20,000 i married), see the Two-Eamners/Multiple Jobs Worksheet on page 2
that apply. to avoid having too ittie tax withheld,

* |f neither of the above situations applles, stop here and enter the number from line H on line 5 of Form W-4 balow.

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. 1546-0074
i P> Whether you are entitied to clalm a certaln number of allowanoes or exemption from withholding is 2 @ 1 7
m .i';‘,';'lﬁgm"ﬁ.i‘“’ subject to !evlaw by the IRS, Your empioyer may be required to send a oopy of this form to the IHgs.

1 Your first name and middie Inftial Last name 2 Your soolal security number
Colede €& [ﬁr\&;sm H72-33- outly

Homb addresa {number and strest or rural routs) 3 E single [T Married [J Married, but withhold an higher Single rats,
p Zl Dq 2_ Note: If manied, but legelly separated, Or spouse I8 a nonresldent allen, check the “Single” box.

A City or town, state, and ZIP code . 4 H your last neme differs from that shown on your social security card,
M\ EGR41

check here. You must call 1-800-772-1213 for a replacement card. b []
8§  Total number of alio ances you are clalming (from line H above or from the applicable worksheet on page 2) 5
6  Additional amount, if any, you want withheld from each paycheck 02O B R I
7 I claim exemption from withholding for 2017, and | certify that | mest both of the following conditions for exemption, S
® Last year | had a right to a refund of ail 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 llability,

if you meet both conditions, write “Exempt"here. . . . ., | e . 7]
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it is true, correct, and complete.
Employee’s slgnature -
(This form is not valld unless you sign it) » L - Date> £ )79 / |17

8 Employer's name and address (Employer: Complete lines 8 and 10 only If sendingtothe IRS.) | 8 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 2017)



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

B e . { / OMB No. 1615-00
&\'/ U.S. Citizenship and Immigration Services E,";‘,,';fosg‘,,;?,,;’
P>START HERE: Read Instructions carefully before completing this form. The instructicns

[Beotion 1, Emplb#ee Infarmation and Attestation (Employess musk agmplete and sign sotlen 1 af Parm -9 no fater
tan the firat day of employmény, but o} hefors awospting & fob affer )

Name (Family Namg) | Name (Given Name) Middie initial Other Lasjt Names Used (7 any)
SON O\ €
Address (Strest Number and Name) Apt. Nurfiber | City or Town

ZIP Code

State
10Q 72 Cmumb)u_ﬂaqlrﬁs ,MM Huz)
DateofBlrlh(mm/dd/yym

U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number

B2 aa7 |NGZ- 3 - BHE T beioner i

| am aware that federal law provides for Imprisonment andior fines for false statements or ug\of false documents in
connection with the complstion of this form.
l attest, under penaity of perjury, that | am {check one of the following boxes);
- Acitizen of the United States
D 2. A noncitizen national of the United States (See Instructions)
[:] 3. A lawful permanent resldent (Allen Registration Number/USCIS Number):
|:] 4. An alien authorized to work  until (expiration date, if applicable, mm/ddfyyyy):
Some allens may write "N/A" in the expiration date field. (See Instructions)
Allens authorized to work must brovide only one of the following document numbers o complete Form 1-9: Do 3’:,““‘,;;‘,:;:;‘;';’3,},@
An Allen Registration Number/USCIS Number OR Form 194 Admission Number OR Forelgn Passport Number,

1. Alien Registration Number/USCIS Number:
OR

2. Form -84 Admission Number:
OR
- 3. Forelgn Passport Number:

Country of Issuance:

e K 4 ) —z; - Today's Date (mm/ddfyyyy) Dq /,7 / 7517
?Rﬁmnmmmw [ehéckonel & —

I did not use @ preparer or trangiator, [ A preparer(s) andsor franelator(y) gssistad the amiployes in eamplefing Sadtion 4.
Fielda balow must be gampleted and signed wheoh preparers andfor translatory assist an emplovee in complefing Sagtion 1)

| attest, under Penaity of perjury, that | have assisted In the compietion of Section 1 of this form and that to the best of my
knowledge the Information Is true and correct.

