—-—-a_g______,______—————————-___..___________“

E-Verity: Print Case Detalls - Preview

s e e e _—._.-\__.—__-h T e e

SENSITIVE BUT UNCLASSIFIED
Number: 2017131 102235pQ

Case Verification
Report Praparad: 05/1172017
COmEﬂ Information
Company ID; 47429 Company Name: Employer Solutions Staffing Group
Em| 8 Information
Last Name: ethridga First Name; lashonda
Dats of Birth; 011411805 Soclal Security Numbep: e 5418
Hire Date; 05/1172017 cmzanshlpshtus:AOhenofﬂle United Stateg
Document Information
M
List B Dogument; lDoardlsausdbyau.s.MeraJ,Morboalgovemmmlgeuoy LhmDocument:SoolaJSeourRyOam
Casse Status Information
\ N——
Current Casa Resu: EmpbymmAlmuﬂzed Employer Case |D:
Cass Submitted Qp; 05/11/2017 Case SBubmitied By: 5GLABS32
SENSITIVE BUT UNCLASSIFIED

hups:lle-vaﬁfymcls.gwMeblPﬂntCaseDehils.aspt?CaseVeern

=2017131102235PQ



~  employer solutions staff ing group. LS L s A0S
W Leveraging Resources ina Changing Market Tel: 952.835.1283

www.esgstafﬂngsolutlons.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK
—————LLoUIBLYIN INK

Last Name @‘{4 (s d%b First NameL-a—Sﬂ&ﬂd&,\Middle —— -
Street Address “ 22 St Chrgef- AptiSte __ >

CityiStaterZip_S13 ot Oyl Ecuf k Social Security Last Four X00(-3%- 19
Phone Number - e Email Address @ 3 el . con
Staffing AgencyIRecrultment Partner

All offers of emgloment aras conditionaj upon satlsfactog proof of Idem and legai abllity to work Inthe U.S.A.
Are you legally authorized to work in the Uniteg States of America? SYes CINo |

Applicant Certification and Authorization

| authorize Employer Solutions Staffing Group (ESSG) to use the information ang Statements contajned in this applicéﬂon 1o 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, performancs, Compensation and eligibility for rehire,

| understand that a comprehensive background check May be conducted to determine my eligibliity for hire by certain clients of ESSG.
This may Include but is not limited to, investigations of criminal andy/or conviction records, driving records and/or a drug screen testas
required by clients, government regulations or by ESSG policies.

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

| certify that g statements made In my application are trug and accurate and that | have not omitted any materig| 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 resyit in my termination,

If hired, | agree to abide by the policies and Procedures of ESSG,

‘ Q&m&m& %viéﬂ& o C@[L . S5-A(-| F
Name (Print or type) plicantd Signature : Date

A copy or facsimile {"fax") will he considered the same ag an original signatyre, Emali wiill ONLY be used for employment correspondence

For ESSG Office Use Oniy

DOH NHw 19 8850 W4

— 5 e —_—

Emargancy Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(it applicablg)
For ESSG Client Use

DOH ROP Work Site Loc, WC Code

—_— —

ESSG - Supormoms CMG Rev. 0512015



The exceptions don't a ly to supplemental C] Nonwage income. I u have a large amount of
F Ol' m W'q' (201 7) greater mgntri: $1,000,00 .p y = biag nnnwagge Income, eun{o as lntsrastag dividends,

