E-Verify: Print Case Datajis - Preview

Case Verification Number: 201 7228082113LY
Report Prepared: 08/1 6/2017

c::mm Information

Company ID: 47429

Emglg!ea Information

Company Name: Employer Solutions Staffing Group

Last Name: fiores morales First Name: iujs

Date of Birth: 07/01/1989 Social Security Number: *** + 8427

Hire Date: 08/16/2017 Citizenship Status: An allen authorized to work

Document Information

List B Document: School ID card List C Document: Social Security Card

Allen Number: 208252181

Case Status Information

Current Case Resujt: Employment Authorizad Employer Case ID:

Case Submitted On; 08/16/2017 Case Submitted By: SGLAG832
SENSITIVE BUT UNCLASSIFIED

hﬁps:/le-varlfy.uscls.govlweb/PdntCaseDetalls.aspx?CaseVerNum=20172280821 13LY
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PO Box 46270
J Minneapolis, MN 55344-9956

Tel: 952.835.1288

- www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application
| Personal Data- PLEASE PRINT LEGIBLY-IN-NK

4 Last Name &gﬁ \% First Name LL:';; E; ﬁLQ Middle Initial _&

Street Address B84 61 ([ x s BSQH W\ AptiSte
City/State/Zip ’\jm D' 3&; BHo 21 Sociai Security Last Four XXX-XX-

¢  Phone Number 6[2- q,oltﬁ_lsiﬁ Email Address \Q;Zz&; 9 @ %m," Coan
Staffing Agency/Recruitment Partner ¢~ fh‘ O

All offers of empiovment are conditional upon satisfactory proof of Identity and legal abiiity to work in the U.S.A.

Are you legally authorlzéd to work In the United States of America? E’YES [INO
Applicant Certification and Authorization

I authorize Employer Solutions Staffing Group (ESSG) fo use the Information and statements contained In this application to determine my
qualifications for employment. | authorize ESSG fo make inquliries of my former employers, except as indicated In this appllcation,
regarding my previous duties, responsibilities, performance, compensation and ellgibliity for rehire,

| understand that a comprehensive background check may be conducted to determine my ellgibility for hire by certain cllents of ESSG.,
This may include but Is not limited to, investigations of eriminal and/or conviction records, driving records and/or a drug screen test as
required by cllents, government regulations or by ESSG policles.

I 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
conslderation for employment or, i discovered after | begin employment, will resuit In my termination.

If hired, | agree to abide by the policles and procedures of ESSG.

AML _Lé'iﬁﬁ'f% Momles $~15-17

Name (Print or type) Applicant's Signature Date

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

For ESSG Office Use Only
DOH NHW -8 8850 w4
Emergency Contact Info Background Release Form Background Resuits Unempioyment Letter ESC Application
(if applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG Rev. 04/2017




