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New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

LastName_ YD By L First Name T’RBUL‘(QECC/ Middle tnitiat %+ (. D)
street Address__ B 8 £0 n\ ¢x 3% E Apt/Ste
City/State/Zip 5" ?P}’U\, H\U 55 la:} Social Security Last Four XXX-XX- § ’%,
Phone Number _6_5l*’ L{ 10-3t ’ = 82 Email Address @

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of identity and legal ability to work in the U.S.A.
Are you iegally authorized to work In the United States of America? iE_;ES [ONo

Applicant Certification and Authorization

| authorize Employer Soiutions Staffing Group (ESSG) to use the Information and statements contained in this application to determine my
qualifications for employment. 1 authorize ESSG to make Inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibility for rehire.

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

| certify that all statements made in my application are true and accurate and that | have not omitted any material information or provided
faise or misleading information. 1 understand that any materiaj omission or misrepresentation wiil result in my disqualification from
conslderation for employment or, if discovered after | begin employment, will result in my termination.

If hired, | agree to ablde by the policies and procedures of ESSG.

Traw (s ' \- o4 \S

Name (Print or type) Applicant's-8ignature Date

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

For ESSG Office Use Only
DOH NHW 1-9 8850 w4
Emergency Contact Info Background Release Form Background Resuits Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG-Supermoms Rev. 05/2015



Form W-4 (2015)

Purpose. Complete Form W-4 so that your employer
can withhold the comrect federal Inoome tax from your
pay. Gonsider complating a new Form W-4 each year

and when your personal or financlal situation changes.

Exemption from withholding. if you are exampt,
complete only lines 1, 2, 3, 4, and 7 and sign the form
to valldate it. Your exemlgtlan for 2015 expires
Februm1 6, 2016. See Pub. 505, Tax Withholding
and Estimated Tax.

Note. If another person can cialm you as a dependent
on his or her tax retum, you cannot claim exemption
from withholding if your income exceeds $1,050 and
Inciucies more $350 of uneamed income (for
example, Interest and dividends).

The exceptions do not g to supplemental wages
greater than $1.0DD.DDD? Py pp

Basic instructions. If you are not exempt, complete
the Personai Aliowances Worksheet below. The
worksheets on page 2 further adjust your
withholding aliowances based on itemized
deductions, certain credits, adjustments to income,
or two-eamers/multiple jobs situations.

Complete all worksheets that apply. However, you
may clalm fewer (or zero) allowances. For reguiar
wages, withholding must be based on aliowances
you claimed and may not be a flat amount or
percentage of wages,

Head of househoid. Generally, you can claim head
of household filing status on your tax return only if
you are unmarried and pay more than 50% of the
costs of kaes:lng up a home for yourself and your

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,
conslder making estimated tax r":oayrnents using Form
1040-ES, Estimated Tax for Individuals. Otherwise, you
may owe additional tax. if you have penslon or annuity
Income, see Pub. 505 to find out IWDU should adjust
your withholding on Form W-4 or W-4P,

Two eamers or multiple jobs. if you have a
working spouse or mora than one job, ﬂ?ure the
total number of allowances you are entitied to claim
on all jobs uslnﬁ worksheets from only one Form
W-4. Your withholding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest paying job and zero allowances are
claimed on the others. See Pub, 505 for details.

Nonresident ailen. If you are a nonresident align,
ses Notice 1382, SBuppiemental Form W-4

dependentis) or other qualifying Individuals. Ses Instructions for Nonresident Allens, before
mggx‘&g&g}" nsge;s:g #%a:':}ntglg%':h a Pub. 501, Exemptlons, Standard Deduction, and campleting this form.
dependent, If the employee: Filing Information, for Information. Gheck your withholding. After your Form W-4 takes
s A Tax credits, You can take projectsd tax credits Into account effeot, use Pub, 505 to see how the amount you are
2asslonoloer, In figuring your allowable number of withhalding allawances. ?:4%91 ;vﬂslgnelg b Bperes to b ;l:fmjechad t';ta' tax
+ Is biind, or Credits for ohild or dependent care expenses and the child rev e, woe tub. 505, especially if your eamings