. Dasl Instructions. If you aren't exempt, complets 104 2 "meking estimated tax payments sing Form
Purpose. Complete Form W-4 sp that your the Personal Allowances Worksheet below. The 1040-£8, i Tax g{ l'r; dttllal& Othe;wlse,
employer can withhold the comect federal Income Wworkshests on page 2 further ust your you ma;lynnwe °g§‘b 808 %Dfli'ndave H?“a °’8',:"' d
tax from your pay. Consider completing a new Form withholding ellowances based o fternized annufty incoms, 89,5 n Form W _4° W-%?:P ou
W-4 each year and when your personal or financial deductions, certsin credits, agmnem to Income, adjust your withholding on Form or .
sftuation ges. or ars/muitiple jobs ons, T\rlgdeamers or multiple johs, if 3]ro= t;'gve ath
Examption from withholding, If you are exem Complete all worksheets that . However, you o) g 8pausa o more than one Job, figure the
oompfsg only fines 1, 2, 3, 4. and 7 and sign thpet' may claim fewer (or zar:z alluwanagg.y For ragularyo M‘a'u"“g's m allovln_lr:nhm Ll Stitted to ciaim
form to validate it. Your axemgﬂon for 2017 expires Wages, withholding must be hased on allowances W 4 &" WithE vm eots wm only one Form
Fsbr% 16, 2018, Ses Pub. 505, Tax Withhoiding you claimed and may not be a fiat amount or hen aﬂ"'a'" 0ioin iaien m""’F%‘ ﬂ%"ﬁ”
and Tax. percantage of wages, Torthe hlghg:'tanﬁgmi?:g ang za::nall:wan"cgs are
Note: if another Person can cllimyouas g dependent Head of househoid, Generally, you can claim head claimed on the others. Ses Pub. 6§05 for datalg,
on his or her tax retum, you can't claim exemption of household status on your tax retum only if N d " dent al
from withholding if vour otal Income exceads $1,050 you are unmarried and pay more than 609 of the Ngg"”.l'sggt a""'i you mFo%:‘WSS{ - cﬁen' sfgre
and Inciudes more than $350 of uneamed Income (for Ing up @ home for yourssif and your N rceesld g NSI“PP aé“;.{"w Lot m ons
S, Iarest and cividend, o agg?"gzgpﬁ e dgrgdlg%dguw i c::nk o wmm' Idln: Aﬂarmmp ngFo ; W"-:'inkes

ub, 601, ons, uction, an ur olding, our Form
mgmﬁ,mﬂgg{gﬁ;m i o e, Flling Information, for information, Sffect, Use Pt 508 re e @ amount you ere
a dspendent, if the employes: Taxcmtfﬂs.Yg:mnlaﬁpﬂgrhdhgm&ldhlnb Pu%" y‘g*::'g L esgo Lld grolﬁtggm ke stax
* 1a.2ge 65 or oider, m‘éﬁ'&uz‘g"ﬁu“mﬂ.&‘: Credits for ey or dependent  excsed $130,000 (Single) ormagougo(mmem.
» Is blind, or care expenses and the child tax credit may be claimed Future developments, Information about any future

teX credits; or using the Personal Allowances Worksheet below,

developments affecting Form W-4 (such as

* Will claim adjustments to Income; v b

ftemizac o edm]:tions. on his Or hor for See Pul‘::msog ﬁr‘ onllglo:n:]tlion on ;g-nverung your other laeiglalags’na. e;‘:,%q after wa release 1t) will be posted
Personal Aliowances Worksheet (Keep for your records.)

Enter “1” for yourself If no one else can claimyouasa dependent .

® You're single and have only one job; or
B Enter*1* i { * 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 tota) of both) are $1,500 or jess,
C  Enter*1” for your spouse. But, you Mmay choose to enter "-0-* jf Yyou are married and have either a working spouse or more
than one job. (Entering “-0-* may help you avoid having too little tax withheld) . . . . | S o
D Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . c + « + .. .. D
E  Enter*1"jf you will file as head of household 0on your tax return (see conditions under Head of household above) E
F  Enter*1"jf You have at least $2,000 of child or dependent oare expenses for which you plan to claim a credit F

(Note: Do not include child support payments, See Pub. 508, Child and Dependent Care Expenses, for detalls.)
additional child tax credit). See Pub, 972, Chilg 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 less #1» ifyou
have two to four eligible chiidren or less “2» if you have five or more eligible chlidren,

® If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1* for each eligible chiid. @
H  Addlines A through G and enter total here. (Note; This mey be different from the number of exemptions you claim on your tax retum,) b H -

» lLyou plan to itemize or clalm adjustments to Income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.

o
:
o
g
{
-
i
8
a

complete all ® If you are single and have more than one lob or are married and you and your spouse hoth work and the combined
worksheets earnings from all jobs excesd $50,000 (320,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld,

® If neither of the abova situations applies, 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 Withholding Allowance Certificate OMB No. 1645-0074
DF:pzunam ofthe > Whether you are entitied 1o claim a cartain number of allowances or exemption from withhoiding Is 2 @ 1 7
Intemal Revenue Barvice subject to review by the IRS, Your employer may be required to send a copy of this form to the IRS,