Signature of Preparer or Transiator Today's Date (mm/ddsyyyy)
Last Name (Famity Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Eng;lqver Complates Next Page @

Form I-9 11/14/2016 N



Employment Eligibility Verification

Department of Homeland Security
U.8. Citizenship and Immigration Services

USCIs

Form I-9
OMB No. 1615-0047
Bxpires 08/31/2019

d ey andVerfficafion — = Ty

st comple ¥ 3 business days of the employe's first day of smployment. You.

41O comasar o e doeor 1 Lo e o b
EmployeelnlofmmSo_cﬂon‘l = &l\e S m:m?hl .

List A List ListC
Identity and Employment Authorization _ Identity < Employment Authorization
Document Title | Document Title : ~ Documegt Ti
Issuing Autharity t ing Autho Issuing
ISEP e o€ SO Ao A
Document Number .| Document Number D nt Number -
' : 0132911 2617036 42% H 1&—33—@‘{‘(
Expiration Date (i any)(mm/ddjyyyy) | Expiration Date (it any)mm/ddjyyyy) Expiration Date (¥ any)(mm/ddfyyyy)
| lea [\l ¢

Document Title : g i
Issuing Authority Additional Information gﬂumf:mg,:;
Document Number
Expiration Date (i any){mm/ddfyyyy)
Document Title
Issuing Authority
Decument Number
Expiration Date (i any)(mm/ddsyyyy)
Certification: | attest, under penalty of perjury, that (1) 1 have examined the document(s) presented by the above-named employee,

(2) the above-listad documsnt(s) appear to be genuine and to relate to the employee
employes Is authorized to work In the United g

employee's first day of employment (mnvddyyyyy):

named, and (3) to the best of my knowiedge the
oS ’ 12 '_2._0 me Instructions for exemptions)

of Empl or

Today's Datefmm/tidfyyy)
v HihTPYd

F=iteva
Ka¥rei !

FlrstNlQof m&@mﬁ

Employer's Business or Organl}aﬁon Address (Strest Number and Name)
7480 FLYING CLOUD DRIVE SUITE 200

Title

loyer or Authoi Representative
L@L rexte 2
Employer's Business or Organization Name

EMPLOYER SOLUTIONS STAFFING GROUP LLC

City or Tow,

mom

State  [Z|P Code
MN 85344

Bection ﬂb%rﬁcaﬂorﬁ and Rehires (T be completed and signed by empioyer or authonized representative;) T

A. New Name (if gpplicable) B. Date of Rehire (if gpplicabie)
Last Name (Family Name) First Name (Given Name) Middle Infial | Date {mm/ddyyyy)
; s previous gra enl aulhailzelion has e : o on dooument or récelpl hel eslabliches ]
continuing employment autnozauon in the space provided below.
Document Title Document Number Expiration Date (if any) (mm/ddiyyy)

the employee presented document(s), the document(s) | have

| attest, under penaity of perjury, that to the best of my knowledge, this employee is authorized to work In the United States, and if
examined appear to be genulne and to relate to the Individual,

Signature of Employer or Authorized Representative

Today's Date (mm/tid/yyyy)

Name of Employer or Authorized Representative

FormI-9 11/14/2016 N












EMERGENCY CONTACT INFORMATION

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

Employee Name: -QQ\_‘&%&_EMM

Address:

Home Phone: \O\2- A0 1-1lp.2\

' N FRU

' ~ EMERGENCY CONTAGTS
__Please Jist two peppla (In priority order) wha could be contaated In casa of an emergency

Name: Sht\\\ﬂ M(D&C\f;

Relationship: N\T\ — V- Vouys

Contact #1 Home Phone:
Name: Em\\\)) \= V\%ﬁﬂ Cell Phone: |G\ - .45 - ~"11G2
Relationship: TN\DMY\ Work Phone:

Contact #2 Home Phone:

Cell Phone; "\\03_ 20~ \_\Dp_rz_

Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event

of an emergency:

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




- employer solutions staff ing group.

Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,
If ide a written election, wages will be paid b paper Check

ST

NatzthDepo:itaccowxzsmaytakeltpta?da)smbucﬁvated
pciPaper Check (Please complete Section 5 below)

SEETIONTD RANROLL ELEGE RGN
D Direct Deposit (Please complete Sections 3 and § below)

Payroll Debit Card (Pleage complete Sections 4 and 5 below)
SECEION S DIRECE DEPOSEE

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

Initial Date

Account Type: [] Checking [ ] Savings []Other

To help us avoid making an errar, pleaseattanhacopyofavoidedcheck. (a deposit slip will not work)
- Ifyouchmgebtmks,donotcloseyouroldbnnkanconmunﬁlyourdireotdeposithnsstamdatﬂlenewbank,whichmaytakﬂpaypmioda

Bxcept for the routing and account number, ESSG does not have. access to any information
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containin i
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)
First Name Ml Last Name Date of Birth

Street Address (POBOX 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

: 8 ~
Employee’s Signature: ( ﬂk 5 ;“ :

SECHION 3 ALEBFTQRIZ N ELO N,

Date:_5 [ |7 ll’?
1 authorize ESSG to directly deposit my perindic 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:MﬂKMMl @) Uouc). LM
this information will only be

used to send your paystubs electronically

Employee's Signature: é’ W Date: 5 / 2101 )




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com ("BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (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
share those reports with others for legitimate businass Ppurposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-

. nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents.

Personal Information: Piease print the information requested below to identify yourself for BGC,

printedname:  CO\EIGN glien EAcks N
First J Middle (O Last
none)

Other names used:
Current county of residence; A“ OG-

Current and former addresses:

current
from Mo/Yr to Mo/Yr

= : : : g - ’ ' c v , . :
uls &[Lgb; it St i He [ S
. o/Yr to Mo/Yr Street ity, State & Zip

4l s Znd ¢ foerdesn SD . 574D |

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.

A2l taqn d12-32-9yy7

Date of birth Social security number
Ol za4ai () AG\N (XSO
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: .

C@/%‘: 05 (17217

ature Date




i) |
o
< e | g
N s

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this[ ] day of [D%‘ , 20137, between
Emploier Solutions Staffing Group LLC, hereinaffér referred to as “employer”,

and hereafter referred to as “employee”,

WITNESSETH:

P

Employee Signature

%xw Wm LA

Employer?ﬁtion\s )%tafﬁng Group LLC, Representative

LT



employer solutions staff ing 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

- CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de Pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no

Si su cheque de pago fue robado, primero debe denunciar el robo a Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto usted

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): (_1;;\\@\%&} Ebj g&n
~\
Signature/Firma: C-M B\




INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws, Wherever Possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

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.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. Yoy should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
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.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

your physical condition.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

I have read my responsibilities and agre% abide by these guidelines.

Signed: = il

Printed Name: _C.m&ﬂ%hM\'




o SOD0 Pre-Screening Notice and Certification Request for
(Rev. Maroh 2016) the Work Opportunity Credit OMB No. 1545-1600

|memg|' .Sé"v&'.}';%m‘"’ P Information about Form 8850 and its separate instructions Is at WWW.irs.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name —QanlQ,YL_EﬁKESGr\ Social security number > L1772~ 22~ qQyy
Street address where you live QD_m 2047;
Cty ortown, state, and 2P coce - LD, BEMYV , Mgy , B6U24

3

County M‘L(‘L Telephone number {J) !'L- HQ 1~ ” o 2 [

If you are under age 40, enter your date of birth (month, day, year) % I {7 ] Q")

1 [ Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 pCheck here if any of the following statements apply to you.