L]
The exceptions don't apply to sy, plemental C] Nonwage Income. If you have g large amount of
FOl'm W"'4 (2017) greater th';'ﬁ $1 .()l:lo,ouo.l:“y i e nonwage income, such as lmaresta;gr dividends,
Basio Instructions. It you aren't exempt, complste canslder making estimated tax ents using Form
1040-ES Tax for Individuals, Otherwise
Purpose. Complete Form W-4 so that your the Parsonal Allowances Worksheet below., ?ha ou may owe additional tax, If you have pensfon &
Oy b Conar oo roe oy, iees o page ety ety e See o 500 G 00
W-4 each x::r and when your persona? or finanoial deductions, certain credits, adjustments to Income, adjust your withholding on Form W-~4 or W-4P.
situation changes. or two-eamers/multiple jobs situations, Nr?deﬂmem or multiple jobs, if )Jrog t;‘gve ath
Exemption from withholding. If you are exampt, Complate all warkshests that apply. However, you oriing spouse or mora than one job, figure the
complete only lines 1, 2, 3, 4, and 7 ang sign e may oldim fewer for zaurg Sllowanbee, For reguler g’t:'""”g's S """Wﬂ:';l?&syff’r'; arg:lntu?ed fac=n
form to validata it. Your exemption for 2017 expires wages, withholding must be based on allowances Vs %ur Let A w% ba%‘g’;? agc"d‘m
Febrmn‘ls. 2018, See Pub. 505, Tax Withholding you claimed and may not be a flat amount or wheneh auowaneesnagreuaculala“ymed onthe Form v g
g atad Tax. percentage of wages, for the highest ﬂlﬂg Job and zero allowances are
Note: If another person oan clalm you as a dependent Head of household, Generally, you can claim head claimed on the others. Ses Pub, 505 for detalls,
on his or her tax rath.¥nu can't claim exemption of housshold filing status on your tex return only if snresident afler: It you & & nonresidant allan: sas
g hbolding f your Tota Inoom exoeeria §1 o o ota Mmatrid and pey-mers s gl Notice 1382, Supplemntal Form W-4 Instiustions o
exemple, Interest and dividends). dependentie orot arquanf;élg?d){:ncggdguala gg?: g:""’:'d’“ — ‘l’;‘“ °°'"P"’“"!i B f‘;'v'_":
ns, An empl be able to claim . ’ mptions, Stan uction, an esk your withho ng. your Form takes
S o e St e s Ell rmmalent, S| v e oo, fow the amount you are
a dependent, if the employee: Tamax ﬁmﬁ:}: “"mg,ﬁ“’m’u";ﬁﬂﬁﬁ?"’ i for 2017, See Pub. 585 eapegiglcl,y ur earnings
* ls age 85 or oider, withholding allowainoes, Cronits o omeenC dependent  ©xoeed $130,000 (Single) or $180,00D (Marriat).
* Is bfind, or care expenses and the child tax credit may be alaimed Future developments. information about any future
Remized Gosuthon: o e gL oredts o Sooful Larorel Alowanoes Workahastbeow, - ceval B anacta St e o Bt e posted
itamized deductions, on his or her tax retum, .,,?dn;’ into withhol auoc,a,!:c:m e :tg www.lrs.gov/wd. i
Personal Allowances Worksheet (Keep for your records.)
A Enter “1” for yourself if no one eise can claim you as a dependent. . . , ., ., . . . A [

|

* 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 }
* Your wages from a second Job or your spouse's wages (or the total of both) are $1,500 or |ess.

C  Enter “1” for your spouss. But, you may choose to enter *-0-* if you are married and have either a working spouse or more

than one job. (Entering “-0- may help you avold having too little tax withheld)) 3o DS e 5B S

Enter number of dependents (other than your spouse or yourself) you will ciaim on your tax raturn . 5 o o

Enter “1” if you will file as head of householid on your tax retum (see conditions under Head of household above)

Enter “1” if you have at least $2,000 of child or dependent care expenses for which you pian to claim a credit

(Note: Do not include child Support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)

G  Child Tax Credit {inciuding additional chiid tax credit). See Pub. 972, Child Tax Credit, for more information,

® if your total income will be less than $70,000 ($100,000 i married), enter “2” for each eligible child; then less *1” i you
have two to four eligible chiidren or less “2” if you have five or more eligible chiidren.

® If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter *1* for each eligblechid. G
H AddlnesA through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum,) » H

® If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
Foraccuracy, | and Adjustments Worksheet on page 2,

mmg
mTmMmO O

complete all ® if you are single and have more than one Job or are married and you and your Spouse both work and the combined
worksheets eamln?s from all jobs excead $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Workshest on page 2
that apply. to avoid having too little tax withheld,

® If neither of the above 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 to your employer. Keap the top part for your records.

e w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074

Department of the Treasury P Whether you are sntitied to claim a certaln number of allowances or exemption from withholding Is 2 @ 1 7
Internal Ravenue Service subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1 Your first name and middie Inftial Last name 2 Your soclal security number
Luis G flores Morgles £96-c6-6437
Home address (wumber and strest or rural routs) 8 K singie LT Marriea L] Married, but withhold ax higher Single rats.
%O"’ < qi’\" croit S ‘)"’ Note: If married, but legally ssparatsd, or 8pausa Is @ nonresident allen, check the *Singla” box.
City or tawn, state, and ZIP code 4 Ifyour last name differs from that shown on your soclal security card,
Ere S goﬂ Ly T Sy o P , check here. You must call 1-800-772-1213 fora replacement card. P[]
5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6  Additional amount, if any, you want withheid from each paycheck O 0o 5 0 0 0 © o 6 o o o 6[$
7 I claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. ' i
® Last year | had a right to a refund of all federal Income tax withheld because | had no tax liabliity, and
® This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
If you meet both conditions, write “Exempt” hera . . . . ST - S e SR s A7 |
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it is trus, correct, and compiete.

