Solutions 7301 Ohms Lane / Suite 405

Staffing i o Edina, MN 55439
Group LLC New Hire Application T.952.835.1288 / F:952.835.4881

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name Tl sren First Name %2:%&"0{0 Middle Initial ____
Street Address f"l% _.5-: é’»«/; W{:ﬁw - ”‘/":Eéé

CityiStatelZip . LK Cmdbrn C K, B SIS

Home Phone jgf*???‘ y?"f%ﬁz ‘ Cell/ Message Phone é’&”’/“ Q’;é V? :?2,5‘@

Company/Employer

Al offers of employment are conditional upon satisfactory proof of identity and leqal ability to work in the U.S.A.

Are you legally authorized to work in the United States of America? @( YES [NO

Applicant Certification and Authorization
lauthorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
gualifications 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.

lunderstand 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 andfor a drug screen test as
required by clients, government regulations or by ESSG policies.

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
consideration for employment or, if discovered after | begin employment, will result in my termination.

if hired, | agree to abide by the policies and procedures of ESSG.

Cart bres EF e o ey

Name Brint of type) Applicant's Signature d Datd ¢ !

A copy or facsimile will be considered the same as an original signature.

For ESSG Office Use Only

DOH NHW 8 8850 W4

Emergency Contact Info | Background Release Form Background Results 5 Day Letter ESC Application
{if applicable}

ESSG Rev. Q572011




Employer Solutions Staffing Group Direct Deposit Authorization

If you are applying for direct deposit, please make sure that you are mark whether the account is a savings or
checking. Failure to provide this information can result in the deposit being delayed for several days. Please
also note that it is possible for your direct deposit to be delayed a day or two the first week that your direct
deposit is processed. Every bank is different and, although this doesn't happen frequently, it does happen.
If you cannot wait a day or two past pay day for your deposit, then we suggest staying with a paper paycheck.
The time that the money goes into your account on pay day varies by bank.

Please allow until at least 10 am on your paydate for the deposit to show.

Please print

Check one of the following Effective Date

0 St [JAs Soon As Possible
Ol stop

[JFuture Paydate
] Change /

Social Securly Number

Se o7 S

MName {Last, Firgt Middle Initial)

Floremz  Aeey
Home Address Strest & State Zipcode

50 S L) TGl N Teg SoFcake oA FSiss
Date {Moma)’r{\’r} Employes Sigfsat e //‘" ’ Daytime th:i Number '
2o sy i) 5 e DA 220 Y4

SUBMISSION OF THIS FORM MEANS YOUR ENTERfK'\ k/}

PAYROLL CHECK WILL GO TO THIS FINANCIAL INSTITUTION ¥
Financial institution Name {Bank. Savings Institution, Credit Unicn, etc)

A . d ¢ - ivw >
S « . Fe %
&:}@.&ﬁz’fej‘ /::x";S'Z/ Q@O’j?‘{ Jj‘gf?g@ #77 S 'f’/‘_.m,.u
Type of Account & e
Dﬂ‘hcckmg g Savings D Money Market Checking D Money Market Investment Requires Submission of ACH form from vour broker

Fauthorize Emplover Solutions Staffing Group to divect deposit funds 1o my account in the financial institution listed above. If funds to which T am
not entitled are deposited in my account, 1 authorize Employer Solutions Staffing Group to initiate a correcting (debit) eatry. T understand that the
authorization may be rejected or discontinued by Employer Solutions Staffing Group at any time. If any of the above information changes, T will
promptly complete a new authorization agreement. If the direct deposit is not stopped before closing an account, funds payvable to vou will be
returned to Employer Solutions Staffing Group for distribution. This will delay payment of funds to vou.

4 N

v" Attach a voided check HERE or photocopy of a check for checking account,
DO NOT ATTACH A DEPOSIT SLIP.

\ 127272014
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Employment Eligibility Verification USCIS

. . . Form -9
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/3 117(336

P START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: 1t is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s} they will accept from an employee, The refusal {o hire an individual because the documentation presented has a future
expiration date may also constitute llegal discrimination,

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form -9 no later
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Nams) First Name (Given Name) Middie Initial | Gther Names Used (¥ any)
P
Fl ez /z‘:«?&:?‘f/,f
Address (Street Number an Name} ﬁ’&. Number or Twm State /| Zip Code

Date of amn mrrffddfwyy U S Smﬁa { Security Number | E-mail Address / Telephone Number
ez fiese [RRRPBZYY rugF by @%w’gm RG22

I am aware that federal law provides for imprisonment andfor fines for falSe statements or use of false documents in
connection with the completion of this form.