® | am a member of a famlly that has received asslstance from Temporary Asslistance for Needy Famllies (TANF) for any 8
months during the past 18 months,

* | am a veteran and a member of a familly that recelved Supplemental Nutrition Assistance Program (SNAP) benefits {food
stamps) for at least a 3-month period during the past 15 months,

* | was referred here by a rehablliitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

® |am at least age 18 but not age 40 or older and | am a member of a family that:
a. Recelved SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP benefits {food stamps) for at least 3 of the past 5§ months, but Is no longer eligible to receive them.

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

® |received supplemental security income (SSI) benefits for any month ending during the past 80 days.

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

3 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year,

4 [ Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were discharged or
released from active duty in the U.S. Armed Forces during the past year, '

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

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

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

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

Signature—All Applicants Must Sign

Under penalties of perjury, | daclare that | gave the above Information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,
correct, and complete.

~
"
Job applicant's signature - Date g ,' ) 3 l l‘]
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)



Form A (rev. 01/2016)

EMPLOYER SECTION:
Client: Company:
__Employer Solutions Group
Location: Position: Starting Wage: §
EMPLOYEE SECTION: :
Employee Name: Street Address: City/State: Zip:
Colttian Bne o '
SSi#: J Date of Birth; Age: Have you worked for | If yes, location:
this company before?
WL - 33- au| 8 /12, o [ [JYes  BhNo
Please complete all questions, and sign and date the form, Yes No
1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) D D
at any time since August 5, 19972 (If yes, pleage provide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State;
2, Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? D D
(If yes, please provide information below.)
Nams of the person receiving benefits; Relationship to you:
City: County: __ State:
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? D D

Please note, this is not the same ag Social Security benefits (88S) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a capy of your SSI documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? D D
If yes, please indicate which type of agency you worked with and provide their location information below:

Vocational Rehabilitation Agency D Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)
Name of Agency: Phone #:
City: County: - __ State:

*If you checked yes please Pprovide a copy of your active Individual Work Plan and Ticket 1o Work documentation,

S. Are yon a Veteran of the U.S. Military? *[fyes, Please provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below. Ifno, please contimme to question #6.)

Dates of Service - From: / / To: / /
Branch of Service:
Are you entitled to or are You receiving compensation for a service-connected disability?

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

O
L

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

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? D D
Conviction Date; / / Release Date: / /
Was this a [ ] Federal or [ ] State conviction? If State - County: State:

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of a Native American Tribe? D D
*If you checked yes please provide a copy of your CDIB card,
CA Residents: I:I Are you the child of foster parents? I:I Do you receive CalWorks? I:I Workforce Investment Act?
Are you a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of, Pperjury, 1declare the information above 10 be true and accurate 1o the best of my knowledge, and | hereby authorize any agency, organization, or
individuals 1o supply such verification or information that may be needed 1o determine tax credi eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or the Department of Labor.,

™\
New Employee Signature: /\ ?——-——‘—""‘——? it Date:jl 17 , |7

—




Qualified Long-Term Unemployment Recipient

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

Client: Company:

Employer Solutions Group

Loeation: Employee Name: (\ﬂ“‘[ \f\ " | SS#;:I 17-3 3 _qun
EMPLOYEE:

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

[0 Ihavebeen unemployed at any time during the last 12 months,

If applicable, dates of unemployment - From: To:
From: / / To: / /
From: / / To: / /
] Ireceived unemployment compensation during my unemployment,
If applicable, dates you received compensation - From; To:
: ) From: / / To: / /
From: !/ / To: / /

Please read, sign, and date:

Under penalties of perjury, I declare that this information js true and correct to the best of my knowledge.

Empl Signature: &,‘Z/’ - Date:
Sk i ; 50172117

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205
317-925-0553
wotc@retrotax-aci.com
www.retrotax-aci.com




employer solutions staff INg group..

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to

have quit employment.

