E-Verify: Print Cass Detgils - Praview
‘ SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 201 7135102703EQ :
Report Prepared: 05/15/2017
Company information
Company ID: 47428 cumpanyNana:Enphyas;nmmmuermp
EmM Information
Last Name: Gomez Firat Name: Joshua
Date of Birih; 10/08/19g7 Soolalsmwuy Number: *+ e gg7g
Hira Date: 05/15/2017 Gliizenship Etatus: A oitizen of the Unitad States
Document information
\
List B Document: Drlvar‘sMmeorlbnardhsuedbyau.s.staborouwml:msbn List C Dooumant; Sostal Securilty Card
Dooumant Name: Driver's icensa Documant State: Minnesota
Driver's License or ID Carg Number; Document Expiration Date; 12/31/2017
Case Shtua Information
M
Current Case Result: Employment Authorized Employer Case ID;
Casa Submitted On; 06/15/2017 Case Submitted By: SCLAB832
SENSITIVE BUT UNCLASSIFIED
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¥ PO Box 46270
L Minneapolis, MN 55344-9956
Tel: 952.835.1288

¢ {‘\ www.esgstaffingsolutions.com

¥

employer solutions staffing gréi:p_g

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name ﬁgm €<~ First NameC( Jx%SInuc} Middle Initial @Ei
Street Address&24]  Peyind Jdas Roaol Sovih Apt/Ste
City/State/Zip @v‘ﬂ Pat)‘ £ M M { 65 ﬁ | q Social Security Last Four XXx-xx-05 % &

Staffing Agency/Recruitment Partner

Phone Number £ (9~ 44 —g67 | Email Address %Mom 2179 @gmafi-coﬁ)

Al offers of emplo ment are conditional upon satisfactory proof of ide and iegal abillty to work In the U.S.A.
Are you legally authorized fo work in the United States of America? IDZS [INo

Applicant Certification and Authorization

Jdoshva  Biomez
Name (Print or type)

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 I-9 8850 w4
Emergency Contact Info Background Relsase Farm Background Results Unemployment Letter ESC Application
(it applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - cMG Rev. 04/2017



Form W-4 (2017) — Casmmmmgr oo o e rrea

Baslo instructions. If you aren't exempt, complete consider making estimated tax ents using Form
Purpose. Complsts Form W-4 so that your the Personal Alluwanxlgs Worksheet below, The 1030‘53' w&gg&% glu g:'vs'a og,'mem
employer can withhold the caorrect federal Income warkshests on page 2 further adjust your %Pﬂ;{nﬁm 888 Pub. 605 10 find out 1f you, shauid
tax from your pay. Consider compleﬁng? a new Form withholding allowances basad on ftemizad 8 wlgihuldl on Form Wea orw-%?’
W-4 gach f"" and when your personal or financial deductions, certain credits, adjustments to Income, djust your ng 8
situation changes, or two-eamers/multiple jobs situations. Nr?dmets or multiple jobs, lf)]'og I}'gva ath
Exemption from withholding. If you are exsmpt, Complste all workshests that . However, you Hyoridng spousa or mare than ane job, figure the
complete only lines 1, 2, 8, 4, an!g and sign thp; may claFl'm fewer (or zero) allowancapg's.y For ragularyo m"‘;’g 3';[‘:{ m&yg‘;ﬁﬁw u:g Ftn: claim
form to validate it. Your exsmption for 2017 aexpires wages, withholding be based on allowances W-4, Your withholdin usually will be most acourate
Febww. 8ee Pub, 505, Tax Withhoiding you clalmed and may not be a flat amount or when all allowances agra olaimed on the Form W-4
and Tax. percantage of wages. forthe highest paying job and zero allowances gre
Note: if another person can claim you as a dependent Head of housshold, Generally, you can claim head claimed on the others. Ses Pub, 505 for details,
on his or her tax retum, g;lcan't claim exemnption of housshold status on your tax retum only if Nonresident allen. If you onresident ali 3
from withholding If your total Income exceeds $1,050 you are unmarried and pay more than 50% of the Notll‘ee 1509 &‘gﬂ“{."nﬁ"mﬁ: Wa lnstrucﬂen' sf:r
and Includes more than $350 of uneamed income (for costs of keeping jup home for :‘ouraelf and Jour Nonresident Afl before completing this for o™
g S Eidenca. gagsgm Yur}:ﬂi i qsmndard Bdslgdcﬂ d Check wl:hn: Iding Aﬂsrp gF W-4'takas
ub, 501, ons uction, an eck your olding. our Form