I attest, under penalty of perjury, that am {check one of the following):
E E ; citizen of the United States

[T] A noncitizen national of the United States (See instructions)}

[ A tawful permanent resident (Alien Registration Number/USCIS Number):

B An alien authorized to work until {(2xpiration date, if applicable, mm/ddiyyyy) . Some aliens may write "NAA" in this field,
{See instructions}
For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number:

1. Alien Registration Number/USCIS Number:
3-D Barcode

OR Do Not Write in This Space
2. Form -84 Admission Number:

If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of issuance:
Some aliens may write "N/A" on me Foreign Passport Number and Country of Issuance fields. (See instructions)

Signature of Employee: M %’ Date (mm/ddiyyyy): . % /g’ﬁ /9}‘

Preparer andior Translator Cemﬁaation {To be ¢t campiefed and signed if Section 1 is prepared by a person other than the
employee.)

| atfest, under penalty of periury, that | have assisted in the completion of this form and that to the best of my knowledge the
information is true and correct.

Signature of Preparer or Translator Date (mmiddivyyy):
Last Name {(Family Name) First Name (Given Name}
Addrass {Streef Number and Name) City or Town State Zip Code

Employer Completes Next Page

Form -9 030813 N Page 7of 9




Section 2. Employer or Authorized Representative Review and Verification

{Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employse’s first day of employment. You
must physically examine ong document from List A OR examine a combination of ong document from List B and one document from List C as listed on
the "Lists of Acceptable Documents” on the next page of this form. For each document you review, record the following information: document tifle,
issuing authority, docament number, and expiration date, if any.}

Employee Last Name, First Name and Middie Initial from Section 1: /&/é)ﬁ/ ,Z'/ﬁ e "3

List A OR List B AND ¢/  Listc
identity and Employment Authorization identity Employment Authorization
Document Title: Docurment Tifle: Document ?'me
‘ A Cacd, DCo rcé
Issuing Authority: issuing Authorstb issuing Amhorag
Document Number, Document Number: Gscum%mmbef
U hwwhy 24 -~ %Qqq

Expiration Date (if any)(mm/ddiyyyy): Expiration Date (if an y;(mmfanz/yy%y)f Expiration Date (if any)(mm/dd/yyyy):

\9

Document Title:

issuing Authority:

Document Number,

Expiration Date (if anyimm/ddiyyyyi:

3-0 Barcode

Diocument Title: Do Not Write in This Space

issuing Authority:

Docurnent Number:

Expiration Date (f anyi{rmmdddiyyyy).

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 be genuine and fo relate to the employee named, and {3} to the best of my knowledge the
empioyee is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): \O. L—\ : \b\ {See instructions for exemptions.}

WEmp oyer o&st?}iizw Date (mm/ddlyyyy) Title of Employer or Authorized Reprasentative
Sl \2 o\ | Deer Nax

&l ast Name (Family Nams) First Name (Given Nams) Employer's Business or O(ga%%ntéon Name
Employer's Business or Organization Address (Street Number and Name) | City or Town State Zip Code

Section 3. Reverification and Rehires (7o be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name} First Name {Given Name) Middie Initiat |B. Date of Rehire {if applicable) (mm/idd/yyyy):

C. i employes's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

Document Title: Document Number: Expiration Date (f any)(mmiddlvyyy).

| 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 individual.

Signature of Employer or Authorized Representative: Date (mmv/ddfyyyy): Print Name of Employer or Authorized Representative:

Form -8 03/08/13 N Page 8of 9
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EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Name: /’ézf"zﬁé// /&’/f{fjﬁ % o
Address: /‘5’(567/; <A x”eM/;;/é. RO Sz S5
Home Phone:__ oX £ = >2> 7- KL AL

Person(s) to contact in case of an emergency on the job (in order of preference):
1. Name: CAre s Aere 2 / @«aﬁ-’?éﬁx{';}%}fw >
) ’ -

Phone (work):

Phone (home): Y0/~ &R/I-FPeol /S

2. Name: M‘éfi‘ .BV&MM-&._«

Phone (work):

Phone (home): cgj;&;/'":i’- FPL-O SFQ

Additional information you want Employer Solutions Group and our clients to know in the event
of an emergency:

Qﬁ?f'z;//ﬁ&a%f/oﬂgé/ Ar s C e /9/5’52/
C@wﬁ?’ftdilx{rxg—é Mﬁx&fgyﬁ/]@ &/A% A
L sk oS etre C s SO/~ SSE-F/Z2 o
To/ D857 Do Fhorvve ichae s
(7, S e UL




ey

To: All Employees
Quien: Todos Empleados

From: Corporate Management Group & Employer Solutions Group
De: Corporate Management Group y Employer Solutions Group

Re: Stop Payment Check Fee
Re: Tarifa de cheque parado

Effective immediately, to replace a lost or stolen check, $50.00 will be deducted from the replacement check for
a stop payment fee and for a reprocessing fee. Efectivo inmediatamente, para reemplazar un cheque de sueldo
perdido o robado. §50.00 de tarifa sera deducido de el cheque reemplazado para parar el cheque original y
para procesarlo denuevo.