1 ur first name and middis nitial Last name z ) 2 _Your soclal security numb,
g Bonvidqe_ Y2281
“1 3™ singe [T Marriea L] Maried, but withhold &t higher Single rats,
— Note: If manied, but legally separated, or Spouse Is a nonresident allen, check the “Single” box.
City or town, state, and ZIF code 4 Wyour last name differs from that shown on your soclal security card,
check here. You must calt 1-800-772-1213 for a repiacement card. » [ ]

Home address (number and street or rural route)

6 Total number of allowances you are claiming (from fine H above or from the applicable workshest on page 2) F
6  Additional amount if any, you want withheld from each paycheck 20 o o o S B i ek 6%
7  lclaim exemption from withholding for 2017 and | certify that | meet both of the following conditions for exemption,

® This year | expect a refund of all fadera| income tax withheld because | expect to have no tax liablijty.
lfyoumeetbothcondiﬂons,write“Exempt"here. e e e 7]

Under penalties of perjury, | declare that [ have e A
M(/d‘*- {,f’ : Date m "l ?"

Employee's signature
\ :
8 Employer's name and address (Employer; Complete lines 8 and 10 only If sending to the IR8.) ! 9 Offics code {optional) , 10  Employer identification number (EIN)

(This form Is not valid unless you sign it) »

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 OM:‘ ;:nl'ﬁf;_gow
U.S. Citizenship and Immigration Services Exxpires 08/31/2019

Beotlon 1. Employee Information an station (Employees must e and sign Seotian 1 of Pt 1-8 no faler
than tha fret day of employment, but nat before avespting a fob ofter) @g ;

Last Name (Family Name) FIT Name (Given Name) Mlddle Initial ) Olhe; Last Nar;les Used {if any} l
fave o e o L~
Address (Street Numbbr ang Name) Apt. Number | City or Town State  |ZIP Code
2 [Sairdlaud Poavkpgo| s S

Date of Birth (mm/dcsyyyy) U.S. Sociaj Security Number _ Employes's E-mail Address Employee's"léelepho e uﬂ:er
o/14/ 1495~ |rH)- B[S Ade . efns wmnl® “‘b&(&

fecsleo pal S8
I am aware that federal law Provides for Imprisonment and/or fines for false statements or use of false documents In
connection with the complietion of this form. :

1 attas% under penalty of perjury, that | am (check one of the following boxes):
m A citizen of the United States

[[] 2. Anoncitizen nationat of the United States (See instructions)

D 3. A lawful permanent resident (Alien Registration Number/USCIS Number):

D 4. An alien authorized to work  until (explration date, if applicable, mm/ddiyyyy): ]
Some aliens may write "N/A" In the expiration date field, (See Instructions)

following document numbers to complete Form Lg: DR e s
CIS Number OR Form 1-94 Admission Numbsr OR Forelgn Passport Number. e A Ckeos

OR

2, Form |-84 Admisslon Number;
OR
3. Forelgn Passport Number;

L Country of issuance:

i
B Aol S - — oo
rer and/ér Translator Certifigation \shesk ofe)i |

syt netuse  progare o ysnatact (] A pspareds) dnlor vanaatr() Beslaidal ths ermpltiyen n amplating Section 1.
(Flelds below must he completed and $lgned when preparers andtor transiatars edsist &

1 8mpiiyes in domplgling 8gation 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.
Signature of Preparer or Translator Today's Date (mm/ddiyyyy)
Last Name (Family Name) First Neme (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form1-9 11/14/2016 N