» Wili olalm adjustments to income; tax credits; or
itemized deductions, on his or her tax retum.

tax credit may be claimed using the Personal Allowances exceed $130,000 (Single) or $180,000 (Married),

Y o b, ol s ot oy
u re opmel n sU on
o e B e enactag after we raleaga it} will be posted at www.irs.goviwd,

Personal Allowances Worksheet (Keep for your records.)

A

Enter “1” for yourself if no one else can clalm you asadependent. . . . . . . . ., . .. ..., .. A
* You are single and have only one job; or

* You are married, have only one job, and your spouse does not work; or ]

* Your wages from a second job or your spouse’s wages {or the total of both) are $1,500 or less.

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

than one Job. (Entering *-0-" may help you avold havingtooittietexwithheld) . . . . . . . . . . . . . .

Enter number of dependents (other than your spouse or yourself) you will claimonyourtaxretum . . . . . .

Enter 1" If you will file as head of household 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 plan to clalm a credit

{Note. Do not Include chiid support payments. See Pub. 508, Child and Dependent Care Expenses, for detalls.)

Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.

* if your total income will be less than $65,000 ($100,000 if manied), enter “2” for each eliglble child; then less “1” if you

have two to four eiigibie children or less “2” if you have five or more eliglble chlidren.

* If your total Income will be between $65,000 and $84,000 {$100,000 and $118,000 if merried), enter *1* for each eligblechid. . . G

Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax retum.) » H

® If you plan to itemize or clalm adjustments to Income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2.

o if ¥ou 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 exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2 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.

Enter *1” if: [ B

mTmMOO

1]

|

For accuracy,
complete all
worksheets
that apply.

Form w-4

Department of the Treasury
Internal Revenue Sarvice

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

Employee's Withholding Allowance Certificate

OMB No. 1645-0074
P Whether you are entitied to claim a certain number of allowances or exemption from withholding Is 2 @ 1 5
subject to review by the IRS. Your emplayer may be required to send a copy of this form to the IRS.

1

Your first name ang middie Initial Last name 2 Your soclal security number

TV Wsco HEDEL M Y68 A3~ 8145

%o

”°"'83‘"’°“ (number and street or rural route) 3 [ singe [ Married P Married, but withhold at higher Single rats.
§ \ M Y ST E » Note. If maried, but legally seperated, or spouss ia a nonresident allen, check the “Single” box.

ST EAUL MY 55107

town, state, and ZIP code 4 if your iast name differs from that shown on your sociai security card,
check here. You must cali 1-800-772-1218 for a replacement card. » []

~N oo

Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 L
Additional amount, if any, you want withheld from each paycheck . . . . . . . ., . . . . .. 6|5
1 claim exemption from withholding for 2015, and | certify that | meet both of the following conditions for exemption.
* Last year | had a right to a refund of all federal income tax withheld because | had no tax llabllity, 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” here . >z

Under penaities of perjury, | declare that | have examined this certificale and, to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s signature
(This form is not valid unless you sign it.) »

7/ Date» \\*‘OH-\S

Employer’s name and address (Employer: Complete lines B'Bnti 10 only if sending to the IRS.) 8 Office code (optional) | 10 Employer Identification number EIN)

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

Cat. No. 102200 Form W=4 (2015)



Employment Eligibility Verification USCIS

Form 1-9
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

———_—_—__—__—_““
PSTART HERE. Read instructions carefully before completing this form. The Instructions must be available during complstion of this form.
ANTI-DISCRIMINATION NOTICE: It Is Illegal to discriminate against work-authorized Individuals. Employers CANNOT specify which

document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
explration date may also constitute lllegal discrimination.

