< employer solutions staffing group, 7" ShmsLane sute 4os

. 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 _Cgpﬁ\\&(‘q First Name E N0y Middle initial L .
Street Address M&\C AptiSte Q

cityistaterzip D | Vo t\ T\N\ S\, Soclal Security Last Four XXX-XX- “\% 32
Phone Number \0 D\ -S\H§4Y 2.9 Emall Address E Letaay Ve %)g&g o @ %g) X\ cog
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? ?YES INO
Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained 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 determine my eligibility for hire by certain clients of ESSG.

This may include 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 regulations 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. | understand that any material omission or misrepresentation will result in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

If hired, 1 agree to abide by the policies and procedures of ESSG.

%ame (Print or type; t

VAT A%
Date

Applicant’s Sign

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

For ESSG Office Use Only
DOH NHW 1-9 8850 w4
Emergency Contact info | Background Releass Form Background Results Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - ESSGCLIENT Rev. 05/2015



20 employer solutions staffing group.
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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.

[N ORN N[O
SSN# (lm4digim) L\m H [iactive .Iir.l_'-

(\ ‘l S\ jaX
I:. Direct Deposit (Please complete Sections 3 and 5 below) Note: Direct Deposit accounts may take up to 7 days to be activated,

SERTTIORY | [oA&uK
Employee Name .

ol OGS T | NG [ [ G [
/’] Payroll Debit Card (Please complete Sections 4 and 5 below)
SECIOR 5 BIREC T DL POST

( ] Update Bank Account T understand and acknowledge that if I do not provide a

N Bank Name: voided check with this direct deposit form, I am

o responsible for any delays in payroll or extra costs

N Routing# incurred if the account number that I provide is incorrect.
N Accounti

Initial Date

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

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
If'you change banks, donotcloseyouroldbankaowuntmﬁlyomdimotdeposithasstmmdatthenewbank,whichmaytake2payperiods.

e

PN ROEE DERET CNRD (GEORNT NS C NI

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 you, 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 Payroli 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)

First Name M.IL Name Date of Birth
e - SR i
treet (PO BOX NOT ACCEPTABLE) [1]+;
\O8A Nc\L e, R 3 0%%—'1%‘&&&%@
Cl% State Zip Cell Phone (mobile)
O\ R MM | S8k (oS-S90~ S Q

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

Payroll D;;i’t Cerd Routing # Payroll Debit Card Account # Mt ) S% G

I have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
I 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. I
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,

conditions, and disclosures,
Employee’s Signature:@&—_ Date: \ ‘ \ % , ( (ﬂ
I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings

or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

Emi: L C\Coy \_ Queniacy @ Wﬁm

W tion will only be used to sedd your paystubs electronically
2
Employee's Signature: @\7( \M Date: | [ \o I \o




Form W4 (2015)

Complete Form W-4 so that your employer

can withhold the correct federal income tax from your

and

Exam
com),
1o validats it. Your exem

Consider complsting a new Form W-4 each ysar
when your pergonaln%r financial situation changes.
lon from withholding. it Jou are exempt,

pletaonly lines 1,2, 3, 4, 7 and sign the form

jon for 2015 m
Fabruary 16, 2016, See Pub. 505, Tax holding
and Tax,

Nota, If ancther person can claim

u as a dependent

on his or her tax retum, you can nlalmax%msgﬁon
from withholding if your income exceeds $1,050 and

includes more

$350 of unearned income (for

example, Interest and dividends),

Ehmm-.hnemphﬁmaybaabletoclalm
axem)| from withholding even if the employes is a
dependent, if the employee;

* |s age 65 or older,

¢ Is biind, or
o Will claim adjustments to income; tax credits; or

itemnized

deductions, on his or her tax return.

The exceptions do not to supplemental wages
greater than $1 .ooo.oooa.pp'y

Basic instructiona. If you are not exempt, con_ll_ﬂ?te
the Personal Allawances Workshest below.
workshests on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to Income,
or two-eamers/multiple jobs jons.