Employment Eligibility Verification

Department of Homeland Security

U.S. Citizenship and Immigration Services

USCIS
Form 1-9
OMB No. 1615-0047
Expires 08/31/2019

ListA - ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title : : cument
L J%:) \v ‘&0\ Cer —L
Issuing Authority g Auth Auth
- =C N p) e oF A N
Document Number .| D ent Number Number
(T30 e gy | Bomn OU GG D
Expiration Date {ifany)(mm/dd/yym " | Explration Date (Ifany){manlyyw) Expiration Date (T any){mm#idsyyyy)
Lo\~ l4-20D0C N A
Document Title _ v
Issuing Authority | |Additional information ol mmm
Document Number
Expiration Date (i any)(mm/ddyyyyy)
Document Title
Issuing Authority i
Document Number ? )
Expiration Date (¥ any)(mm/idsyyyy) ‘;i
Cortification: 1 attest, under penaity of Perjury, that (1) | have examined the document(s) presented by the above-named employse,
(2) the above-listed document(s) appear to be genuine and to refate to the employee named, and {3) to the best of my knowledge the
employee is authorized to work In the United States,

o e L

'I'{l;{ empioyee's first day of employment (mmiddlyyyy): c>5 - (¢ ~2O0\7) (See instructions for exemptions)
- Dyenor Aythoriaed Rep: Today's Date(mm/ddsyyyy) Title of Employer or Authorized Representative
.0 Y ..» OS5 -({~30l7 oo
RME ployer or Authorized Representative Employer's Business or Organization Name
LOL.% E \lih\ \Q (&) EMPLOYER SOLUTIONB STAFFING GROUP LLC
Employer's Business or Organidgtion Address (Street Number and Name) |Cityor To?- State  [Z1p coge
7480 FLYING CLOUD DRIVE SUITE 200 MINNEAPOLIS MN 5344

o) TR

W 6pplicah 8. Date of Re rgﬂfw
Last Name (Family Name) First Name (Given Name) Middle Inftial | Date (mm/ddlyyyy)
: 8 previous gr, ' orizalion hds explred, movuamalnfamuonwmm'
continuing employment authorization In the space provided befow,
Document Title Document Number Expiration Date (if any) (mmaddiyyyy)
| attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to work In the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individuat

Signature of Employer or Authorized Represe

ntative

Today's Date (mm/ddyyyy)

Name of Employer or Authorized Representative

Form I-9 11/14/2016 N










[ SPATLIOL VNN

" 4 CERTIFIC

ATION OF VITAL R

R S5

FULL NAME
LASHONDA LEE ETHRIDGE
SEX DATE OF BIRTH _ TIME OF BIRTH
FEMALE JANUARY 14, 1995 04:56 PM
CITY OR TOWNSHIP OF BIRTH counry
MINNEAPOLJS HENNEPIN
g PARENT(S) PARENT(S)’ BIRTHPLACE
”‘E MICHELLE MARIE STANDING SOLDIER (STANDING SOUTH DAKOTA
ot SOLDIER) ;
{ JAMES FREDERICK ETHRIDGE MINNESOTA-

-‘_g By

AMENDMENTS MADE PRIOR TO AUGUST 08, 2000 FOR THIS RECORD ARE NOT NOTED ON THE CERTIFIED COPY.,

S

R ERRR

THIS IS A TRUE AND OFFICIAL RECOR) OF THE BIRTH REGISTERED IN THE
OFFICE OF THE STATE REGISTRAR. DATE FILED: JANUARY 31, 1995

PLACE ISSUED: HENNEPIN S,ﬁ,_._ m_"‘.

DATE ISSUED: FEBRUARY 23, 2009 State Reglstrar

BIRTH CERTIFICATE R

ST P

GBS LI Bt L




EMERGENCY CONTACT INFORMATION

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

Employee Name: L&M_ _"@/\-V?&s Q

s (32 S St Bl 2 00\ Ro & o) S$EH

Home Phone: .MM%}

| | : EMERGENCY CONTACTS b
Please list two pRaple (in priority order) wha vould be sohlanted In case of an émargehcy

Contact #1

Name:Tm W\.Vz Cﬁgz
Relationship; ’FW |

Home Phone: qg'} 'S(_QL{ = QOBQ

Cell Phone:

Work Phone:

Contact #2

Name: N : th
i\/\xdru,k(ﬂgb {*ﬁ/\ oy

Relationship:

Home Phone:. b’\ } 402 ’o’q'? \

Cell Phone:

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 you do not p: ovide a written election, v ages will be paid by paper Check.
SECEION | BENSIE PN EORVETFLO