If you lose your check, we will first have to verify that it has not been processed through the bank. If it has not,
a new check will be issued, minus the $50.00 fee. Si usted pierde su cheque, tendremos que verificar que no ha
sido procesado en el banco. Sino, un cheque nuevo sera processado, menos las tarifa de $50.00.

If your check is stolen, we will first need a copy of the police report before a new check can be reissued. After
we receive a copy of the police report, a new check will be issued following the same procedures as listed
above, Si su cheque es robado, necesitaremos una copia de el reporie de policia antes de que un cheque nuevo
sera procesado. Despues de obtener una copia del reporte de policia, un cheque nuevo sera procesado usando
los mismos procedimientos mencionados arriba.

If you have any questions regarding this new policy, please contact vour On-Site Representative or the
Corporate Office (303-920-1425). Si usted tiene preguntas sobre esta poliza, por favor contacte a su
representante de CMG o la oficina corporal al (303-920-14235)

Thank you for your continued dedication and hard work!

Gracias por su dedicacion continua!

By signing below you are confirming that you understand the above policy.
Con su firma abajo usted esta confirmando que entiende la poliza descrita.

Signature/Firma: /gﬁcz/ e;; ﬁ J’Z.Qw;a

Date/Fecha:_ 2 /. 2, Y

February 2011




ANTI-HARASSMENTPOLICY

It is Corporate Management Group's (CMG) policy that all employees should be able fo
enjoy a work environment free from all forms of discrimination, including harassment. As
such, CMG is committed to vigorously enforcing their Anti-harassment Policy. This
policy applies to all employees of the organization (without regard to position) and
individuals not directly connected to CMG (e.g., an outside vendor, consultant, customer
or guest). Title VIl of the Civil Rights Act of 1964 prohibits employment discrimination
based on race, color, creed, religion, national origin, sex, marital status, status with
regard to public assistance, membership or activity in a local commission, disability,
sexual orientation or veteran status. Harassment is considered a form of discrimination
and is specifically included among the prohibitions under Title VII of the Civil Rights Act
of 1964. In addition, retaliation or reprisal taken against anyone who has expressed
concern about harassment or discrimination against the individual raising the concem is
illegal.

The Equal Employment Opportunity Commission (EEOC) defines sexual harassment as
“unwelcome sexual advances, requests for sexual favors, sexual comments, or other
verbal or physical acts of a sexual or sex-based nature including, but not limited to
drawings, pictures, jokes, and/or teasing where (1) submission to such conduct is made
either explicitly or implicitly a term or a condition of an individual's employment; (2) an
employment decision is based on an individual's acceptance or rejection of such conduct;
or (3) such conduct interferes with an individual's work performance or creates an
intimidating, hostile or offensive working environment.”

The Anti-harassment Policy prohibits harassment and/or retaliation by any individual
employed by, doing business with or for, or visiting CMG. Employees who believe they
have been the subject of harassment and/or retaliation or an employee who may have
been witness to harassment and/or retaliation must report the incident immediately.
Information and/or allegations must be reported to a manager of CMG (by telephoning
866.920.1425 or 303.820.1425). Only those who have an immediate need to know,
including the alleged target of harassment or retaliation, the alleged harassers or
retaliators, and any witnesses may find out the identity of the complainant. All individuals
contacted in the course of an investigation will be advised that all persons involved in a
charge are entitled to respect and that any retaliation or reprisal against an individual who
is an alleged target of harassment or retaliation, who has made a complaint, or who has
provided information in connection with a complaint, is a separate violation of CMG’s
policy. All information will be disclosed only on a need-to-know basis to allow CMG to




investigate and resolve the incident. CMG recognizes the serious nature of harassment
and therefore will endeavor to protect the employee who may have been subjected to
harassment, any witnesses and the party against whom allegations have been filed to
every possible extent.

Harassment is unlawful and has a negative impact on employees. Violation of the Anti-
harassment Policy will not be tolerated by CMG and may result in discipline up to and
including termination. Offensive acts or conduct have no legitimate business purpose;
accordingly, any employee, regardless of his/her position within CMG, who it is
determined has engaged in such conduct will be made to bear the full responsibility for
such unlawful conduct.