Complete all workshests that apply. However, you
may oclaim fewer (orzefugz allowances. For regular
wages, withholding must be based an allowances
you olaimed and may not be a fiat amount or
percentage of wages.

Head of househokd. Generally, you can claim head

of househald filing status on yoturr tax return only if

you are unmayried and pay more than 50% of

gostsof ing up a home for yourself and your
orotﬁef

Pzgenden ss qualifying individuals,
. 501, ptions, Standard Deduction, and
Filing Information, for information.

Taxmdb.Ymmtalmprn&qlediaxmdlhimomn
WQthm of withholding allowances.
for child or dependent care expenses and the child
tax credit may be claimed the Personal Allowances
Worksheet below. See Pub. 505 for information on
converting your other credits Into withholding allowances.

Personal Allowances Worksheet (Keep for your re

Nonwage Incame. if °¥Iou have a large amount of
nonwage income, such as interest or dividends,
conslder making estimated tax m%m using Form

1040-ES, Estimated Tax for Ind erwise,
may owe additional tax. if you have pension or annlyit.;‘

income, see Pub. 506 to find out leu should adjust
-4P.

. your withholding on Form W-4 or

Two sarners aor multiple jobs. if you have a
working spouse or more one job, figure the
total numl ofa!lnwancesyouamenﬂtiedtnc!alm
on all jobs using workshests from only one Form
W-4. Your withholding usually will be most accurate
o e iahaet oy 1ob it B Al W-4

r ng jol zero allowances are
claimed on the See Pub. 505 for detalls,

Nonresident allen. If you are a nonresident alien,
sea Notice 1392, Supplemental Form W-4
Instructions for Nonresident Allens, before
completing this form.

Check your withhalding. After your Form W-4 takes
effect, uss Pub. snﬁmqs’eehawxﬂgeamountyouam
havi to your ﬁm]ected total tax
for 2015, See Pub, 5 espeolal(l)y m{nur eamings
exceed $130,000 (Single) or $180,000 (Married),

Future developments. Information about any future
developments affecting Form W-4 (such as |
w;.:gmdaﬂawemleageﬁ.)"v';ﬂlm;(mmﬁtmg‘govm.

cords.)

A

mTmOo O O

Enter “17 for yourself if no one else can claim you as a dependent .

Enter “1” if; [

* You are singie and have only one job; or
* You are married, have only one job, and your spouse does not work; or
* Your wages from a second job or your spouse’s wages (or the total of bath) are $1,500 or jess.

AZLES

|

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 avoid having too ittle tax withheld.) .

Enter number of dependents (ather than your spouse or yourself) you will claim on your tax retum . o % g
Enter “1” if you will file as head of housshold on your tax raturn (see conditions under Head of household above)
Enter “1” if you have at least $2,000 of chiid or dependent care expenses for which you plan to claim a credit
{Note. Do net inciude chiid support payments. See Pub. 503, Child and Dependent Care Expenses, for detaiis.)

MTMOO

1]

Chiid Tax Credit (including additional child tax credit). See Pub. 972, Chiid Tax Credit, for more information.
* If your total income will be less than $656,000 ($100,000 if married), enter “2” for each eligibie child; then less “1” if you
have two to four eliglble children or less “2” if you have five or more eligibie children.

* if your tatal income will be between $65,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each elighlechid. . . G
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,
complete all
worksheets

that apply. avoid having too |

* If you plan to itemize or claim adjustments to Inco
and Adjustments Worksheet on page 2.

® If you are single and have more than one job or are married and you and your spouse both work and the combined
eamings from all jobs exceedwimhasc?.ooo (520,000 if married), see the Two-Eamers/Mul
e tax L

me and want to reduce your withholding, see the Deductions

ple Jobs Worksheet on page 2 to

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

o W4

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

Employee's Withholding Allowance Certificate

OMB No. 1545-0074

D e P Whether you are entitled to claim a certain number of allowances or exsmption from withholding Is 2@ 1 5
Internal Revenue Servics subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.
1_ Yourfirst name and middie inftial name 2 Your social security number
1\ C0y { ?‘m\n\m ] O A T&UgS
~~ Home address {number and street or rural route) ) :E single [] Married [ Married, but withhold at higher Single rate.
\ CS 1 Ifmanled,butlsgallyseparatad,orspouselsanmmldemaumcheckma'&ngle'box.