EWH ~ ~ 4 ‘ { A, ¢ {iast 4 £1is . Bve BRI
A A e AW { ' 3y i > [~
SHCTION & ARG Ao

|| D& Deposit (Please complete Sections 3 and 5 below)
| ~{"Payroll Debit Card (Please complete Sections 4 and 5 below)
SEEEION S DIREC DEROST
[0 Update Bank Account

Bank Name:

NailemctDepnsitacmwrtsmaytukeupto7daysm be activated
[ "] Paper Check (Please complete Section 5 below)

: I understand and acknowledge that if I do not provide a

: vaided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs

Routing# incurred if the account number that I provide is incorrect,

&
{
0
[

B Account#

Initial Date

Account Type:  [] Checking [ Savings []Other

To helpusavoidmaldnganeu'or, please attach a copy of a voided check, (a deposit slip will not work)
If yon change banks, donotcloseyomoldbankamnntnnn]yomdﬁectdeposithasstanedatﬂwnewbank,whichmaymkﬂpaypeﬁnda

SECEION L PANROLT DERLE CARD (GLOBNE GASEE AR

Fedmdhwmqnhmaﬂﬁnmdﬂinsﬁmﬁmsmobmin,vmi&mdmdhﬁ)maﬁonmmidmﬁﬁes eachpersonwhoopensanacconnt.lnorderto
mquestaPayrollDebitCardforyou,wemustprovideaﬂofthefoﬂowinginfomaﬁmthatvﬁﬂmabhtheﬁnmcinlinsﬁhﬁimmidenﬁﬁyomIf
you do not submit a Direct Deposit/Payroll Debit Card Authorization, BSSG will provide the necessary information and issue youn a Payroll Debit
Cardwpayyourwages.Foryompmtecﬁon,theﬁnmdﬂhsﬁmﬁonmayaakyoummﬁdemmwdiﬁmﬂﬁenﬁﬁcaﬁmMmMmthaym
verify your i

identity.
Except for the ronting and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions, On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the terms and conditions. You will
thensignanhowlndgingﬂmtyoureceivedthePaymllDebitCm'dandpacketYourPayro]]D i i
wages, -

CARDHOLDER INFORMATION (as You want your Payroll Debit Card to be issued)
2 I MI. - D B :
nd a ./ F BCTA-1oq5
-~ :

2.2 A <11
<o B os 200>

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

| Payroll D;];;tczarl(;ilouﬁng# Payroll Debit Card Acconnt # Ma - 223 - Oiqqq
I have receive i

other required withholdings

, i debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

¢ e gmail. Cong

Al only be used to sgnd your paystubs electronically

UW q - Datgﬂ /// P as




Authorization

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 recelpt of these documents,

First Middle (OO last U
none) i

Other names used:
Current county of residence:

Current and former addresses:

- current U %9— </h'\' S’\' ‘ 9 VM(PW—IL LWS S 07

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

D= 1Y Age T Yz-29-51(g
Date of birth Social security number

Driver’s license number & state Name as it appears on license

Report Cop_y: 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: 1,

‘.,W&~(/“ g’“/lf}_

/ Signature Date




-employer solutions staffing group..

L everaging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made thisﬁa’ay of [u% , 201 ) between
Empjoy jor 2 pproup LLC, hereinafter réferred to as “employer”,

ereafter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

1 s i e wras 4l oY

Employer Solutions Staffing Group LLC, Representative




. employer solutions staffing 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
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugat, destruido, perdido en
el correo, efc), usted debe notificar a Su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

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
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): ,CLS "LO Vkédﬂ__ JEﬂ/\ ' l\dﬂ O

Signature/Firma: %M (




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.

Notify your emplover immediately of any new injuries or conditions that impact

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 reag jesponsibilities and agree tq 3/

I/




o OO0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OME No. 1645-1500
Internal li.ga?tfu?asavlce i » information about Form 8850 and its separate Instructions Is at Wiww.irs.gov/form8850,

Job a ant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name I “

‘;;h M&_— %Vu dﬁ {_ Soclal security number p &f}g 'm 'zSYl g
Strest address where you live J 912)2 S‘ﬂ" ML‘(’ }Q‘D‘a s 3
City or town, state, and ZIP code g@, i Paud PM e

County ‘ A m g m Y @\)“’DY\ Telephone number ‘M@'

If you are under age 40, enter your date of birth {month, day, year) b ! / i Lﬂ' ﬁ{
7 4

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 Check here if any of the following statements apply to you.