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

Last Name (Family Name) First Name (le;n Name) Middle Initial | Other Names Used (7 any)
NEDEL Rewceo

Address (Sﬂgt Number and Name) Apt. Number | City or Town State Zip Code

B0 dldnet 5T ST el KW | 55107
Date of Birth (mm/dd/yyyy) |U.S. Social Security Number | E-malil Address Telephone Number

od-cY4-8Y [HeBHABHeEHUS] €5\-Hlo-h-§2
| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

l attest, under penaity of perjury, that | am (check one of the following):

[[] A citizen of the United States

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

@/A lawful permanent resident (Allen Registration Number/USCIS Number): o a‘é“ Q'S \ = ) é lf

[C] An alien authorized to work until (explration date, If appiicable, mm/dd/yyyy) . Some aliens may write "N/A" in this field.
(See instructions)
For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form i-94 Admission Number:

1. Alien Registration Number/USCIS Number;
OR 3-D Barcode
Do Not Write In This Space
2. Form [-84 Admission Number:

If you obtalned your admission number from CBP In connection with your arrival in the United
States, include the foliowing:

Forelgn Passport Number:

Country of Issuance:
Some allens may write "N/A" on the Foreign Passport Number and Country of issuance fieids. (See instructions)

Signature of Employee: Date (mm/ddiyyyy): \, \ ~6 L‘_\j

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the
employee.)

| attest, under penalty of perjury, 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 (mm/ddAyyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @

Form I-9 03/08/13 N



! Employer Completes This Page Q
M

'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 employee's first day of employment. You
must physically examine one document from List A OR examine a combination of one 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 titfe,
issuing authority, document number, and expiration date, if an v.)
Employee Last Name, First Name and Middle Initial from Section 1:
List A OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title: Document Title; Document Titie;
Issuing Authority: lssuing Authority: Issuing Authority:
Document Number: Document Number: Document Number:
Expiration Date (if any)(mm/dd/yyyy): Expiration Date (i any) (mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy):
Document Title:
Issuing Authority:
Document Number:
[Expiration Date (if any){mm/ddfyyyy):
3-D Barcode
Document Title: Do Not Write in This Space
Issuing Authority:
1Document Number:
Expiration Date (if 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 be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy):
Signature of Employer or Authorized Representative

(See instructions for exemptions.)

Date (mm/ddfyyyy) Tille of Employer or Authorized Representative

Last Name (Family Name) First Name (Given Name) Employer's Business or Organization Name

EMPLOYER SOLUTIONS STAFFING GROUP LLC

Employer’s Business or Organization Address (Street Number and Name) | City or Town State Zlip Code
7301 OHMS LANE SUITE 405 EDINA MN 55439

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) Middle Initial | B. Date of Rehire (if applicable) (mm/ddyyyy):

C. ifemployee'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 (if any)(mm/ddiyyyy):

1 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.

Date (mm/dd/yyyy).

Signature of Employer or Authorized Representative: Print Name of Employer or Authorized Representative:

Form19 03/08/13 N



EMERGENCY CONTACT INFORMATION

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

Employee Name: ?'R/Pswgfﬁ (& V\E‘“}_B L.

Address: a_o $ ?0) NeY 35T E‘.

Home Phone: 6 5\ i L\Lo mr‘l’\ _g )L

EMERGENCY CONTACTS
Please list two people (in priority order) who could be contacted in case of an emergency

Contact #1

HAREARTTA
Relationship: H!A( M A/

Home Phone:

Cell Phone: 63\" L‘é%- 55 = 6 ‘1

Work Phone:

Contact #2

Name: C KQ? N |23
@
Relationship: W ‘? E'

Home Phone;

Cell Phone: 65\~ Yo~ @0~ @\

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 staffing group.
. Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by
If yau do not provide a written election, wa
SECHON T BASIE TNEGRN VO,

" SR oo

SEGHON 2 PANROET TG HON

|_| Direct Depasit (Please complete Sections 3 and 5 below)
| | Payroll Debit Card (Please complets Sections 4 and 5 below)
SEGHON 30 DIRECE DLEPOST

O Update Bank Account
Bank Name:

I understand and acknowledge that if1 do not pravide a
veided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the account number that T provide is incorrect,

Routing#
Account#

Initial Date

Account Type: [ Checking [ Savings [JOther

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
If yon change banks, do not close your old bank account until your direct deposit has started at the new baunk, which may take 2 pay periods.