E"ﬁ"’""" An emp}gree may be able to claim Fliing Information, for fnfnnnatinn. sffect, use Pub, 505 to ses how%he amount you are
exemption from withholding even if the employee is having withheld com to your projected total tax
a dependent, if the employes: :‘::oumadmllaﬂ.gmu mwmlw:ag&alnalanduﬁymofe dlits Into for 2017. See Pub, Eﬁ, espeoyiglly your earnings
* |s age 65 or older, withholding dlm"gnyge& Credits for child or dependent exceed $130,000 (Singie) or $180,000 (Manmied).
* |3 biind, or care expenses and the child tax credit may be claimed Future developments. Information about any future
e codone o e o e Samu S0 o oo o Cue e LeieopTea ST P U4 e posted
ftemized deductions, on his or her tax retum, credits into withhol gnowanmm tabi aatg www.Irs.gov/w4.

AL

_Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent . 9 0 0 0 90 0 8 9 6.0 4 q
* You're single and have only one job; or

B Enter“i1”if { * You're married, have only one Job, and your spouse doesn’t work; or }
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,600 or less.

C  Enter"1” for your spouse. But, you may chooss 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 withheid.) . 5 0 06 5 o o o o

Enter number of dependents (other than your spouse or yourself} you will ciaim on your tax retum . a o

Enter *1" if you will file as head of household on your tax return (see conditions under Head of household above)

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

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

G Child Tax Credit (including additional chiid tax credit). See Pub, 872, Child Tax Credit, for more Information.

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

® If your total Income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each eligible child,. G
H  Addlines A through G and enter total here, (Note: This may be different from the numbesr of exemptions you claim on your tax retum,) > H

e If you plen to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.

|

.

Tmo
Mmoo

1]

complete ail * If you are single and have more than one lob or are married and you and your spouse both work and the combined
worksheets eamings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Woarksheet on page 2
that apply. 1o avoid having too little tax withheld,

s If neither of the above situations applles, stop here and enter the number from line H on line & of Form W-4 beiow.
Separate hers and give Form W-4 to Your empioyer. Keep the top part for your regcords.

w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
o P> Whether you are entitied to olaim a certaln number of allowances or exemption from withholding is 2 @ 1 7
m&gﬂgmw subject to |¥evlew by the IRS. Your employer may be requliredto send a copy of this form to the les.
1 Your first name and middie inftial name 2 Yoursoclal semumber
doghoer M ﬁomcz, P 471=8 -097¢

Note: if married, but Iegally saparated, or spouse is a nonresident alien, chack the "Single® box.
cy ortown, state, and ZIP code
Lain ' |
5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 J
® Last year | had a right to a refund of all federal Income tax withheld because | had no tax liabliity, and
Under penaltiss of perjury, | declare that | have examined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete.

Home address (number and strest or rural rouge) 3 LiBingle L] Maried [J Married, but withhoid at higher Single rate.
624 Poind Revglas Rood Sooth
4 K your last name differs from that shown on your saclal security card,
Pa ol ) Mu ) GS {l q check here. You must call 1-800-772-1213 for a replacement card. > []
6  Additional amount, if any, you want withheld from each paycheck . . . . . > 6 80 ©o o o o b o 6% ]
7 I claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. |2
* This year | expect a refund of all federal income tax withheld because | expect to have no tax liabllity,
If you meet both conditions, write “Exempt® here . A Akl
Employee's signature
(This form is not valid unless you sign it) » Date » s / /6 / 9‘0 | 7
8 Employer's name and address (Employer: plete lines 8 and 10 only if sendingtothe IRS.) | 9 Office code {optional) | 10  Employer identification number (EIN)
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 2017)




Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9

U.S. Citizenship and Immigration Services m%&,?fé%?f

P> START HERE: Read Instructions carefuily before completing this form. The Instructions must be avalable, either In paper or electronically,

during completion of this form., Employers are liable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: itis lliegal to discriminate against work-authorized Indlviduals. Employers CANNOT specify which
document(s) an employee may present to estabiish employment authorization and Identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute iliegal discrimination.

