7301 Ohms Lane Suite 405
Edina, MN 55439

Tel: 952.835.1288 « Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name ZJ?* §§J Ol On First Name ¥ (3 0ONC_ L S Middle tnitial

Street Address ”)LW Jellevar oy vy Apt/Ste

L e § R e ey
City/State/Zip .\ €05 e OOy \ T lerio T
y{%iﬁ,@pkahia{fﬁYﬁ

“t £ R o g - 5 . o i sy
Phone Number zi‘“@zﬁf»}, %“ :’”«‘f‘"‘g, -~ \‘m& :“N“?}{f“\ Email Addressxs"f{Iiw\{Uv*if’i»qzig“-» L

Staffing Agency/Recruitment Partner

All offers of employmeant are conditional upon satisfactory proof of identity and leqai ability to work in the U.8.A.

Are you legally authorized to work in the United States of America? MYES [INO

Applicant Certification and Authorization
| authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibiliies, 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 andfor conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.
| release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
| 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. I 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.

trancisco lepeda.  Brounsa e 0~ \1-2015
Name {Print or type) ' Applicant’'s Signature Date

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

For ESSG Office Use Only
DOH NHW ) -9 8350 W4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(ff applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

11018

ESSG - CMG-IL . Rev, 11/2013



Form W-4 (2014)

Pumasm Compiols Form Wed sothatyour employer

can withhald the corsat federal incorns tax Tror your
sy Consider completing & new Porm Wet sach year

snd when your personal or Snansial situstion

Exernptivn from withholding, i vou are 1,
sempiote ondy fnes 4, 2,8, 4, nd 7and 5 it the fonm
foraliclate it Your ex fion for 2014 oxpites
Frbsrugry 17, 2015, See Pub. 505, Tax Withholding
and Esfimated Tax,

Note. If ancther person can olas you as o depandurd
an his or i tax raluens, you cannelcl amption
frorr withbeslidiog H vour irscores excaats §1,000 and
nedudes mior i B350 of uneared §s"xwms ffor
example, inlerest and dividende).

Excoptions. A amployes may be able (o olaim
exgmption from wamlm!mm; evar if the employesis a
depandunt, § e ompioyas

¢ Js.age B5 or alder,

%w

= 5 blind, or

= Will claim adjustments to income; tax credits; or
Homized deductions, on his or fur fax return,

shanges,

The sxueptions doerol apply 1o supplemantal wages

greater than $1,000,000,

Basic instructions. If you are not exsmpl, complets
ihe Personal Allowances ka‘,ham Below. The
wiorkshomts on prge 2 furthee adjust yoaur
withdwldiog allmwnpoes based m ftahaed
dadisstians, crerbin cradits, sdjustments To income,
oF two~eamsrsimultiples Eeﬁa 3iwaﬁmz*~

Dormplats all workshissts that apply. Howsver, you
miay chaim fever {or zaro} sliowances, For regular
wages, withhdding must be baged on allowancns
yal sl and sty oot be & fiel amount or
pursarlagy: of wages,

Head of household. Genarally, you can claim head
of hausshold filing status o1y you fad reluyaply if
YU are yramamicd am:i ey Trors than 80% of the
costeof keaping i mme tor yoursel! and your
r;fqnmﬁzsﬁ‘ta,} ar ot stitying individugly, See
By, B0, Examptions, Standard Deduchion, and
Eifirygg frdureation, for information.

Yoy credis. You o projected tax aredils into asotint
i fiyquring vour sthowabby nureher of witihulding dlowarces.
Crodits §or el or c‘emnﬁm: warg expinses and ths ohild
Sux sraddl enoy e clainned ustg the Personal Allowsnces
Werkshest below, Bus Puly, 505 (o infosmutian an
coserting your sihar wradits b withioliig dowaioss:

Norwage income. Jf you have 3 large armount of
nanwage income, such as intast erdividends,
vongider suiing eslimated Lo paynmrds asing §’ e
104055, Fatimatadt Tood Tor Individunls, Otheewisg, you
prary el ckdiional tax i vou pansian of sy
iinaarme, see Puly, SUS to e et 1 vou shoult adus:
ot wiliihiolding on Form Wes or Wegp,

Two sarners or multiple jobs, it i have s
working spouse of fhore that one joby, figuee the
taital pamber of allowances you are @ rtitled to claim
o all jobs naitg worksheote from nn\y v Foom,
Wa, \muz wathhilding usually will be most soourite
whan o aliowanues are sloimed oo the Forrm Wes
for the hlghest paying job and zero allowsnces are
claimed on the others. See Pub, 505 for details.