Employee’s signature ,
(This form Is not valld unless you sign it) » Uiz %M Y4 Date» & - 5-]17
8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) | 9 Office code {optional) | 10  Employer Identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No. 10220Q Form W-4 (201 7




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

U.S. Citizenship and Immigration Services 0&?&206;2112?)2‘;7

P>START HERE: Read Instructions carsfully before compisting this form. The instructions must he avallable, either in paper or electronically,

during completion of this form, Employers are llable for errors in the complstion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an Individual because the documentation presented has a future explration date may also constitute Illal discrimination.

section 1. EmpleyeeTnfarmation end ARestation (Employess st compiete and sign Sevtian 1 o7 Farrn 19 h lafer
thari the firss day of employmént but nai Hefare Gaospling & fob offer) _
Last Name (Family Name) First Name (Given Name) Middle intial Other Last Names Used (ifany)
FlLopnes MDRALES LuVS G
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
or 1+ St Pees ¢ o} UF | SYoA/

Date of Birth {mm/ddfyyyy) U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number
©2-ol-1a9q |ighlel"|ole] -l 2[2- 96N -

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

| attest, under penalty of perjury, that | am {check one of the following boxes):

[[] 1. Acttizen of the United States
(] 2. Anoncitizen national of the United States (See instructions)
D 3. A lawful permanent resident (Alien Registration Number/USCIS Number);
DA. An allen authorized to work  until (expiration date, if applicable, mm/dd/yyyy): Ne
Some allens may write "N/A" In the explration date field. (See Instructions)
Allens authorized to work must provide only one of the following document numbers to complete Form 1-9: Do ﬁzm;&'ﬁ,";’g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number,
1. Allen Reglstration NumberiUscis Number: o (, - 2§22 -6l
OR
2. Form 1-94 Admission Number:
OR
3. Forelgn Passport Number:
Country of Issuance:
Signature of Employee Today's Date {mm/ddiyyyy)
.L_;:e res  Mesrn s og/15) 1D

Freparér and/or Translater Gertification {oReck'one)i ’

I it nal use a prepast or translator [] A pragarer(s) aneror transtators) adsistad thy empieyeb in camplating Segtion 1.

helow must e bampléted ang signed when Emparm andfyr transiatgrs bssist ah emplayge h?mqampfpﬂnq Beatioh 1)
i attest, under Penalty of perjury, that I have assisted In the completion of Section 1 of this form and that to the best of my
knowledge the information |s true and correct.

Signature of Preparer or Transiator

Today's Date (mm/ddiyyyy)

Last Name (Famity Name) First Name (Given Name)

Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form I-9 11/14/2016 N




Employment Eligibility Verification FUSCIIsg
Department of Homeland Security 'orm I-
UsS. Cnﬂzanshipand Immigmion Services OMB No. 1615-0047

Employse Info fram Section 1 e \A

! m A DR
—_ [dentityand Employment Authorization
FDrowmem Titie

lssulng Authority

Document Number ;W%W\'\;oﬁ - am
[1] m
O 27 %giza Olo- o7
maidfyyy)

Expiration Date (# any){mmiddjyyyy) _{ Expiration Date ( any)(mm/ddyyyy) “Expiration Date :ny m
. (- B\~ 20007 N R

Document Title

Issuing Authority 4 | Additional Information - ‘m'*gn‘;t %}ns’nmfm

Document Number

Expiration Date (T any)(mm#Aidfyyyy) f

Document Title X

Issuing Authority

Document Number

Expiration Date (i any)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to he genuine and to relate to the empioyes named, and (3) to the beat of my knowledge the
employee is authorized to work in the United States.