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

| understand by signing this form that | am responsible to contact ESSG within 5

calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. EZ (Initial)

e _5lnly

Employee Signature;

Caney %b Enlksan
Employee (please print your name here)

CMG_SM - Rev. 08.2013



ave recejveq 5 co Anﬁhamsment Policy,
Understang that it is My respongip Policy and 5 y SUpervisor, 5 Member of
ent or tg telephone Empioye Solutiong Group (Esg 835
tlons I'may havg about thig 5} :
and Understang failure ¢ '

- 8/1.868.498._7573
m, ESSG’s policy on Ap aragsmen;
r dlscipllnary action, up to and includlng tennination.
| alsg agree that if o¢ any time during my employment | am invojveq In any employment dispute o
any type of dlscﬂminaﬁon, includlng dlscﬁminatton becauge of ra
color, Nationg) origin, dlsablmy, Marita, Sexug| Orientation Or veterg
arassment inc!udlng ‘8eXual harassment,
director or ESsG’g Uman Regoy,

p'glpofpl

Employer Solutiong
Ity to reaq th

C8, sex, age, religion
N status, or

if | am Subjecteq tq an
I wily lmmediately Contact my Supervisor, m er,
Department at 952.835.128311.868.49 7673 in o
assistance i the resolution of Such Matters, '

Empioyee Name (Plea

Ty

8@ Print)

Empioygg 8 Signatyre



! -]
well ag the duties, responsibilities and obligationg of my employment with the Company, | Understang

and agree that jt ismy Tesponsibility to abide by the fules, policieg and standardg Set forth in the
Handbook, '

_ P
without cause or notice, at any time., Ng implled Contract concerning any employmant’~related
daclslon. term of eémployment o condition of employment can be established by any other
statement, conduct, Policy or Practice,

~dreement supersecigs all prior agresments, Understandings anqg representations concerning
My employment wigp the company, : : :

If1 have'questions regarding the content or Interpretaﬂon of this Handbook, 1 will bring fhein fo the
attention of ESSG,

DATE 5 [N _

————

EMPLOYEE ; ‘ -
NAME [‘m\\_n%kLE\gm&n

i PLEASE PRINT =
EMPLOYEE =
SIGNATUREM( 'R

ESSG - L
REPRESENTATIVE %ﬂ/ﬁ LU

//, —

23




1. This handbook js intended as g guide and not an employment agreement that

creates a contractug) relationship, angd that the employment relationship may be
terminated at the will of either party at any time, _

2. The changing needs of the business wijj require alteration in method, practices ang

policies, and the company will Unilaterally revise, as necessary, to meet these
changing needs. :

- 3. lagreeto notify my ESsG Consuitant immedlataly of any change in my personal
data such as phone Number, address, emergency notification, ete.

4. lam responsible for the information Provided herein ang will, upon my separation,
retumn this handboqk to my ESSG Consultant. _

Date: . Sl

\
Assodiate's Signature; ( < — s el I o

Associate's Printed Name: (pje; B AN
brientation Provided by: M/ﬂﬁ; ﬁﬂm

24




O’

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, I have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduc_:t the policy prohibits and the

consequences of.such conduct; (c) my rights under the policy and the consequences if |

lndividual’%ame I

5l

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer solutions staffing group. w\;j ESNG 00
Leveraging Resourves in a Changing Markes solutions grouy Enpicger sokiom retonwids g,

o 571 ¥ et e B v | ghater, A it o WIS ¢ G Wy

Enhanced MEC Plan_Plan 1 $onefh Fim Aklcbroton .

Soclal Security Number

Ll g wayy
Po bex 2 10 A8

Gender LI male (rza%m’{‘Ms [P<Bingle | Date of Birth MM %Ei?ﬁ\;m
R Pemale | L1 Married [ Divorced 9/]1!6{"_{

Phone Number: Emall Address;

(p17- Urr_n~ Lo 3| \ : : - LOM
Please Select Desired Coverage:

Employee Only - Employee+Spouse - Employee+ChiId(ren) - D Family -
‘ $63.00/Week

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

Social Securlty # Birth Date | Sex . Relationship
00 Mae [Spouse [ Child
M., Last Name [J] Female [0 Domestic Partner
N e Soctal Socurty# | B Date | Sor "R;h,.u'mgjp
it Name WL —Tast Nams | 0 Maie [l Spouse L1 Child

Other coverage information inchuding Medicare/Medicaid

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF. DATE
EFF. DATE

Employee Acknowlsdgement and Authorization - | hereby apply for the group hanefit{s) as Indicated. | acknowiedge that all entries are true and complete and that
any misstatoments or failure to report Information m,

ay be used as the basls for cancellation 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 premiums for Coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employae Signature C i_"—— = Z———:‘

& pe O )17/
EMPLOYEES DECLINING | am DECLINING coverage
1 understand that | and/or my de,  if any, walve any coverage and deslre to participate In the plan at a later date. fwe may he consldered a late enrollee and
must meet the requirements deffned in the Certificate of Coverage for the com,

pany’s medlcal or dental Plans. If | degline enroliment for myself or my dependents
(including my spouse) because of other covarage, | may, In future be able to enroll myself or my depandat:: In this plan, provided | request enrollment within 31
days after the other coverage ends. In addition, if a new dependent relationshlp forms as a resuit of marriage, hirth, adoption, placement for adoption of parting suit
of adoption, | may he able to enroll myself or my dependent, provided | reguest en

roliment within 31 days of the event.
IF DECLINING- YOU MUST SIGN HERE

Employee Signature

Date

Empioyer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolis, MN 55344-0958
Phone: 852-767-9519 Fax: 962-767-9515
Emaii; Health@employersolutlonsgroup.com



Eixed Indemnity Medical Benefits_Plan 2

RehireDate___ / ¢/

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

VSI 219301-ESG-1 . OFFICE USE ONLY LOCATION

"P'Eiiuf USING BLACK or BLUE INK (Must Be Filled Out)
Name ) pulon ' Social Security # ' Home Phone o @l@
_..A_EE__LQ\.\EQX_\M_‘Q;NLX&M\ — AT Z3-aUN) W\ 2-U-1el] | o
ress ! Apt.
Povoox 21002, W R I TN e § g
City State ' Zip - Date of Birth
—Columio. Beigwts | 542 812/ qy

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEEITS? DYesDNo. FYes. ;,easé ©

ntinue,
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date
'Name of Covered Person (s): M ey S VT T R T
nl. R " 2 s et NS Sl

e e s s 4t Fsass e rea bt e erme

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL F"‘En':E'glgiT?'" DENTAL VISION TERMUFE | SHORTTERM
Employee Only [ ] s2025 [ se7 )| s2a2 B soeo 3| se2o {3
Employee + 1 [_] $41.10 $12.34 $4.92 $0.90
Employee + Family | | $54.88 $20.36 $6.56 $1.80
___ NO®wALL Benefts ?}L ves Lno | Dlves Cno | Cves CINo | Clves [INo | [lves Lo
' This coverage is not avajfable to residents of NH, Hl, or PR. 2STD is not available to persons who work in CA, Hi, NJ, NY, or RI.

For Term Life / Accid | Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name x -, Relationship -
D. REQUIRED DEPENDENT INFORMATION . . -
Name | Social Security # Date of Birth | Sex - Relationship
b1 0 [MITF] ) Spouse [ chikd[] Domestic Partner
Name ' Social Security # Date of Birth %Sex" | Relationship | | ”
0l e SRR, b, o | S f@DSpouseDCh"dDDomest'cPart_"er
Name  Social Security # Date of Birth ! Sex Relationship
i b L 00 MITE) D) spouse [ chid [ Domestic Partner
Name - Social Security # Date of Birth i?Sex Relationship

/7 IMIE] [Jspouse[]chid[]Domestic Partner

I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
@ limited time and | understand that making no benefit selection is a declination of coverage.

DATE O5/17/200 7 | p>SIGNATURE 4’-” >

This is an Essential StaffCARE Enrollment Form.