Ronresident diien, I you @e o pghresitent alien,
son MNotice 1392, Supplamantal Form Wed
Ingtruet for Novresidant Allers, hefore
copleting this foom.

Check your w&thhakjmg. Adbar your Forgr Wed takes
effect, use Puh, S5 o see how s amow vou um
having withheld Lonpges s oo projecied toetal tay
fosr ?(%1&. Gee Pub, 505, sspecially { your sarmings
axened $130,000 (Single) or H180,0008 Married),
Future developments. I it .ﬁm any itz
lad

devnionmenis afi »vzmmq P Wed fgach &
ereind afior we roleass i) el be wawd zz* WS e,

Personal Allowances Worksheet (Keep for your records.)

A Enter "1” for yourself if no one else can claim you as adependent . . . . . e e e e . A
« You are single and have only ong job; or
B Enter*1"if: e You ars yrardad, have only ooe job, and your spouse does not wark; or .« . B
o Your wages from a sesond jobror your spouse’s wages (or the total of both) are $1,600 or less.
C  Enter “1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avoid having too little tax withheld) . . . N
D Enter number of dependents (other than your spouse or yourself) you will claim on your taxreturn. . . . . . . . D
E  Enter*1"if you will file as head of household on your 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 not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G Child Tax Credit (including additional child tax credit). See Pub, 972, Child Tax Credit, for more information.
« If your total income wili be less than $65,000 ($95,000 if married), enter “2” for each eligible child; then less “1" if you
have three to six eligible children or less “2” if you have seven or more eligible children.
¢ If your total income will be between $65,000 and $84,000 (395,000 and $119,000 if married), enter “1" for each eligiblechild . . . &

H  Addlines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.) b H
o |f you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complete all
worksheets
that apply.

and Adjustments Worksheet on page 2.

e If you are single and have more than one job or &re married and you and your spouse both work and the combined
earnings from all jobs excesd $50,000 ($20,000 if married), see the Two-Earners/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.

Form W'4

Department of the Treasury
internal Revenue Servica

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

Employee's Withholding Allowance Certificate

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

OMB No. 1545-0074

2014

1 Yourtiest name and inddle indtial

%erX§i%xxﬁ

Lugt name

lﬁ{

\i*\.{ o

2 Your socisl securily number

A50 - A - AT

Hﬂm& aeiieess {umber and stresd or wrsl route}

JeLCeecn Loy

3 D Single @ Married [:3 Married, but withhold at higher Single rate.
Note. If maried, but legally separated, or shousé is a nonresident afien, check the “Sitgle” box,

Gity or 1own, stade, ang ZIP coge

‘5?\ (E G0, T oW

{

4 I your last name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 for a replacement card. B D

5  Total number of allowances you are claiming {from line H above or from the applicable worksheet on page 2) 5 C}
6  Additional amount, if any, you want withheld from each paycheck . . .

7 1claim exemption from withholding for 2014, and | certify that | meet both of the foilowmg condlt ons for exemption.
e Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
e This year | expect a refund of all federal income tax withheld because | expect to have no tax liability,

If yau meet both conditions, write "Exernpt" here. . . . . . . o

. ... 1els

Corl7

Under penaltizs of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bafiaf, it is true, correct, and complete.

Employee’s signhature

{This form is not valid unless vou sign i) » «E*”«»\{\ 14 gwgw &4

);,

/y

Date »*{732:% - \‘&{‘” a€:>§‘5

8 Employer's name and address (Employer: Gompists lines 8 and 10 anty L am\dma e the IRS.)

8 Office code (optional) | 16 Employer identification number EIN)

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

Cat. No. 10220Q

Form W4 (2014)



> lllinois Department of Revenue

llinois Withholding Allowance Worksheet “% Form IL-W-4

General Information if you have more than one job or your spouse works, you should
Complete this worksheet to figure your total withholding figure the total number of aliowances you are entitled to claim.
allowances. Your withholding usually will be more accurate if you claim ali of
Everyone must complete Step 1. your allowances on the Form [L-W-4 {for the highest-paying job and
Complete Step 2 if claim zero on all of your other IL-W-4 forms.

= you {(or your spouse} are age 65 ot older ot legally blind, or You may reduce the number of allowances or request that your

« you wrote an amount on Line 4 of the Deductions and employer withhold an additional amount from your pay, which may

Adjustments Workshest for federal Form W-4. help avoid having too little tax withheld,

Step 1: Figure your basic personal allowances (including allowances for dependents)

Check all that apply:
LJ No one else can claim me as a dependent.
[ 1 can claim my spouse as a dependent.