With respect to sexual harassment, the following is prohibited:

1. Unwelcome sexual advances, request for sexual favors, and all other verbal or
physical conduct of a sexual or otherwise offensive nature, especially where:

= Submission to such conduct is made either explicitly or implicitly a term or
condition of employment;

7" Submission to or rejection of such conduct is used as the basis for dects;ons
affecting an individual's employment; or

= Such conduct has the purpose or effect of creating an intimidating, hostile or
offensive working environment.

2. Offensive comments, jokes, innuendoes and other sexually-oriented statements.

If Harassment Occurs:

1. When possible, confront the harasser and tell him/her to stop. Sometimes a
simple confrontation will end the situation.

2. If confrontation is unsuccessful, immediately contact your CMG supervisor to
report the harassment.

3. An investigation will be conducted and appropriate action taken, including

disciplinary measures. We will investigate, in confidence; all reported incidents of
harassment and retaliation.

Employee Signature: X&Céﬁ ‘ M
Date: <. ‘2/ “f"/ £ é/




U.S. Department Labor

Employment and Training Administration OMB Control No. 1205-0571

Expiration Date: November 30, 2011

YOUTH SELF-ATTESTATION FORM
Work Opportunity Tax Credit 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 Form ETA 9061 for
each certification request filed.

New Hire Name: /c%ch/é/ G A3
Social Security Number: <3< -7 Y%ﬁ‘ Date of Birth: O%A’Lg/‘ 75 2

Employer Solutions Staffing Group

Employer Name:

Employer Federal ID (EIN) Number:

Please check all the statements that apply to you. Sign and date this form where
indicated below.

O In the past 6 months, | have not attended a secondary, technical or
postsecondary school for more than an average of 10 hours per week, not
counting periods during which the school is closed for scheduled vacations.

- 5 N
,EZ}' | do not have a High School Diploma or GED certificate. b bo@(’/\&:;y\dg\:&o"\w
o~ Y

O | have a High-School diploma or GED certificate awarded more than 6 months
ago and | have not attended or been admitted to a technical or post-secondary
school. 1 also have not held a job (other than occasionally) since receiving my
High-School diploma or GED certificate.

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

¢

New Hire’s Signature: v/f%\czé,r 7§&”&?¢)? Date {: i 2@,}/

Privacy Act Notice:

The Infzmal Revenue Code of 1888, Section 51, as amended and its enacting legisiation, P L. 104-188, specify that the State Workforoe Agancies are
the "designated” agencies responsible for administering the WOTC certification procedures of tis program. The information you have provided
completing this form, including the Social Security Number, will be disclosed by your employer o the State Workforce Agency. Provision of this
information is voluntary; howaver the information is required fo determine your employer's eligibility for the federal tax credit

e 4+ o < v —~_r o - -\ o\ A v > w5 x owem < < e ¢ o s ¢ ¢ AMWR A A oI € oIS S S IS 1 o MM 4 S e Y Y SN Y Y e S e L WS S 3 S L W ¢ o e o e 4 e e e s

Public Burden Statement:
Persons are not required 10 respond fo this collection of information uniess i displays a currently valid OM B contral number. Respondants' obligation fo
complete this form is required to abtain or retain benefits (P L. 111-5). Public reporting burden i estimated fo average 5 minutes per response, including
the fime for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and conmpleting and reviewing the
soliaction of Information. Send comments regarding this burden sstimate to the U.S, Department of Labor, Division of Adult Services, Room 54208,
Washington, D.C. 20210 {Paperwork Reduction Project 1205-0871). Please to not submit completed forrms to this address.

ETA Form 9154 (Rev. May 2010)




form 8850 Pre-Screening Notice and Certification Request for

{Rev. August 2009) the Work Opportunity Credit OMB Mo, 1545-1500
Depariment of the Treggury . .
imtsrna! Hevanue Servias ¥ See separate instructions.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Your name L2 ot W T Social security number p S P - 2l
Street address where you iive / G A .fﬁ &) TR ple (- Sok

Gity or town, state, and ZIP code —{ ea s L Ao C{//if £ S

county e Sl L eme romter SEN) 229 - AL

1 you are under age 40, enter your date of birth {month, day, vear)

1 I Check here if you are completing this form before August 28, 2008, and you lived in the area impacted by Hurricane Katrina
on August 28, 2005. If so, pleass enter the address, including county or parish and state where you lived at that time.

]

Chack here if you received a conditional certification from the state workforce agency {SWA] or a participating local agency

- for the work opportunity cradit.

| Check here i any of the following statements apply to you.