Sdotlon 1. Employee Information and Attestallon Empiayess muat oormplete and algn Seaflon 1 of Form 18 7o Tater ™
than the first day of employmen, but nat hefare andepting a job affar)

Last Name (Family Name) First Name (Given Name) Middle ll"mial Other Last Names Used (i any)
mez ashua
Address (Street Number and Name) | Apt. Number City or Town State ZIP Code
» : ,
634 Poird Dowrles Roac Caini Paul MN Ha

Date of Birth (mm/ddyyy) |u.s. Social Security Number Employee's E-mail Address ) Employee's Tele%one Number
io/o9 jiqq1 10-B5 engineeromdi@nrailem )3 - 54 -9571

Iam aware that federal jaw provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

| atteg,under Ppenalty of perjury, that | am {(check one of the following boxes):
[\#4. A cltizen of the United States

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

|:| 3. A lawful permanent resident {Allen Reglstration Number/USCIS Number):

|:| 4. An allen authorized to work until (expiration date, if applicable, mm/ddlyyyy):
Some allens may write "N/A” In the expiration date field, (See instructions)

Allens authorized to work must brovide only one of the following document numbers to complete Form I-8: Do ﬁ':,",,;;,:;,,s{.',,“;:g;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number,

1. Alien Reglstration Number/USCIS Number:
OR

2. Form 1-84 Admission Number:
OR
3. Forelgn Passport Number:

Country of Issuance:;

-

Slgnature of Employee

EIRES
yeparer and/ar Trafslatér Gertiication (aheek anel; R e

Jid hat ube a prepant o transiatar. (] A preparerts) andro transiatdr(e) gssisted the emplayea incompleting Sactian 1.
(Flekis befow must he campisted and Sigried whan preparers guifar ransleters assist an emplayes in oqmpleling Seetion 1.)

I attest, under penalty of Perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
knowledge the Information is true and correct.

Slgnature of Preparer or Translator

Today's Date (mmAddpyyy)

Last Name (Family Name) First Name (Given Name)

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

@ E‘mplb yer Completes Next Page @

Form I-9 11/14/2016 N




Employment Eligibility Verification ‘ USCIS

Departmént of Homeland Security _ Form 1-9
| U.S.. Citizenship andlmmigrption Services : moéggm7

— 3 h = : S PRy ¢ -'—-..". .: -, -, .. '-.-L-.‘ﬁ i .. . - i 7 .
' : : &O Sm g%
ListA - 3] List . Lete
Identity and. Employment Authorization Identity Employment Authorization
Document Title ) :

N T P Y s N

Docurert Nuster ' TS S -ca g
Expiration Date (if any)(mm/idyyy) { Expiration Date (f any)(mmichyyyy) Expiration Date (7 any)(mm/tdlyyyy)

. _ A\ -3\ . 20\7 = a LA

Document Title : A

Issuing Authority Additional Information 50 ok i In T Bpace
Document Number |

Expiration Date (if any)(mm/ddyyyy) -

Document Title

Issulng Authority

Daocument Numbqr
* | Expiration Date (i any)(mm/ddyyy)

LT YR

Cortification: | attest, under penalty of petjury, that (1) | have examined the document(s) presented by the above-named employes,
(2) the above-listed docunient(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowladge the
employee Is authorized to work In the United States,

Th“mployeo’l first day of employment (mmvdd/yyyy): 0S -1S-2.0 l, 2 {See instructions fqr axemptions)

3@% Employer @n_m-\ Today's Date(mmtidlyyy) | Titi Employerorhrom Representative
. . 0S-(sS 20l
Last of Representative | First
A

loyer Eﬂ Representative | Employer's Business or Organization Name

(1 EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organ Address (Strest Name) |CityorT State  |ziP Code
7480 FLYING CLOUD B SUITE 200 MINNEAPOLIS 'MN : .,@4
Last Name (Family Name) First Name (G/ven Name) Middle initial | Date (mmAddyyyy)

_ - . : mmmy)(. ..) :

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 empioyee presented document(s), the document(s) | have examined appear to be genuine and to relate to the Individual.