1 Write the total number of boxes you checked. 1
2 Write the number of dependents (other than you or your spouse) you will claim on your tax return. 2
3 Add Lines 1 and 2, Write the result. This is the fotal number of basic personal allowances to which

you are entitled. 3

4 If you want to have additional lllinois Income Tax withhsld from your pay, you may reduce the
number of basic personal allowances or have an additional amount withheld. Write the total number
of basic personal allowances you elect to claim on Line 4 and on Form IL-W-4, Line 1. 4

Step 2: Figure your additional allowances
Check all that apply:

O tam 85 or older. 3 tam legally blind.

[ My spouse is 65 or older. £ My spouse is legally blind.
5 Write the total number of boxes you checked. 5
6 Write any amount that you reported on Line 4 of the Deductions and Adjustments Worksheet

for federal Form W-4 plus any additional lllinois subtractions or deductions, 6
7 Divide Line 6 by 1,000. Round fo the nearest whole number, Write the result on Line 7. 7
8 Add Lines 5 and 7. Wiite the result. This is the total number of additional allowances to which

vou are entitled, 8

8 If you want to have additional lllinois Income Tax withheld from your pay, you may reduce the
number of additional allowances or have an additional amount withheld. Write the total number
of additional sllowances you elect to claim on Line 8 and on Form IL-W-4, Line 2. g

¥ If you have non-wage income and you expect to owe lfinois Income Tax on that income, you may choose to have an additional
amount withheld from your pay. On Line 3 of Form IL-W-4, write the additional amount you want your employer to withhold.

g;—( i s s s e e e UL DEFE &Nd give the certificate to vour employer, Keep the top portion 1or YOUr 1BOOTHS. e s mmer s o s s s )-@d

. lllinois Department of Revenue
%, IL-W-4 Employee’s lilinois Withholding Allowance Certificate

1 Write the total number of basic allowances that you

Sastd Seourity n mtv g%é) C\Kfj a a ij}‘? are claiming (Step 1, Line 4, of the worksheet). 1 WQWWWWWW
‘;; WY {:.,i OO Q%ﬁ{ e X(}M 2 Write the total number of additional aliowances that
Name you are claiming (Step 2, Line 9, of the worksheet), 2 M
%\'E T{i@ W{Z‘{\ N L N 3 Write the additional amount you want withheld ‘fﬁ
%eat address ) {deducted) from each pay. 3 __‘:_}__EQC’
§ e Lo, d o (C{\} iO—{ | certify that | am entitted to the number of withholding allowances claimed on
Cxiy State prding g, certificates. . ;
Check the box if you are exempt from federal and [flinois YoM Z/ i) gwfg*’\ QQ au “:)\( 6
Income Tax withholding and sign and date the certificate. D Veur sighaiiie Daie
Esmployer: Renp s carlificals with your satonds, | i have retoned tw emgsmﬂe 5 fadarad
F - : : e - certificate (o ihe ndd the NS has nwtw} you lo dstegand i, yat may alse uieed 1o
Thi€ form is authorized under the Hiinois Incoms Tex Act. Disclosure dligeoamrd this o i P i zhg vxmvulcyw‘a fenaral cerlitvats o

2 e
of this information is required. Failure to provide information may tho 135, you still may he reduirsd to refe

ay w b therllingis Deparimand of favenus for
IL-W-4 (R-12/12) result in this form not being processed and may result in 8 penalty, inspachon Sew o mmfﬁa fay Ragulat f

drm. Code 100.7110.




Employment Eligibility Verification USCIS
Form I-9

OMB No. 1615-0047

Expires 03/31/2016

Department of Homeland Security
U.S. Citizenship and Immigration Services

P-START HERE. Rea& instructions carefully before completing this form. The instructions must be available during completion of this form
ANTI-DISCRIMINATION NOTICE: ltis illegal to discriminate against work-authorized individuals. Employers CANNGT specify which

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

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

Last Name (Famify Name) First Name (Given Name) Middle Initial i Other Names Used (if any)
— . ty

Leoeda Fronei=to
Address {Sireet Number and Name) Apt. Number | City or Town State

Zip Code

A1 Jefferspm Loy
Date of Birth {mm/ddddyyyyd 1U.S. Social Security Number | E-mail Address

. s i S, e )
XD\ C\)\\ ) 26e e D‘”‘{ Sl dete ool (o &&éi b e

I 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.