FTONT D ANROLT DEBT CARD (6 OB N CASTTCARD)

Federal law requires all financial institutions to obtain, verify, and record information that identifies each person who opens an account, In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a 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 regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing ail of the terms and conditions, You will
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages,

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)

First Name ML Last Name Date of Birth
Street Address (Po BOX NOT ACCEPTABLE) Social Seourity#
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

I have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. I
authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.

Employee’s Signature:

Date: RAOL('\D
SECHION 5 AUTTOREZN FION

I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). * E-mail is required for pay stub information.

*E-mail: o 1l @
this informatio only be used to send your paystubs electronically

Employee's Signature: // Date: \/\ -0 L""”\}

[¢




OFFICE USE

VSI-IND 218301-EMP ONLY

LOCATION

RehireDate ____/_____ /___

ENROLLMENT FORM

REQUIRED EMPEONEE INEORNATION
PRINT USING BLACK or BLUE INK

Social Security qu.\::ﬂ @E&%t_)l 8345

Date of Birth Q}_’Qﬂ_’ﬁﬂ_—_
TRB VP |

| Name

| Swmeetaddess 80 20007 ST |
| cy ST P sue fW 72,551 OF

| Home Phone LZL'iLQ’iL.&L

|

|

| ~ Do you or any dependents have Medicare? ——————— |
[OYes [INo If Yes: |
Medicare Health Insurance Claim Number (HICN) 1
|

Names of Covered Person(s) [
t

J |

l Medicare Effective Date / / I
|

| Name |
Social Security Number ________ - - _ |
DateofBinh /[ g [M[F] |

| Relationship: []Spouse [JChild [JDomestic Partner

! Name |
Social Security Number " _ " j
, DateofBith ____/__ [/ g @E_I |

Relationship: [JSpouse [JChild [J Domestic Partner

BENEFICFARY INEORNATION

For Term Life / Accidental Death & Dismemberment, please write
| in your beneficiary information.

NAME OF BENEFICIARY

RELATIONSHIP !

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

m@@ ]

ESC UNAV P2M v15.1
OPREION 1

LINEDINDENINEERY PLAN

'SELECT COVERAGE LEVEL

You MUST select a coverage level before adding any benefits. Your

coverage level will be identical for each benefit. !
{

}D Employee Only D Employee + Family
D Employee + 1 NO to all indemnity benefits.r
| FIXED INDEMNITY MEDICAL (&o
1D veEs $20.91 Employee Only
$42 .44 Employee + 1
] NO  $56.67 Employee + Family
1 This coverage is not available to residents of New
1 Hampshire, Hawaii, or Puerto Rico.
!

DENTAL “
' vEs $ 6.17 Employee Only I
‘ $12.34 Employee + 1
i NO  $20.36 Employee + Family
{

| TERM LIFE

' D s $0.60 Employee Only
| $0.90 Employee + 1
NO  $1.80 Employee + Family i
' '.
| SHORT-TERM DISABILITY |
|

| (iJ\
4.20 Empl Onl
; 3 $ mployee Only

| | Short-Term Disability is not available to persons who work in |

| California, Hawaii, New Jersey, New York, or Rhode Island. |

TIONR Ay %t (T Lo 82193010-M-EMP |
MEC WELLNESS/PREVENTIVE PLAN  Monthly Rates

D$58.87 Employee Only \
: D$87_73 Employee + 1 |

- D$186,99 Employee+ Family

Z NO to MEC Wellness/Preventlive Plan