® | was referrad here by a rehabllitation agency approved by the stats, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

® lam at least age 18 but not age 40 or older and | am a member of a famlly that:

a. Received SNAP benefits (food stamps) for the past 6 months; or

b. Received SNAP benefits (food stamps) for at least 3 of the past 5§ months, but is no longer ellgible to receive them.

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

® | received suppiemental Security income (SS) benefits for any month ending during the past 60 days.

L ]
5
n
<
g
g
g
=
.
3
g
1
g
o]
B
g
_O‘
B
=
]
8
E
=~
3
8
o
=
=
5
=]
3
2
7]
3
5
['s]
=
(]

4 [ Check here If you are a veteran entitied o compensation for a service-connected disabliity and you were discharged or
released from active duty In the U.S. Armed Forces during the past year.

5 [ Check here If you are a veteran entitled to compensation for a service-connected disabliity and you were unemployed for a
IS7iad or periods totaling at least 6 months during the past year.

6 Check here if you are a member of a famlly that:
* Recelved 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, 1897, ended durlng 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 couid be made.

-~

[ Check here if you are In a period of unemployment that Is at lgast 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

= ——
Signature—Aj]| Applicants Must Sign
Under penalties of perjury, | declare that | gave the above Information to the emplayer on or before the day | was offered a Job, and it is, to the best of my knowledge, trus,

Job applicant's signature > 7,5(;{, g . Datgg S "’/ {’ { =

For Privacy Act and Paperwork duction Act Notice, see page 2, Cat. No. 22851L Form 8850 (Rev. 3-201g)




Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE M

EMPLOYER SECTION: e '
Client: Company:
Employer Solutions Group
Location: ' Position: Starting Wage: $
EMPLOYEE SECTION:

mplpyee Name:

2 vidge mMZSﬂ\ St 01 3 |V (Drk | <o

Date of Birth: =~ Have you worlled for | If yes, location:

$93:09-SY (8] LI IG5 S o] Shmemicie

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) S/ D
at any time since Angust 5, 19977 Pigase provids ,,‘ on bgloy.) P
N of person fvi &bmﬁts: BB RS (L o ! ;"A:”"""" to you: gu
City: ) i ] County: {-t{ g 5 Y7, Hi; ! /
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? Iv l:l
(If yes, pleass provide information belo Ty V7.
N fﬂ{pmonreoeiving enefitt: () NN 0L VY Y Relationship ¢ you:_g_llL
NN P s v an T
" : * 4
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? D Q’
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy 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 provids their location information below:
[ Vocational Rehabilitation Agency [ 1 Dept. of Veterans Affirs [ Bmployment Network (Ticket to Work Program)
Name of Agency: Phone #:

*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

S. Are you a Veteran of the U.S, Military? *[f'yes, please provide a copy of your DD-214 and letter of . separation,
(If yes, please provide information below, If no, please continue to question #6.)

O
S

Dates of Service - From: / / To: / /

Branch of Service: ;

Are you entitled to or are you receiving compensation for a service-connected disability? D D v
6. Have you heen unemployed at any time during the last 12 months? D S"

If yes, dates of unemployment - From: / / To: / /

Did you receive unemployment compensation at any point during your unemployment? D [:l

If yes, dates received unemployment compensation - From: / / To:___/ / L
7. 'Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months? D E

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?
*lf you checked yes please provide a capy aof your CDJIB card,

8
O

CA Residents: Are you the child of foster parents? D Do you receive CalWorks? I:I Workforce Investment Act?
Are you a migrant or seasonal farm worker? Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?
PLEASE READ, SIGN, AND DAT

Under penalties of perjury, I declare the info

A
onlahove 1o be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such verificatipn or atio  be needed to determine tax credit eligibility to my employer, employer representative (Associated
Consultants, Inc. dba Retrotax), or ient g r.’
anature: ) \ L) (D) (A Salte 174
New Employee Signature: /. ; / = Date:
74 = ¥




Qualified Long-Term Unemployment Recipient

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

Client: Company:

Employer Solutions Group

Location: ]t:ilg Name: g = d.:{L s&ﬂ“% S\ { gl
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: i To;
From: / / To: / /
Prom: /l_/ To: / /
[J  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 is true and correct to the best of my knowledge.
4

ek

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 Re uirement —

Unemglozment Acknowledgement

It is your responsibility to contact ESSG (for instance, by calling 852.277 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 assig ends. | also acknowledge that | have received
a separate copy of this form., wlniﬁab

S

CMG_SM - Rev. 09.2013
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ng my employment
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Antlhatassmem Policy, 1
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RECEIPT OF EMPLOYEE HANDBODK ANp EHPWYMEHHT-HU. STATEMENT

mployee H dbook ang unde dthatit g orth the terms and conditiong of my employment as
well as the g, ©8, responsibilities and obligationg of my employment Pany, | unde d
and agree that itis my responsibility to abide by the fules, policies and stang 8 set forth in the
Handb

l also acknowledge that, except for the Policy of at-wij) 8mployment, ESsG reserves the right to
revise, dejete and add to the Provisions of thjg Employeg Handboog, All such revisions,
deletions o additions Mmust be in wrj

ting .
oral statements or representations €an change the Provisions of this Handbook, I also

Without cayse Or notice, at any time. N

declslon, term of eMployment o co;ldltlon ofemployment can be establisheq by any other
statement, conduct, Policy or Practice,

I understang the foregoing agresment concerning my at-will employment status ang the
Company's right to determine and modify the terms ang conditions of employment js the solg
and entirg agreement between me and ESSG concerning the duration of my employment, the
clrcumsunm under which my employment may be terminateg and the clrcumstancas under
Which the terms ang conditiong of my émployment Mmay change, | further Understang that thig

agreement Supersedas ajj prior agreements, underatandlngs and representations Concerning
my empioyment with the Company, '

If 1 have Questiong regarding the content or interpretation of this Handbook, I wiil bring them to the
attention of ESSsG, '

DATE S—( |- [5 4

EMPL EE 1 \

NAME% vida ¢ .
i PLEASE PRINT

EMPLOYEE 7 / g

SIGNATURE \ "

ESsG :
REPRESENTATIVE

23



——

acknowledge that .l have be_en given the Opportunity to ask Questions and express concerns

1. This handbook s intended as g gulde and not an employment agreement that
Creates

a contractuaj relationship, ang that the employment relationship may be
terminated at the will of either parly at any time, _

2. The changing needs of the business wjj require alteration in method, practiceg and
policies, and the company wilj Unilaterally revise, as hecessary, to mest these
changing needs, : '

- 3. lagreeto notify my ESsG Consuitant immedihtaly of any change in my personaj
data such ag phone Number, address, emergency notification, ete.

Date: . X

Associate's Signature: ?%Molc . iyl

Associate's Printed Name:

Orientation Provided by:

24




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 conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described In the policy may resuit
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test,

\
! gg {ﬂ Qﬂ d @ % vl Q_
dividual's Name

S-l{-{F

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



employer schtiom rticrwide oup..

“3ahan | tn e o Vo bma o Kb, T e e

‘Enhanced MEC Plan_Plan 1 il

Benefits Enroliment Form [ New

Employec Iniormation

employer solutions staffing group w ) ESNG | 0
* Leversging Rescurces in a Changing Merkes gl \

I Rehire RehireDate_

Soctal Security Number

G e LA Tl City . 4’ - L;-p COd,{—l a
TS S b IS MN | Sse
ender ﬁ:lg O Married | Divogmed Emcn)A ll-:l' / ’qq S—- D\%ETT——['}—

ﬁPhon( ‘Nunlher: - ;;- l- d - S \\ .