& | am a member of a family that has received assistance from Temporary Assistance for Neegy Families (TANF) for any
9 months during the past 18 months.

# | am a veteran and & member of a family that received Supplemental Nutrition Assistance Program {SNAP) benefits
ffood stamps) for at least a 3-month period during the past 15 months.

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

¢ | am at least age 18 but not age 40 or older and | am a member of a family that:
a Becelved SNAP benefits {food stamps) for the past 6 months, or
b Recelved SNAP benefits ffood stamps) for at lsast 3 of the past 5 months, but is no longer sligible 1o receive them.

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

e |received supplemental security income {881 benefits for any month ending during the past 80 days.

e |am a veteran and | was discharged or released from active duty in the U.S, Armed Forces during the past b yesars
and, for at least 4 wesks during the past year, | received unemployment compensation.

N

L

# | am at least ags 18 but not age 25 or older, and:

a During the past 6 months, | have not attended a secondary, technical, or post-secondary school for more than
an average of 10 hours per wesk, not counting pericds during which ‘me school was closed for scheduled
vacations, and

b During the past 6 months, | was mmpicsysd during each consecutive 3-month pariod within the past 8 months,
| earned fess than | would have sarned if | had worked for the applicable minimum wage 30 hours every week
during the 3-month period, and

¢ 1 do not have a certificate of graduation from a secondary school or 8 General Education Development (GED)
certificate or | have a certificate that was awarded at least 6 months ago and | have not held a job {othsr than

. occasionally) or been admitted to a technical or post-secondary school since | received the certificate.
4 LI Check hers if you are a veteran entitied to compensation for a service-connected disability and, during the pas% year.,
YOou were:
e Discharged or released from active duty in the U.8. Armed Forces, or
. Unemployed for a period or periods iotaling af isast 6 months,
| Check here if you are a mambear of a family that:
e Received TANF payments for at lsast the past 18 months, or
s Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1887, ended during the past 2 yaars, or
e Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum
fime those payments could be mads,
Signature--All Applicants Must Sign

Under panaltiss of perjury, | deciare thal | gave the above information to the smployer on or before the day L was ofiered a2 job, and # s, 1o the best of my
fnowiedge, rus, correct, and aompiete
Job applicant’s signature b M j‘)’"a@? Date/z prry adyjf.?f

For Privacy Act and Paperwork Reduction Act &égce see page 2 df Cat. No. £2851L Farrn 8850 iRev. 82008

#4]




Form A (revised 07/09) WORK OPPORTUNITY TAX CREDIT

PLEASE CHECK "YES" OR "NO" AND ANSWER ALL QUESTIONS

Name_ #F2ecle/ 70—

Address < o0 0. Lo - oo fve Cfos _ ;
City_So, /o€ L e /ce. State LA~ Zip £-4/7 > Social Security #er 7= 7 w02 7
Date of Birth_casxz /o2 Age &2 —

Please CHECK ONE ANSWER for each of the following guestions, and complete guestion #5:
1. Have you or any family member living with you received Temporary Assistance to Needy Families (TANF)
or Aid to Families with Dependent Children (AFDC) during the past 24 months? Yes | | No jﬁN

2. Have you or any family member living with you received Supplemental Nutritional Assistance Program

(SNAP) (Food Stamps) at any time during the past fifteen (15) months? Yes D No
3. Have you received Supplemental Secun’ty income (SS8I) benefits in the )

past sixty (60) days? Yes B’ No D
4. Are you part of the Ticket to Work program? Yes [] N{}/Qﬁ«

5. Name of person who received benefits
Relationship City & State where benefits received

6. Are you a veteran? Yes D No E and Disabled due to service? Yes D No

Service Dates: From: Tor Branch:
7. Have you been unemployed at any time during the last 12 months? Yes E No D
if yes, dates of unemployment. From: To:
Did you receive unemployment compensation at any point during your unemployment?
If yes, dates received compensation:  From: To: Yes D No
8. Have you been convicted of a felony or released from prison in the last 12 months?
Date of Conviclion: Date of Release: Yes D Meﬂ
Parole Officer’s Name: FParole Officer's Phone #
9. Have you received rehabilitation services from a State approved or Department
of Veterans Affairs approved Vocational rehabilitation agency? Yes | | No _@(
Name of Agency Phone #
Address of Agency Counselor's Name

10. Have you attended High School, College or Technical School for more than an average of
10 hours per week at any time during the last 6 months? Yesg No