The empléyee's first day of smployment (mnvdd/yyyy): C\lo- 2.9\ (See instructions for exemptions)

- 0iE Representative Today's Date (mm/dd/yyyy) i TmeofEmployerorAuﬂmmuRepresenhﬂve
O~ \b - Z O\ [Becruiter
s ;lzﬁ of Emplayer or Authorized Representative Employer's Business or Organization Name

5 3’4 : Employer Solution Staffing Gro
Employer's Business or Organization Address (Street Number and Name) City or Town State ZIP Code
7480 Flying Cloud Drive Suite 200 Eden Prairie MN 55344
A Now Nams R e K e PR [ T T z
Last Name (Family Name) First Name (Given Name) Middle inittal | Date {mmkiclyyyy)

e Yo

: Document Numﬁer | | Expltaﬂon.Data (iﬁny) (mnv/ddr}wy)

| attest, under penalty of Pperjury, that to the best of my knowiedge, this employes 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 refate to the individual,

Signature of Employer or Authorized Representative | Today's Date {mm/ddfyyyy) Name of Employer or Authorized Representative

Form I-9 07/17117 N Page 2 of 3







. Prescott

A e 17

High School
LUIS FLORES MORALES o011 7

wy e : 5

.:5.’
This card belongs to the Social Secmy"ity Administration and you must
. return it if we ask for it. \

-

. If you find a card that isn’t yours, please return it to:
; Social Security Administration
P.O. Box 33008, Baltimore, MD 21290-3008

For any ather Social Security business/information, contact your local
Social Security office. If you write to the above address for any business
other than returning a found card you will not receive a response.

Social Security Administration

(V1Y : 9
Form $SA-3000 (08-2011) & G58981467

] P : &




EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGEN CY - NOTIFICATION INFORMATION

Employee Name: __:!-ul Eu F(ore e
Address: _$tY 5-1 Cwil ) pﬂ“&ﬁ MY
Home Phone: _ 218 ~ ¢-71~ by

ErEmEs EMERGENCY CONTACTS S
Please list two peaple (in priomy arder) who gopld be contgated in case of an efmetgency

Contact #1 Home Phone; 7#/8~% 21~ 26?

Name: Mm;;&h WMore LLS Cell Phone:

Relationship: /7727 Work Phone:
Contact #2 Home Phone:

Name: Cell Phone:

Relaﬁonship: 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.

ee———



employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

5 1 G i 0y N Rl
|| Direct Deposit (Please
._ Payroll Debit Card (Please complete Sections 4 and 5 below)
SEERIONT S DR I DEROST
" 0 Update Bank Acconnt T understand and acknowledge that if X do not provide a
Bank Name: voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

complete Sections 3 and § below)  Note: Direct pepq t accounts may take up to 7 days to be activated
N\ Paper Check (Please complete Section § below)

Initial Date

® Tohelpus avoid making an emor, piease attach a copy of a voided check, (a deposit slip will not work)
- lfyouchangebanks,donotcloseyowoldbankawonmnnﬁlyumdircctdeposithasmrtedatmenewbank,whichmaytakeZpayperiods,

Federal law requires all financial institutions to obtain, verify, andrecordinﬁ:rmaﬁonthatidenﬁﬁes each person who opens an account, In order to
Tequest 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, BSSG will provide the necessary information and issye You a Payroll Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity,

Except for the routing and account number, ESSG does not have access to any information Tegarding your Payroll Debit Card account or
transactions, On your first payday, you will recejve Your new Payroll Debit Card, and a packet containing all of the termgs 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 MI Last Name Date of Birth
Street Address (POBQX 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
T'have recei

NUTHORIZ N T TN
Tauthorize ESSG to directly deposit my periodic wages/compensati ]
or authorized deductions, into my account(s) as designated abo itiate, i debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

» *E-maﬂ:_LQzﬁ&oq @ame, ‘ Com

this information will only be used™o send your paystubs electronically

Employee's Signature: Lu’-é Rcv-—es W\om\es Date & -5~}




Authorization

BGC and/or Orange Tree Em ployment Screen ing 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 business Purposes related to your employment. BGC

and/or Orange T, our 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: Please print the informatioz requested below to identify yourself for BGC.
%

Printed name; ETX] E(, (=
First Middle (O Last
none)

Other names used:
Current county of residence:

Current and former addresses:

Pees) Poit current — 0N Saink Ceopiy St Presetl § Suoaf
from Mo/Yr to Mo/Yr Street City, State & Zip

March Q015 Aeil poll I56S” £ /M, ool 1A Pee APHOI S¥-Fav) Ml 535)
from Mo/Yr to Mo/Yr Street City, State & Zip q
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.