Please Select Desired Coverage:
|:' Employee Only - D Employee+Spouse - Employee+Child(ren) - D Family -
 $24.00/Week $38.00/Week $36.00/Week $63.00/Week

Relationship
r ‘
@‘W" ‘ LY S 3@/ Iﬁe [ Spouse Child
m’(o\ 2005 | O Femae O Domestic Partner
; A '_*_ P 1 RS i i |
Social Securiy # Blrth Date | Sex Relationship
[ Spous Child
[Fiisi Name M, Last Name E liar:leale a eDomt!éltl!:D Partner
Lt Y oy T Hir A ¥ s Soaalsecurﬂy# Tt B'rm_Dm ! sa.x 5 R.e]_aﬁ _P.. =
[ Male Child
et Name ML ame C] Foie | O Spgs . O
A:'L‘..;"\wk\v.{.}i“l . _‘I—v“;" y X EFF. DATE
= " J EFF. DATE
EFF. DATE

Employee Acinowletdgemeant and Authorization - | herehy apply for the group benefit(s) as indicated. | ac|
any misstatements or faliure to report Information may be used as the basls for cancellation of covera,
effective date, Further, I authorize my employar to make the necessary payroll deduction of premlums

IF ENROLLING Y&L MUST SIGN HERE

Employee Signatura i Date g \ \\' \?-'
ewrioveesbeclnve ~ [1 | am DECLINING coverage ' '

| understand that | and/or my dependents, if any, walve any coverage and deslre to participate in the plan at a later date. lfwe may he considered a late enroliee and
must meet the raquirements defined in the Certificate of Coverage for the company’s medical or dental plans. If | decline enroliment for myself or my dependents
(Including my spouse) becauss of other covarage, | may, In future he able to enroll myself or my depend In this plan, provided I request enroliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a resuit of marriage, birth, adoption, placement for adaption of parting suilt
of adoption, | may be able to enroll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING- ¥OU (MUST SIGN. HERE
Employea Signature Z/&\ é < Date g—— { l = { ?»

Employer Solutions Staffing Group Health Benefits Team
PO Box 46270 Minneapolls, MN 55344-9956
Phone: 952-767-9519 Fax: 952-767-8515
Email: Health@employersolutionsgroup.com

knowledge that all entries are true and complete and that

ge for me and my dependents), if any, from the original
for coverages | have alected.




Fixed Indemnity Medical Benefits Plan 2
. VS| 219301-ESG-1 LOCATION

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

INT USING BLACK or BLUE INK (Must Be Filled Out) ,ﬁ
(Ja"‘% %(Muﬁ@ By dac TP sy 6 (57000 oands EE
B o & ootz e 022

; i StmN Zip SS b?’ \ Date of thcﬁg_

OFFICE USE ONLY

RehireDate_ _ 7/ /

oL/l
. Vi
B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? E¢esDNo If Yes, please continue

Medicare Health Insurance Claim Number (HICN f Medicare Effective Date

Eteﬂiwered Eersom’.‘ &"jb; X Q_«QWD\ ;‘3& .

C. LIMITED BENEFITS PLAN SELECTION

You MUST select a coverage level before any benefits in Section C. Your coverage level for
identical. The Fixed Indemnity Medical Plan,
Insurance Company. The Vision planis

Payroll Deducted Weekly Rates

the all benefits in Section C will be
Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL ' "‘i‘:;;giﬂ"w DENTAL VISION TERMLUFE | SHORETERM
Employee Only D o $20.25 @g $6.17 m $2.42 @ $0.60 m : $a.20 [
Employee + 1 [_] $41.10 $12.34 $4.92 $0.90
Emplayee + Family [ | / $54.89 $20.36 $6.56 $1.80
__ NO1to ALl Benefits DYes D No DYes D No DYes D No DYes D No DYes D No

'This coverage is not available to residents of NH, HI, 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
~
Name g v ial Security # | Date of Birth ] Sex } Relationship
AW A LY, = A 7 aall ":=:==_l5101o1mn--5-9r:virar el
“Name J i Social Security # | Date of Birth | Sex Relationship
) : a IEI ' [l Spouse [Ichild [ Domestic Partner
Name wm—“i«S*c—J'c—:i“al Security # ' Date of Birth | Sex i Reiat?c;ship o it e
N 1 | IMITE] | [5pouse [ chid [ Domestic Partner
Name

' Relationship

-' w; Social Security # ' Date of Birth iﬂééx
1 MI[E] I spouse [ chitd[Jpomestic Partner

/7

R U S

E REQUIRED SIGNATURE | DATE, EVEN IF YOU DECLINE COVERAGE __
| have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
2 limited time and | understand that making no beneftt selection s a declir E e R

This is an Essential StafCARE Enrollment Form,

'YOU MUST SIGN AND

| B> SIGNATURE 5~ ,