O Viﬁ,€imm‘&.£:-s{,“f‘?@f§ To | Lo\

Telephones Number

ST
E O 6 &

| attest, under penaity of perjury, that I am (check one of the following):
1 A citizen of the United States

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

S == 4 SUN L\ i S T AL
@'A lawful permanent resident (Alien Registration Number/USCIS Number)r&\i’f‘:& LA & \ :)X fﬁu\

D An alien authorized to work until (expiration date, if applicable, mm/ddlyyyy)
(See instructions)

. Some aliens may write "N/A" in this field.

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 1-94 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 the Foreign Passport Number and Country of Issuance fields. (See instructions)

i

Signature of Employee: A Date (mm/ddlyyyy): ?\ B .
’ i 1500y LR den 3 0N - Y- 3015

YA

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/dd/yyyy):

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 (3/08/13 N



Employ er ngx;plefés’ This Page

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 fisted on
the "Lists of Acceptable Documeants” on the next page of this form. For each document you review, record the following information. document title,
issuing ~authorify, dowmenf number, and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1: Z{/p (»0{ &" %’}/@,‘ (/( SCO

List A OR ListB ARKD ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title: Document Title: Dacument Tille:
Pemanent Res ot Card
sutiing Authority: u SH “tIssuing Authority: Issuing Authority:
Document Number: . - | Document Number: Document Number:
seC osb3s0824 |
Expiration Date (if any)(mmdde/ywivh: Expiration Date (if any)(ms/ dﬁ.q.y}m} Expiration Date (if any{mmdddfyyyy):

07 [Z0[2020

Document Title:

issuing Authority:

Document Number:

Expiration Date (f snylommddddne:
3-D Barcode
Do Not Write in This Space

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any) (mmdcityyyy):

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). 02(11 l }Ols (See instructions for exemptions.)

Signature of Employer ar Authorized Representative Date (mmyticd/yvyyy) Title of Employer or Authorized Representative
il - o " . Ny I e -
(el QM o 1171 2015 | Adiminishanue, Assi Skant

Last Name (Famiiy\}\’féme) First Name (Given Name) Employer's Business or Organization Name
3 | EMPLOYER SOLUTIONS STAFFING GROUP LLC
Cdnoll Caiflin
Employer's Business or Organization Address (Street Number and Name) | City or Town State Zip 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) (mmiddtyyvyi:

C. If employee's previous grant of employment althorization has expired, provide the information for the document from List A or List € the employee
presented that establishes current employment authorization in the space provided below.
Document Title: Document Number: Expiration Date (if any}{mm/ddivyyy).

{ 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 (mwiddivyyyl: Print Name of Employer or Authorized Representative:

FormI-9 03/08/13 N
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Card Explres:

Rasident Since:
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DISCLOSURE AND AUTHORIZATION [IMPORTANT -- PLEASE READ CAREFULLY BEFORE SIGNING AUTHORIZATION]

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Employer Solutions Staffing Group LLC (ESSG} may obtain information about you for employment purposes from a third party consumer reporting
agency. Thus, you may be the subject of 2 “consumer repert” and/or an “investigative consumer report” that may include information about your
character, general reputation, personal characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
neighbors, friends, or associates. These reports may contain information regarding your credit history, criminal history, social security number
validation, motor vehicle records {“driving records”), verification of your education or employment history, or other background checks. Credit
history will only be requested where such information is substantially related to the duties and responsibilities of the position for which you are
applying. You have the right, upon written request made within a reasonable time, to request whether a consumer report has been requested and
compiled about you, and disclosure of the nature and scope of any Investigative consumer report and to request a copy of your report. Please be
advised that the nature and scope of the most comman form of investigative consumer report obtained with regard to applicants for employment
is an investigation into your education and/or employment history conducted by Orange Tree Employment Screening, 7275 Ohms Lang,
Minneapolis, MN 55439, Tel.. 800-886-4777 or 952-941-8040. Fax: 800-886-0774 or 952-941-3041. ORANGE TREE EVIPLOYMENT SCREENING's
website is at wwe oringetreescreening.conm, or another outside organization. The scope of this notice and autherization s all-encompassing,
however, allowing ESSG to obtain from any outside organization all manner of consumer reports and investigative consumer reports now and
throughout the course of your employment to the extent permitted by law. As a result, you should carefully consider whether to exercise your
right to request disclosure of the nature and scope of any investigative consumer report,

New York and Malne applicants or employees only: You have the right to inspect and receive a copy of any investigative consumer report requested by ESSG by
contacting the consumer reporting agency identified above directly, You may also contact ESSG to request the name, address and telephone number of the
nearest unit of the consumer reporting agency designated to handie inquiries, which ESSG shali provide within S days.