Signature of Employer or Authorized Representative Today's Daie (mm/dd/yyy) Name of Employer or Authorized Represet_ltaﬂva

Form I-9 11/14/2016 N
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1

A

r._L.L._—..,..¢-.-.-_-_ —— e .

rL "This card belongs to the Social Security Administration and you must
return it if we ask for it.

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

L

For any othér Social Security business/information, cantact your local
So;ial Seeurity office. If you write to the above addreg far any business

a,

other 1han feturning a found card you will_ngt_;ggelw-ﬁ;wapoqgg,g-

Soctdl Seeurity dwilnlstragion
Parm S8A-3000 (10-2007) -

FB4167956

e




EMERGENCY CONTACT INFORMATION

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

Employee Name: JQ‘“JI\U@ Nd;ﬂq Q omMmez -

Address: oind las Y‘OCLJ* (’3

Home Phone: ,él o 24 17' ""LS 7 ’

i i EMERGENCY CO&TACT‘S g !
Pleas 114t two peopla (in priority order) who oould be vontasted In oase of an emergency

Contact #1 Home Phone;

Name: FCPJ J "\O-Wcj BDM'CZ—- Cell Phone; 6&3 ‘-q 0b _9‘3 OA

Relationship: Fa;umtj‘ Work Phone:
Contact #2 Home Phone:

Name: Po:{ rn'cz'ﬂ* BDVY"UZ_.- Cell Phone: é 5 | -6 & —4 4 79\

Relationship: Cﬂ)&in Work Phone:

This information will remain confidential and will only be used in the case of an emergency.
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employer solutions staffing group..

Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct D
rovide a writt e

If you do not pro
S TIER ] BIASIE Iy LORN A ON

Employee Nnmﬂ )

PINROEL G EON
=% Direct Deposit
|| Payroll Debit Card

[ Update Bank Account
Bank Name:

TCF Rank
Routingt AL FOOO |

I understand ang acknowledge that if T dp not provide a
voided check with this direct deposit form, T am
responsible for any delays in payroll or extra costs

; ineurred if the account number that I provide is incorrect,
Aot U0 6 582 € sl o [ 5/1S laolF
Account Type: _[WChecking [ Savings L] omar -1 il e

To help us avoidmaldnganen'or, pleaseattachacopyofavnidedchedc. (2 deposit slip will not work)
o Ifyouchnngebnnks, donotcloseyonroldbmkawonntlmﬁlyonrdirectdeposithasmm'tedatﬂlenewbank,whivh

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or

ons. On your first payday, you will recaive your new Payroll Debit Card, and a packet containing all of the termg and conditions, You wil]
then sign acknowledging that Yyou received the Payroll Debit Card and packet, Your p. 11 D

ebit Card will be reloaded on each Ppayday you receive

wages,
CARDHOLDER INFORMATION (as you want Your Payroll Debit Card  be issued)

First Name MI Last Name Date of Birth
Street Address (POBOX NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone {mobilg)

RECEIPT OF PAYROLIL, DEBIT CARD (to be completed when yon pick up your Payrol| Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #

Date: S/l’s laor}

I authorize ESSG directly d diodic wages/compensation payments, net of required tax withholdings, other required withholdings
or autharized deductions, intp Iny 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,
¥ 1]
*E-mail: 8 9 @omen|.

this information will nly be usedsd send your paystubs electronically
Employee's Signature: % Date: _5/ / S / &O’ ?