©7-01-199¢ §26-cb- 642D
Date of birth Social security number
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: [1.

L.‘s léﬁL& Elﬂ_res -185~17

Signature Date




e 3

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this IS day of A‘J’%g-\i&’ 201jbetween
Employer Solutions Staffing Group LLC, hereina referred to as ‘employer”,
and hereafter referred to as “employee”.

WITNESSETH:

fficulty 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 pPayment 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.

o e

Employee Signature

Employer Solutions Staffing Group LC: Representative
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employer solutions staffing group.,

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.

CHEQUES DE PAGO PERDIDOS 0 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
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir gl 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

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): l Lis F‘Ores. Mawlas

Signature/Firma: LL;; F?OH’A} Mom’lfg




INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

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 retumn to work pPlanning and that you be released to return to work
at the earliest appropriate time.

Report to work ang 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.




rom OOD0) Pre-Screening Notice ang Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1500
E,?Sﬁ‘ﬁ."}q?v&fu'?m” > Information about Form 8850 and its Separate instruotions is at WWW.irs.gov/form8850,

Your name ’ o ﬂfﬁ Soclal security number €7b.6 ‘ 'bl‘! 22

Street address where you Iive _ﬁbﬁ-} hY C\'e,!ﬂ 54 ﬂggul —

—- ——Clty-ortown; state; and 2iP codg ’i-/}escbﬁ U ke
County m A P ‘erce_ Telephone number 6!7,'- 91541 | ~F5 4 3

If you are under age 40, enter your date of birth (month, day, year) B7—0! -9 q

1 [0 Check here i You received a conditional certification from the state workforce agency (SWA) ora particlpating local agency
for the work opportunity credit,

2 [ Check here if any of the following statements apply to you,
* |am a member of a famlly that has received assistance from Temporary Assistance for Needy Families (TANF) for any 8
months during the past 18 months.
® lam a veteran and a member of a famlly that received Supplementa] Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least 3 3-month period during the past 15 months.

program, or the Department of Veterans Affajrs,
* 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 8 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the Past & months, but is no longer eligible to receive them.

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

* | received Supplemental Security income (SSI) benefits for any month ending during the past 60 days

* |ama veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year

5 [1 Check here if Yyou are a veteran entitled to compensation for a service-connected disabliity and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that:
® Recelved TANF Payments for at least the past 18 months; or
® Received TANF payments for any 18 months beginning after August 5, 1897, and the earllest 18-month period beginning
after August 5, 1897, ended during the past 2 years; or

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

7 [ Check here if you are In a period of unemployment that Is at least 27 consecutive weeks and for all or part of that period
you received unir:p:.loymem compensation.

o Taedn oo el es
Signature —All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above Information to the employer on or before the day | was offered a Job, and it s, to the best of my knowledge, true,
lete,

correct, and comp|

Job applicant's signature p : L T':lb ros \}Wm(es Date #-/5-)3

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851 Form 8850 (Rev. 3-2016)
117-
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Location; Position:
EMPLOYEE SECTION:

this company before?
L &2b-0b-b123 |67-01 -a9 18 | YesT] NohT

First Name: Last Name: Suffix: Street Address: City/State: Zip:
lﬁs“_ﬂm_ﬂgé& &1 Qﬁﬁl?&oﬁ \ Recolx WA 2
SS#: Date of Birth: Age: | Have you worked for| E om:

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) |
at any time since August 5, 19972 (If yes, please 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? N
(If yes, please provide information below.)
Name 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? ||
Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you cheched yes please provide a copy of your SSI documentation,

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

County: State:
*If you checked yes please Pprovide a copy of your active Individual Work Plan and Ticket to Work documentation,

S. Areyou a Veteran of the U.S, Military? *Ifyes, please provide a copy of your DD-214 and letter of separation.
(If yes, please provide information below. Ifno, please continue 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?