New York applicants or employees only: Upon request, you will be informed whether or not a consumer report was requested by ESSG, and if such report was
requested, informed of the name and address of the consumer reporting agency that furnished the report. By signing below, youelso acknowledge receipt of
Article 23-A of the New York Correction Law.

Oregon applicants or employees only: information describing your rights under federal and Oregon law regarding consumer identity theft protection, the storage
and disposal of your credit information, and remedies available should you suspect or find that ESSG has not maintained secured records is availabie to you upon

request,
Washington State applicants or employees anly: You aiso have the right to request from the consumer reporting agency a written summary of your rights and
remedies under the Washington Fair Credit Reporting Act.

ACKNOWLEDGMENT AND AUTHORIZATION

| acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both of these documents. | hereby authorize the obtaining of “consumer reports”
and/or “investigative consumer reports” by ESSG st any time after recaipt of this authorization and throughout my employment, if applicable. To
this end, | hereby authorize, withofit reservation, any law enforcement agency, administrator, state or federal agency, institution, school or
university {public or private}), informagion service bureal, company, of insurance company to furnish any and all background information requested
by Orange Tree Employment Scrzsé&éng_s 7275 Dhme Lane, Minneapolis, MN 55439, Tel: 800-886-4777 or 952-941-3040. ORANGE TREE
ENVIPLOYMENT SCREENING's website Islat www.orangelreescreening.cofi, another outside organization acting on behalf of the company, and/or
the company itself, | agree that a facsimile {“fax”), electronic or photographic copy of this Authorization shall be as valid as the original,
New York applicants or sroployess only: By signing below, you also acknowledge receipt of Article 23-A of the New York Correction Law,
Minnesota and Oklahoma applizants or smptoyees onlye Please check this box if you would like to receive 2 copy of 2 consumer report if one is obtained by £35G.

@,(Must include emait adcfrassz% Yﬁ?‘?ﬁw‘ﬁe:w& “f{t%Z@i{“‘; {tff&m’\,i @' L QK. - {Wwﬁ;ﬁm 3

. 4 ) G :}« i{( A = <
Signature: '(\j"”‘“{@t\fﬁ* iS¢ / M7 %Q,if'»z"{/}“{’“\ Date0 5\ - a0\ 5
BACKGROUND INFORMATION

Last Name: 1@ e {Aﬁ{: % First:ﬁt““ B iwii SO Middle:

X

Other Names/Alias:

Socialsecurity #%:_D X = Qo- 2967 Date of Birth {mm/dd/yyyy)*:_{O \Q\'\\gi‘\*@"g o,
Driver's License #: L=\ 2 ~ ’3}\%“”}@ o1~ i?) 9 %“:f} State of Driver’s License: 3= \ \tnehs
Present Address: 'Bﬂ Jetlevaea bl Telephone # (Primary}:ﬂlags - ((:*;/&Qi - i&'i 5}&
City/State/Zip: )X mew\m@ AL WD\WOT

*This information will be used for background screening purposes only and will not be used s hiring criteria.



EMERGENCY CONTACT INFORMATION

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

Employee Name: {YONCA OO Le pedh
address: L eflexamn Loy Ovetreweed e Whhot

Home Phone: Ni{;:}% - %'35;\ - v\“ﬁﬂ%}@%

Contact #1

Name: CronctsCca. Zepedo

Home Phone: \ o

Cell Phone! |"ice, = DG, — OLN L

Relationship: Ca"{){:}@‘f)@i Work Phone: %U\"{ - ‘{&
AT - 105}

Contact #2

Name: %{:}Q\f{@ Zﬁ@é&@\

Relationship: (Z)x(o_\,\(\e/\r

Home Phone: {7~ - a%{}\ - OO
Cell Phone: (5 3¢ - REO “’OK%C\C)

Work Phone: ( 2y~ — O\L{q - % a0

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.