11. Did you receive a high school diploma or GED? If yes, date received: Yes@ No D
Have you been employed or been admitted fo technical school or college since then?  Yes D No ‘ﬁ

12. How much in gross wages have you earned TOTAL in the past six months? $

| hereby authcrize any agency, organization, or individuals to supply such verification or information that may be needed fo determine fax credit

eligibility to my employer, employer represeniative. or the Dg, ’aa\men’t f Labor, » . .
— NEW HIRE SIGNATURE d’é@é/ *%f‘? DATE fﬁ/g%/ﬂ"f
& < °

Questions below {o be completed by manager
Starting Wage Position

Has employee worked for this company before? if yes, date and location




Form W-4 (2014)

Purpose. Complets Form W-4 so that your employsr
can withhold the correct federal incoms tax from your
pay. Consider completing a new Form W-4 gach year

aral when your parsonal or financial situation changes.

Exemption from withholding. I you are exampt,
complete only lines 1, 2, 8, 4, and 7 and sign ths form
to validate . Your exemption for 2074 expires
Febryary 17, 2015. See Pub. 503, Tax Withholding
and Estimated Tax.

Note. If another person can claim you as a dependant
on his or her tax raturn, you cannot claim exsmption
from withholding i your inpame exczeds $1,000 and
includes mora than S350 of unsarnad income Jor
axampls, interest and dividends).

Exceptions, An amploves may be able to claim
exsmption from withholding even i the employes is a
dzpendent, if the emploves:

* s ags 65 or older,
¢ 15 blind, or

* Will claim adjustments to income; tax oredits; o
femized deductions, on his or her tax raturn,

The exceptions do not apply 1o supplemental wages
greater than $1,000,000.

Basic instructions. If you are not exempt, comiplsts
the Personal Allowances Workshest helow. The
workshests on page 2 further adjust your
withholding sllowsnces based on iternized
deductions, certain oredits, adiustmenis to incomes,
or two-aamers/muttiple jobs situations.

Complete all worksheets that apply. Howsver, you
may claim fewer lor zero) allowances, Por ragular
wages, withholding must be basad on allowances
vou clatmed and may not be a flat amourt or
percentags of wages.

Head of household. Gaenerally, you can claim head
of hougehold filing status on your tax retum only i
you are unmarried and pay more than 50% of the
cosis of keeping up & home for yvoursst and your
dependent(s) or other qualifying individuals. See
Put 801, Exemplions, Standard Deduction, and
Filing Information, for information.

Tax credits, You oan take projentad fax eredis
in Bguring your allowable number of withhold
Cradits for child or dependent cars expanses and the ohil
tax redit may be claimed using the Personat Allowances
Workshest balow. See Pub. 508 far informatior on

o account

Wonwage income. If you have a large amount of
nonwages income, such as interest or dividends,
consider making estimated tax payments uging Form
1040-E8, Estimated Tax for Individuats. Otherwise, you
may owe additional tax. If you have pension or annuity
iincorne, ses Pub, 805 fo find out if you should adjust
your withholding on Form Wed or W4P.

Two earners or multiple jobs, Fyou have a
working spousa or more than ane job, figure the
total nuriber of allowances you are entitled to claim
on alt iobs using workshests from only ona Form
W-4, Your withholding usually will be most accurate
when all allowances are claimed on the Form W4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for details,

Nonresident alien. if vou are a nonresidant alisn,
sue Notive 1382, Supplemental Form W-4
instructions for Nonresident Aliens, befors
completing this form,

Check your withholding. After your Form W4 takes
sffect, use Pub. 505 o see how the amount you are
having withheld compares o your projected total fax
for 2014, Bee Pub. 505, sspecially if your earmings
exceed $130,000 Single) or $180.000 Married),

Future developments. Information about any ubure

converting your other credits into withholding sliowanses,

developments affecting Form W4 {such a3 legislation
snapted after we release ) will be posted et wwwlirs goviwd,

Personal Allowances Worksheet (Keep for your records.)

A Enter °1" for yourself if no one else can claim vou as a dependent . . . . . .
®» You ars single and have only ona job; or

- . > . B . . B * N

A‘__}L__

B Enter®1vif ¢ You are married, have only ons job, and your spouse does not work; or B
* Your wages from a second job or your spouse’s wagss (or the total of both) are $1.500 or less,
C  Enter “1” for your spouse. But, you may choose 1o enter “-0-" if you are marrded and have sither 2 working spouse or more
than one job. {Entering “-0-" may help you avoid having too little tax withheld) . N
B Enter numbsr of dependents {other than your spouse or yourself) youwill clalmon yourtaxrstum . . . . ., . D _
E Enter *17if vou will file as head of household on vour tax return {see conditions under Head of household above) E
F Enter "1 if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F