O

O

6. Have you been unemployed at any time during the Iast 12 months?

If'yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
If yes, in which state did you receive unemployment compensation? ___

O O og

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date; Release Date:

Wasthisa [ Federal or [] State conviction? If State - County: State:

O O oo

Additional Tax Credits
1IEC (Native American): Are you or your spouse a member of a Native American Tribe? |
Ifyou checked yes please Pprovide a copy of your CDIB card.
CA Residents: [] Are you the child of foster parents? [ po Yyou receive CalWorks? [] Workforce Investment Act?
[ Are You a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [] Do You receive Family Independence Benefits?

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

individuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (4ssociated
Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: S Date:_§= (5 — |7




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: J anuary 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification

group,

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

New Hire’s Signature: LL}SJQL“»& Date &—15—-17

S
New Hire Name: vlg .ﬁw&

Social Security Number: & 7b- bl? - b4 27
Employer Name: Lu (3 Ovel

Please check the statements below if they apply to you,

| | declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

OO0 Ideclare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Nofics;

The Intemal Revenue Code of 1886, Section 51, as amended and s enacting legistation, P.L. 104-188, specify that the State Workforce Agencies are the
"designated® agencles responsible for administering the WOTC certfficafion Procedures of this program. The Information you have provided complating this
form will be disclosed by your employer to the State Workforce Agency. Provision of this information is voluntary; however the information is requlred fo
determine your employer's ellgibility for the federal tax credit

T e b e b b s —— s s

Public Burden Statement:

Persons are not required to respond to this collection of Information unless it displays a currently valid OM B control number, Respondents' obligation to
complete this form is required to obtain or retain benefits (P.L. 111-8). Public reporiing burden Is estimatad to average 10 minutes per response, Including the
time for reviewing Instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Informetion. Send comments regarding this burden esfimate to the U.S, Department of Labor, Division of Naional Programs Tools Technical Assistance,
Room C-4510, Washington, D.C, 20210 (Paperwork Reduction Project 1 205-0371). Please do not submit completed forms to this address,
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employer solutions staffing group..

ement —

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 to
affirmatively request an additional suitable Job assignment, (2) refuses
without good cause an additional suitable Jjob 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. Lem _ (Initial)

@

Z.u.'é HO:«. MO&O\‘G E~15~17

Employee Signature: Date:

Lt 218 ﬂo.ec, W\Dmgs

Employee (please print your name here)

CMG_SM - Rev. 09.2013




employer solutions staffing group..

e

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.

Employee Name (Please Print)

_L\L'.L Rc«res M@S‘

Employee’s Signature:

L"“ Fares MJHJ"" Date: ¥-18-173




».

employer solutions staffing grdupm

ESSG WORKPLACE SAFETY POLICY

It is ESSQ’s policy that all employees should be able to enjoy a hazard free and safe
work environment. Itis ESSG’s duty to:

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(3) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

(6) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

s Responsibility to work in compliance with OSHA laws and regulations
* Responsibility to use personal Protective equipment and clothing as directed
by the host employer

® Responsibility to report workplace hazards and dangers
* Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

® Right to refuse unsafe work

* Right to know or be informed about actual and potential dangers in the
workplace

* Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.




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 employer immediately of any new injuries or conditions that impact
your physical condition.

i itis-neee K'due 1o a work injury, you must be seen

i:;y 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 agree to abide by these guidelines.

Signed:

Printed Name: Lb’; ﬂovg




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.

2, | have re

3 gnlire DELAHS-POHEV-3na g aware-ant 'f
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 result
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.