Direct Deposit/Payroll Debit Card Authorization

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.

flective Date

I

N T _Leped

TION 2 PAYROLL ELECTT

Direct Deposit (Please complete Sections 3 and 5 below)
Payroll Debit Card (Please complete Sections 4 and 3 below}

'SECTION 3 DIRECT DEPOS

[E’ Update Bank Account

Bank Name: — o

| (hose o
Routing# f::} M\ ‘\tzCC Qj\% '}?\3

Account# u}“‘“ﬁ \ (N\ ”‘:ég‘} %&C‘; 25

| Account Type: fg Cheeking L] Savings [JOther ______|

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

Initial ; Z Data Q{%}w \:\ ~ 3{1“15

< To help us avoid making an ervor, please altach a copy of a voided check. (4 depesit slip will not work)
= ¥youchange banks, do not close your old bank account until your direct deposit has started at the new bank, which may take 2 pay periods.

Federal law requires all financial institutions to oblain, verify, and record information that identifies each person who opens an account. In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroli Debit
Card to pay your wages. For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity,

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all 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.

CARDHOUDER INFORMATION {as vou want vour Payroll Debit Card to be isqued)

_First Name ML Last Name Date of Birth

Street Address (PO BOXNOT ACCEPTABLE} Social Security#

City State Zip Cell Phone {mobiie}
GET TEXT ALERTS, when your paycheck is deposited on your card! [Yes. sign me up, for text alerts
All we need to know your cell phone service provider and mobtie number above! My mobile service provider is:
RECEIPT OF PAYROLL. DEBIT CARD (io be completed when you pick up vour Payroll Debit Card)
Payroll Debit Card Routing # Payrolt Debit Card Account #
0473972181

| have reeeived my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payeall Debit Card,
{ am agreeing 16 the program terms. conditions, and disclosures that are included or made available to me from time to lime {rom the financial institution 1
authorize the financial tnstitution 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, e, )
—_ ; o 1 { w; o VY - : V\;’ﬁ::'

loyee’s Signature: f\“{y—w{;m,{ 5 Date: {\‘CC\ \ \ 3\{;\ ot

X . i
SECTH AUTHORIZAJION , . - ,
I authorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withhalding
or authorized deductions, into my account(s} as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credil entries

made in error Lo my account(s}. * E~-mail is required for pay stub information.

*E-mail: { OISO e ool @ OO\ COrey

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

Employee's Signature: NC Y LIS 4 )ﬂz;«é?f?&ﬁ@fmk Date: Q%“’ \“\ - 0\D

Emp

other rcqund witholéﬁs
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STATEMENT OF CONFIDENTIALITY

This agreement made this \ 1™ day of S\ O , 2015, between
Employer Sotut;ons Staffing Group LLC, hereinafter r&fetred ta as “employer”,
and { ¢ o e wam&éi( hereafter referred to as “employee”.

WITNESSETH:

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

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

R TS
\w *’I/ [ ’ﬁ {f A ‘ A /jg,f’»i’.»g‘;fﬂ %
Employee Stg nature

Employer Solutions Staffing Group LLC, Representative



Pre-Screening Notice and Certification Request for
the Work Opportunity Credit OMB No. 1545-1500
Depurtrt of the Treasury

Inteeriat Hovenus Service b See separate instructions.
Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Your name K\w ;<" o g‘{"\{ix e ,\ gi [ Q“{'"‘\X O Social security number b 3& ~ {j;%ij) "‘"a\a o™
%

o 8090

{Rev. January 2012)

Strest address where you live ::%MX ;f}(;;i; g;:{%l‘g( NN
City or town, state, and ZIP code C:j)(\(@ Craeoon O “;if& N @C\, \Q)wi
County C{"\{:\;\{. Telephone numberm\‘ij%f; N %{’”i}\ﬁ% - Q‘U\ ’f“)(‘x

If you are under age 40, enter your date of birth (month, day, year)

1 [] Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

2 [] Check here if any of the following statements apply to you.
o | am a member of a family that has received assistance from Temporary Assistance for Needy Families (TANF) for any 9

months during the past 18 months.

« | am a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits {food
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 oider and | am a member of a family that:
a Received SNAP benefits (food stamps) for the past 6 months, or
b Received SNAP benefits (food stamps) for at least 3 of the past 5 months, but is no longer 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.
« | am a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the

past year.

3 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year,

4 [ Check here if you are a veteran entitled to compensation for a service-connected disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

5 [ Check here if you are a veteran entitied to compensation for a service-connected disabllity 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:
¢ Received TANF payments for at least the past 18 months, or
+ Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month pericd beginning
after August 5, 1997, 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.

Signature — Al Applicants Must Sign

Under penalties of perjury, | declare that | gave the above information to the employer on or before the day | was offered ajob, and it is, to the best of my knowledge, true.
sorrect, and complete.