{Note. Do notinclude child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)

G Child Tax Credit (including additional child tax cradit). See Pub. 972, Child Tax Credit, for more informatior:,
= If your total incorme will be less than $65,000 885,000 § married), snter “2” for each eligible child; then less “17 if you
have three to six eligible children or less “2” if you have seven or more eligible children,
* i your tolal income will be betwean $65,000 and $84,000 ($85.000 and $118,000 f married), enter “1" for sach sligible ohild . . . G

M Addlines Athrough G and enter total hare. (Note, This may be different from the number of exemptions you claim on yourtax retum.) » H f

* If you plan to Remize or claim adjustments to income and wart to reducs your withholding, see the Deductions

For accuracy,
complete all
workshests
that apply.

and Adiustments Workshest 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 excesd $50,000 (520,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page ? 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. Keep the top part for your records. ---

Form W"‘4

Depsrimant of the Tragsury
intarnal Revenpe Sarvice

Employee's Withholding Allowance Certificate

b Whether you are entitled to claim a certain number of allowances or exemption from withhalding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OME No. 1648-0074

i Your first name and middle initial

Lo,

Last name

e

2

2 Your social security number

S29-29-3295

Home address {number and strest or rural rovle)

S50 G b TPt =ToC

Pty

Single [ Marred [ married, but vathhold at higher Single rata.
Note, 1 marvied, but fegally separated, o spouse s & notresident alien, zheck the “Single® bos,

Lty or town, sigte, and ZIF code /

el Cette %y

D 2

4 i your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1218 for a replacement card, # ﬁ

5 Total number of allowances ybu are claiming {from line H above or from the applicable worksheet on page 2} 5
6 Additional amount, i any, you want withheld from each paysheck . . . . . . . . . . . . . . 61%
7 lclaim exemption from withholding for 2014, and [ certify that | maet both of the following conditions for sxemption.

= Last year | had a right to a refund of ali federal income tax withheld because | had no tax liability, and
» This year | expact a refund of all federal incoms tax withheld becauss | expect to have no tax ilability,

if you mzet both conditions, write “Exempt" here, . . . . . . . . .

»7] /

Under penalties of perjury, | daclare that | have examined this ¢

o

Employee’s signature
{This form is not valid unless you sign it} »

F e

ificate and, 1o the best of my knowledge and belief, it is true, correct, and completa.

Date» /j&é(l 267}/{:'/

8 Employer's name and address Employer: Complete finﬁéﬂd 10 only i sendingloafe IRSY | 8 O

ads {eptionah

10 Employesidentificatioh number (EIN}

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

Cat. No. 102200

Form W4 2ot
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LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, etc.), 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

Siun cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, ete), 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 chegue de pago vy reemitir el cheque a usted, descontando
un cargo de enfre § 25 - $ 35,

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de qgue podamos volver a emitir el chegue. Una vez hecho esio, 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 emitird un nuevo cheque vy no hay cuota se deducira.
AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): /M /:../3” el

/ [y
Signature/Firma: f&oé_ ﬁw B
4 o




HIRE Act FICA Payroll Holiday and
Employee Retention Tax Credit

Employee Affidavit

Employer Name: FEIN:

Hire Location:

BN BN R R R RN AN N NN RPN NP O N SR C U E S EN B R FERGEE SRS TR NS U DN R B A RO O A OB AR U BB RRERRY

Employee Name: &Q& Fer ‘ﬁj

Social Security NumberOZ7 -2 7-I2.7F 12 pay of Work:

EMPLOYEE: Please check ONE statement that applies to you and sign and

date where indicated below.

] I was unemployed during the entire 60 day-period pridr to my first day of employment at this company.

/‘é/ I worked less than a total of 40 hours duririg the 60-day period prior to my first day of employment at this
company.

OR

[0 1worked MORE than a total of 40 hours during the 60-day period prior to my first day of employment
at this company.

Under penaltles of perjury, | hereby declare that the Information above is true and correct to
the best of my knowledge. By signing this form, | hereby authorize the release to my new
employer or its agents information held by any parties needed to determine my eligibility for
federal and/or state incerntive programs,

VA ‘ ;ﬁ/’;/ | ]
Employee Signature: A é’f;/f/ - ﬂ’; Today's Date: _ <" Z/ éf:;/ 2o/ {,7/

For employer's use only:

[[1  Employee is being hired for a new position within the company.
Employee is replacing an employee who either quit or was terminated with just cause.
[]  Employee is replacing an employee who was laid off.