leny-es mAQS
Individual’'s Name

&—15~)7
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10




| a8l . 2193018561 Jormce i ONLY LOCATION RehireDate__/__,
|
ENROLLMENT FORM ESC CUUNAC-MN) P1 v18
A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must BeFllledOw)
Name Social Security # | Home Phone Sex
Ls Flows Moo bae]
Address Apt. #
gou 5‘ Q_!.g_ﬁi ‘Pwsco“
——~§# State Zg o
1 -&1_:95{3 RN Yo7 o2 oa/ qq
B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? I:IYesDNo. If Yes, please continue
Medicare Health Insurance Claim Number (HICN) Méaf;;r_e Eff-;ctive Date
N;me-;f iy dPe-r;on(s)—— i T St i Be-ag B
1. 2, 3.
C. LIMITED BENEFITS PLAN SELECTION e Payroll Deducted Weakly Rate
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 Insuran_ce Company.
FIXED INDEMNITY SHORT-TERM
SEL;CT COVERAGE LML MEDICA_L p DENTAL | VlS!ON TERM LIFE DIS AB]I.IT‘! 2 '
i Employee Cnly Y $2028. (@) sear B $242 [ " s0.60 Bl _$4.20
Employee + 1 [ $41.10 $12.34 $4.92 $0.90
. Employes+ Famity [T |~ e SO TP ER oo O R T )
e oot Berefs Fol] Llves CINo | Clves Lo | Dves Clve [ Ives Lo | Clves Tl
! This coverage is not availdble to residents of NH, HI, or PR. 2STD is not available to persons who work in CA, HlI, NJ'...,NYL orRl
For Term Life / Accidental| Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is part of\the Term Life Benefit.
Name Relationship
D- REQUIRED DEPENDENT INFORMATION 3
Name Social Security # | Date of Birth | Sex ! Relationship
e S N T [ISpouse [ ] child [] Domestic Partner
Name | Social Security # | Date of Birth Sex Relationship
i 7 IE ! spouse []child [ Domestic Partner
N e S | R I 2 - T e e, S L LOMESTIC Partner
Name Social Security # - Date of Birth | Sex . Relationship
Nama L /| MIE] |1 Spoue I chia[Toameste artner
Name Social Security # ' Date of Birth | Sex i Relationship
o P e L DL IMITE] Clspouse [T chid [ Domestic Partner

E. REQUIRED SIGNATURE

| have read the benefit packet and understan
a limited time and | understand that making

no benefit selection is a declin

YOU MUST SIGN AND DATE,
d its limitations. | understand th

EVEN IF YOU DECLINE COVERAGE

at open enrollment is only available for
ation of coverage.

e

.| P> SIGNATURE J‘-’:’_‘  Flowe Wpgl-s

T e G it 10 4 1 b s sert e pomset e

This Is an Essentlal StaffCARE Enrollment Form,



P ?ﬁ ?em:);i’;jghtj%ﬁﬂgg Al By soktors g ";E"§*N‘-'f'§“ g@:ﬁw
Enhanced MEC Plan_Plan 1 —

DNSWEI'H

Benefits Enroliment Form

Eniployce iormation

Name (First and Last)

Social 8ecurity Number

§7b -6b - bliz7

s Moroles

P —P@‘ ~ 1% eeall A 54
.‘%ﬁ:& Malo | Marital Status Bt Singis | Date o7 it o N um“;lﬁ?;L
' [] Female | [T Married J Divorced 7=0/~ 29 M
Phone Number: il Address; 4
17 9y - g543 142650 8@ i\ ¢ o
Please Select Desired Coverage: :
- | Employee Only - D Employee+Spouse - D Employee-l-ChIld(ren) - D Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
(e = -
B R RV e Y

Last Nama _ 0 Domestic Partner
AU R A L A S i Y ey g T
Social Security #
it Domestic Partner
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employes Acknowledgement and Authorization - | hereby apply for the grou owladge that all entrien are true and complete and that
rme and my dependent(s), if any, from the original
1 have o} S

| understand that | and/or my depe
must mest the requirements defined in
(including my Spouss) becausg of
days after the other Cavarage ends,

of adoption, | may be abie to enroll

IF DECLINING-

Employee Signaturs

@pandent relationship forms as a result of marriage, birth, adoption, p
myseif or my dependent, provided 1 request enrolimant within a1 days

sk - lacement for adoption of parting suit
YOU MUST SIGN HERE

2 T:la reg l e

Dis G-1B-)7
Employer Solutions Staffing Group Heafth Benefits Team
7301 Ohms Lane Sulte 405
Edina, MN 56439
Phone: 952-767-8519 Fay: 952-787-9515
Email: Heallh@employersoluﬁonsgroup.com