Job applicant’s signature B [ /1 i4e Zﬁyfgg’;{’? f:w{“j I Date {;‘%} -\~ 20\

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 Rev. 1-2012)




Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
ESG FEIN#: ESG Client Name & State:
HirixﬁygwManager: : Position: Starting Wage: §

EMPLOYEE SECTION:

Employee Name: Street Address: City/Stater Lip:
L U e a >{ e l:; N TR e Sy
Frandisce lepe o N SeLlevsron L TRECILN ‘C\”PCE e WO T
SS#: Date of Birth: Age: Have you worked for | If yes, location:
= .(\‘ -~ ; - ¢ Oy : i this company before?
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) B @/
at any time since August 5, 19977 (If yes, please provide information below. )
Name of the person receiving benefits: Relationship to you: _ R
City: County: State:
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? [} Qf
(I yes, please provide information below.)
Name of the person receiving benefits: Relationship to you: _ I
City: County: State:
3. Have you received Supplemental Security Income (SSI} at any time within the past 3 months? m M

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSD1) benefits.
*f you checked yes please provide a copy of your S5 documentation.

&L

4. Have you received any type of vocational rehabilitation services within the past two years? [j
1f yes, please indicate which type of agency you worked with and provide their location information below:

D Vocational Rehabilitation Agency D Dept. of Veterans Affairs D Employment Network (Ticket to Work Program)

Name of Agency: Phone #
City: County: State:
1 you checked yes please provide a copy of your active lndividual Work Plan and Ticket to Work documeniation.

C

5. Areyou a Veteran of the U.S, Military? *[fyes, please provide a copy of your DD-214 and letter of separation.
(If ves, please provide information below. 1 no, please continue o question 46}

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

Branch of Service:

Arve you entitled to or are you receiving compensation for a service-connected disability?

Have you been unemployed at any time during the last 12 months?

1f yes, dates of unemployment - From: / / To: / /
Did you reccive unemployment compensation at any point during your unemployment?

00 OO
RUSNEN

6. Have you been convicted of a felony or refeased from prison for a felony conviction in the past 12 months?

Conviction Date: / / Release Date: / /

Was this a D Federal or D State conviction? 1f State - County: State:

Additional Tax Credits

SR

IEC {Native American): Are you or your spouse a member of a Native American Tribe? D
“If vou checked yes please provide o vopy of your CIMB card.
CA Residents: D Are you the child-of foster parents? D Do you reveive CalWorks? D Waorkforce Investiient Act?
D Are you a migrant or seasonal farm worker? I:] Have you ever been convicted of a misdemeanor?
SC Residents: E Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, I declare the information above 10 be true and accurate o the best of my knowledge, and I hereby authorize any agency,
organization, or individuals to supply such verification or information that may be needed lo determine tax credit eligibility to my employer, employer
representative (Associated Consultants, Inc. dba Reirotax), or the Department of Labor.

New Employee Signature: ?:W{{ﬁ?f(‘ g;; 860 77{?’,4;}3‘ :/ 53% Date: ch‘) - \/1 - ?\{:’\5 ,




INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

As your employer, we are concerned about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed in accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change in health
care provider.

Attend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Failure to have current medical support
for disability may result in termination of benefits. Schedule your next
appointment immediately after your doctor visit, before you leave the clinic if
possible.

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

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and 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.



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 vour emplover immediately of any new injuries or conditions that impact
vour physical condition.

If it is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physician must complete a
Report of Workability.

I have read my responsibilities and agree to abide by these guidelines.
Signed: @m Ak S e 4 { *”f‘f“ ol

— o e
Printed Name: \"‘{“@’kﬁ{;x{v{,,{;; {:&f"‘{fﬁ@:ﬁi@“




LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mall, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de 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 el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a fa policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitirad un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de mo!de):?‘t(f}g ?’aiﬁﬁ LN e i g,;f%::::ﬁifw

S

R « o S5 y ‘}?‘ f
Signature/Firma: -y 7ie 45 ¢4\ (oot

£



VSLIND 219301-EMP | OFFICEUSE 1 o smion

RehireDate _____ | __ |

ENRGLLMENT FORM ESC UNAV P2M v15.1

'REQUIRED EMPLOYEE INFORMATION
PRINT USING BLACK or BLUE INK
(Must Bf& ¥ 121&{1 (“}m)

} -

Social Security Number W’ «*

Date of Birth O ’C’U\/\O\ 1 3
Name YOOCASCE Lepedc.