Hiring Manager’s Signature: Date:




OFFICE USE
ONLY

YSLIND  219301-EMP

ReHire Duate

Social Secarity Number s B f 7L L 0 R L

Dage of Birth @2 z 3 £ ?j;
/“ﬁffzfg/ ﬁ;ﬁf&?

Name

Do vou or any dependents hay edivar

Clwves TlNo Hyes

Medicare Health Insurance Claim Number (HICN)

r —N

Street Addu&&/ gﬁ . ;:3

~Medicare Effective Date
TEnyole CTOE

o oo, (oot obsoosaok o SiosieNoN W somomasrsons

City ,_S;:z// e /é”,ﬁ_ Staze df; Zip
Home Phone .5 _gé B Q&ﬁ i .f‘f} .é{ .2 :é

?5’*//5 1.

Names of Covered Personis)

tod 11D

A Iy

MEDICAL
D $20.91 Emplovee Ounly
D $42 .44 Emplovee + One

E $536.67 Employee + Family

& NGO to MEDICAL, TERM LIFE, and STD benefits.

You MUST envoll in the Medical Insurance Plan before adding Term Life
or STD. Your coverage level for Term Life will be identical w your
medical plan selection.

Social Security NUMbDOY e s e e s s e e

Date of zam mmm,________‘m___ Sex .'

Relationship: T Spouse [ Child T Domestic Parlner

DENTAL

E/% 5.99 Emplavee Only
D $11.98 Emp

D $19.77 Emplovee + Family

[~o

L)

nloyee + {ne

TERM LIFE PN

E&fﬁg
[ Iro

$0.60 Emplovee Only
$0.90 Emplovee + One
$1.80 Employvee + Family

SHORT-TERM DISABILITY

i,
EX’ES b

$4.20 Emplovee Only

Short-Term Disability Is not available o persons who work io
Culiforniz, Hawali, New Jersey, New York, or Rhode Tstand.

Name

Sorial Security WUMDBET e e o e s i et e s

Drate of Birth ..,._____MWMMW Sex .[3

Relationship: [ Spouse T Chitld [ Domestic Partner

Name
Social Security NUmber e e e e s e e e

Date of Birth _____/ e sex @.

Relationship

CISpouse [ Child T Domestic Partaer

¢ cidental Death & Dismemberment, please write
in your heneficlary information.

NAME OF BENEFICIARY
Chiele Lyan
RELATIONSHIP -

Accidental Deatr& Dismemberment is part of

Flore %

the Term Life Benefit,

| I have read gm bm dii gmdvamm} Lmdf. tand s | ;miiazmm Lmé
| understand that making oo benefit sele

| > Signature

¥ my umimn of coverage.

a Hmiieé time and 1

mﬁ tmi 0{)&. 1 »ﬂre}iémem is aml available for

/2022004 |




Background Investigation Information Release Form

Please read this form carefully and be aware that by allowing Empioyer Solutions Staffing Group
LLC to investigate your background with state and federal agencies, you will be waiving and
releasing all claims for damages you might sustain arising out of the criminal and driving record
background check and review.

['understand that a successful criminal and driving record background investigation is a
condition of my employment by Employer Solutions Staffing Group LLC to work at
facilities of:

and, further, that Employer Solutions Staffing Group may, at its discretion, conduct
periodic criminal and driving record background investigations on me during the course
of my employment with Employer Solutions Staffing Group.

I agree to waive and relinquish all claims | may have against Employer Solutions Staffing
Group LLC and its officers, agents, servants and employees as a result of my
participation in any criminal and driving record background investigation.

I do hereby fully release and discharge Employer Solutions Staffing Group LLC, its
respective officers, agents, servants, and employees from any and all claims from
damages that | may have or that may accrue to me on account of the results of any
aspect of any criminal and driving record background investigation.

[ further agree to indemnify and hold harmless and defend Employer Solutions Staffing
Group LLC, its respective officers, agents, servants, and employees from any and all
claims resulting from damages sustained by me or arising out of, connected with, or in
any way associated with, any of the activities of any criminal and driving record
background investigation and review.

I have read and fully understand this Waiver and Release of All Claims.

S2P-7Y T2y Sl 245573 LS
Social Security Number Driver's License No: State
A S ree ey 4
LastName ./ First Name,” M1

Maiden and/or Other Last Namfj Used

S5O S s ) Tk CnToc Soc oM TS

Current Address “City and County State and Zip Code
O~ 3-S5 ircle One:
Date of Birth Male § Female

Signature: __ < g“‘ﬂ‘f//é/d Zf?ﬂﬂi‘) Date: ~e= =2 -2 /by