Clty or town, state, and ZIP code

Kol P L ShaiA

4 It your last name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 for a replacement card, » []

DL
5

6
7

e following conditions for exemption.

Total number of aliowances you are claiming (from line H above or from the applicable workshest on page 2) 5 \
Additional amount, if any, you want withheld from each paycheck
| claim exemption from withholding for 2015, and | certify that | meet both of th
* Last year | had a right to a refund of all federal income tax withheid because | had no tax liabllity, and

* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
if you mest both conditions, write “Exempt” here. . . .

o8

.>i7]

Under penalties of perjury, | declare that | have exami
Employee’s signature 1
(This form is not valld unless you sign it.) » N

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

pate»| /12 /[ S

Employer’s name and address (Employer: Complet lines & 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)
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SIIND 219301-EMp |OFFICEUSE | - o

ONLY
ENROLLMENT FORM
EQUIRED EMPLOYEE INFORMATION OPTION |
PRINT USING BLACK or BLUE INK FINED INDEMNEEY PIAN

(Must Be Filled Ont) SELECT COVERAGE LEVEL

Social Security Number __ . __ f— ‘You MUST select a coverage level before adding any benefits. Your
Date of Birth L)/ Dl / .&_9_9_5 Sex IEE coverage level will be identical for each benefit.

Nams ( g E : ( : e\ Q\ E Employee Only \%/‘Ewbloyee + Family

Employee + 1 NO to all indemnity benef:ts.
street Adaress \OTD Nowg\c D\ D
ay 35V P S state VAN 7, R S\ O\ || FIXED INDEMNITY MEDICAL
$20.91 Employee Only

HomePhore QD1 A 0 -59 39 $42.44 Employee + 1

NO  $56.67 Employee + Family

Rehire Date / /

S mas  c——  — e ayimgpntts sumra—.

ESC UNAV P2M v15.1 :

%3

z

Do you orany dependents have Medicare? ™) This coverage is not available to residents of New
[dYes [ONo IfYes: Hampshire, Hawalii, or Puerto Rico.
Medicare Health Insurance Claim Number (HICN)
DENTAL "
. y / / | s $6.17 Employee Only
Medicare EffectiveDate ______/______ eV j $12.34 Employee + 1
Names of Covered Person(s) NO  $20.36 Employee + Family
1.
2. TERM LIFE m
3, LV 4
= J S $0.60 Employee Only

$0.90 Employee + 1
$1.80 Employee + Family

' SHORT-TERM DISABILITY
Social Security Number Q_éi’]g 4 K ZK [ ves &
Dateof Bin 1O /0T /1 4Q S o @Ej <o  $4:20 Employee Only

NO

Relationship: []Spouse [JChild []Domestic Partner | Short-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island.

Name

Social SecurityNumber _______-_ - |Ke)Us(eifes C O 52193010-M-EMP
Dateof Bith ____/___ /__ A [IE MEC VVELLNESS/PREV EN HVE PLAN Monthl dn,s
Relationship: []Spouse []Child [] Domestic Parter D o8 A Employee QOuly

Employee + 1
SENEFICIARY INFORMATION D$87'73 e

For Term Life / Accidental Death & Dismemberment, please write D $186.99 Employee+ Family
in your beneficiary information. 1

NAME OF BENEFI i
(\(\(\m Qased>

RELATIONSHIP

e’

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

NO to MEC Wellness/Preventive Plan

I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and I

understand that making no benefit gelection is a declination of coverage. { _ 3
P> Signature E Eﬂ&:&g ‘: 040 Date ___’ L_’ MEeINE;