Street Address %ﬂ 3¢ QQ et 0y

City “&\ Qoo SO A\ State beIp_{é_C__.,_gl

Home Phone '1 G % % a\cl_ \ \}\ 30\

»~ Do you or any dependents have Medicare? s
] Yes Np If Yes:
Medicare Health Insurance Claim Number (HICN)

Medicare Effective Date /oo o

Names of Covered Person(s)

Name

Social Security NUmMbDer o e e v e s s

Dateof Birth /| sex IM|[F]

Relationship: [ Spouse [ Child [ Domestic Partner

Name

Social Sectrity NUmbBer v e e mer st s e e

Date of Birth ___/___.‘[WWMM Sex ..

Relationship: [J Spouse [ Child [ Domestic Partner

'BENEFICIARY INFORMATION

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.

B> Signature [ ‘,é&}{v N Ty ﬂ?.’igm

I have read the benefit packet and understand its limitations. I understand that open enrollment is only available for a limited time and 1
understand that mdkmg no benefit selection is a declination of coverage.

OPTION1

FIXED INDEMNITY PLAN . Weekly Ratés;
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 + | MNO to all indemnity benefits.

FIXED INDEMNITY MEDICAL ( % |

D vEs $20.91 Employee Only
$42.44 Employee + |
[ENO $56.67 Employee + Family

This coverage is not available to residents of New
Hampshire, Hawaii, or Puerto Rico.

DENTAL
E:] vEs $6.17 Employee Only

$12.34 Employee + |
m NO $20.36 Employee + Family
TERM LIFE o
D vES $0.60 Employee Only V
$0.90 Employee + 1
[E NO $1.80 Employee + Family
SHORT—TERM DISABILITY ?t\

[ ]yEs (J

$4.20 Employee Only
xo ’

Short-Term Disability is not available to persons who work in
California, Hawaii, New Jersey, New York, or Rhode Island.

$58.87 Employee Only
DS&??% Employee + 1
D $186.99 Employee+ Family

E,;N{) to MEC Wellness/Preventive Plan

Date C.E.f’___‘i_l’_g__\l__@



E-Verify - Print Case Details - Preview

1of2

SENSITIVE BUT UNCLASSIFIED

https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx ?Case VerNu...

Department of Homeland Security Report Prepared: 08/18/2015

E-Verify

Page: 1 of 1

Case Verification Number: 2015230132704XJ
Case Information:

Employee Information:

Last Name: Zepeda First Name: Francisco
Middle Initial: Other Names Used:

Social Security Number: wkE k% 2267 Date of Birth: 10/04/1973
Citizenship Status: A lawful permanent resident Email Address:

Document Information:

List A Document: Permanent Resident Card or Alien Registration Receipt Card (Form 1-551)

Card Number: SRC1020750829 Document Expiration Date:

Alien Number: 058092314 1-94 Number:

Additional Information:

Hire Date: 08/17/2015 Employer Case ID:

Three-Day Rule Reason: Three-Day Rule - Other:

Submitted By: CSCH4411 Submitted On: 08/18/2015
Initial Case Result:

Last Name (in DHS records): ZEPEDA First Name (in DHS records): FRANCISCO

Document Expiration Date (in

DHS records): INDEFINITE
Case Result: Employment Authorized
Employee Referred to SSA:
Referred By: Referred On:

Case Result from SSA (after SSA Tentative Nonconfirmation):

Case Result: Response Date:

Resubmitted to SSA (after Review and Update Employee Data):

Last Name: First Name:
Middle Initial: Other Names Used:
Social Security Number: Date of Birth:
Resubmitted By: Resubmitted On:

Case Result from SSA (after Resubmission):

Case Result:

Request Name Review:

Comments:
Submitted By: Submitted On:

Case Result from DHS (after DHS Verification in Process):

Case Result: Response Date:

Employee Referred to DHS:

Referred By: Referred On:

8/18/2015 12:27 PM



E-Verify - Print Case Details - Preview

20f2

Case Result from DHS (after DHS Tentative Nonconfirmation):

https://e-verify.uscis.gov/emp/BpCaseDetailsLetter.aspx ?CaseVerNu...

Case Result: Response Date:

Photo Matching Results:

Determination:

Employee Referred to DHS (Additional):

Referred By: Referred On:

Case Result from DHS (after Additional DHS Tentative Nonconfirmation):

Case Result: Response Date:

Case Closure:

Closure Statement:
Closed By: Closed On:

SENSITIVE BUT UNCLASSIFIED

8/18/2015 12:27 PM