= —

D ——



Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Em ployment Screening to provide Employer Solutions Staffing Group, LLC one
or more reports based on that information; and (d) Employer Solutions Staffing Group, LLC (“ESSG”) to
share those reports with others for legitimate business purposes related to your employment. BGC
and/or Orange Tree Employment Screening may investigate your education, work history, professional
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
mation sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as You are an employee of ESSG.

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” is attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached., By signing below, you acknowledge receipt of these documents.

Personal Information: Please print the information requested below to identify yourself for BGC.

Printed name: v HGJ ) NA Mme 7.
First Middle (O Last
none)

Other names used:
Current county of residence:

Current and former addresses:

6/ AOIA current 624 Point bm‘?@lqs ROO A 600’“’) /&u.n“ faul IM,S

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

Some government agencies and other information sources require the following information when
checking for records, BGC will not use it for any other purposes.

[o/o4aflqq? 431-55-0931 4

Date of birth Social security number
TH4F0296inall MN Joua MepTNA BoMEZ-
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or Jive in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: 1.

S/ls/2017

Sig Date




employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this |/ S day of MCLLA , 20F, between
Employer Solutiong Staffing Group LLC, hereinafter/ referred fo as “employer”,
and hereafter referred to as “employee”.

WITNESSETH:

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 pPayment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise,
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employer solutions ang gf;:jupuc
INJURY MANAGEMENT PROGRAM

Injured Worker’s Responsibilities

L

of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a resuit 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

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.

Printed Name: (4 kl&!ﬂ (@] P 10N e 2~
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Important/Importante
LOST OR STOLEN PAYCHECKS

If your paycheck was stolen, you must first file police report before we can re-
issue the check. Once you have done so, you must provide a copy of the policy
report o 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 wiil 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, efc), usted debe notificar a su reclutador de personal que el cheque no

Si su cheque de Pago fue robado, primero debe denunciar el robo a Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a sy reclutador de personal que el
cheque fue robado. Sj e] cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducirs.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde):vJCDS[’\‘U‘93 [}-{dm A GDM'OL

Signature/Firma:




rom OO0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
ﬁfgmal nave".ﬁ?a"sl?v’ﬁ';"’y » information ahout Form 8a50 and its separate instructions is at WWw.irs.gov/formB850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name JOS‘I\UG Me_@QJ nor & O e~ Social security number > 4’ W °SS 09 % g

Street address where you live 5@.4 {Do E-V\‘E Boun(;e& an QUJL)

Clty or town, state, and ZIP code $=in i Pl I,W“ ] Yy ” q
County Telephone number _6[ a “'9\4 4"' qs ?/

If you are under age 40, enter your date of birth (month, day, year) ‘ O/ (oo / / qq ;

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

2 [ 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 Needy Famllies (T; ANF) for any 9
months during the past 18 months,

* lam a veteran and a member of a famlly 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,

® lam at least age 18 but not age 40 or older and I 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 § 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.

* I received supplemental Security income (SSI) benefits for any month ending during the past 60 days.

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

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.

& [] Check here if You are a veteran entitled to compensation for a service-connected disability 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 maonths; or
° Received TANF Payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beglnning
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 flmited the maximum time
those payments could be made.

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

Signature—All Applicants Must Sign
Under penaities of perjury, ! declare that | gave the above information to the employer on or before the day | was offered a job, and it Is, to the best of my knowledge, true,

Date 5/’6 /Q‘Oli

Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-201¢)

Job applicant’s signature p
For Privacy Act and Paperwork
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

Client: Company:

Location: Position: Starting Wage: $

EMPLOYEE SECTION:

'Sm I:a;e: Lélst:ame: Suffix: gﬁ%ﬁﬁ:& bo ! I f City/State: Zip:

infBoul  MN |K)1q

SS# Date of Birth: Age: Have you worked for | If yes, locatior

Ewlsw‘”“ (O/9/1997 | [q | s company utoor

Please complete all questions, and sign and date the form. Yes

No

1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) |
at any time since August 5, 19972 (If yes, please Provide information below,)
Name of the person receiving benefits: Relationship to you:
City: County: State:

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? O
(If yes, please provide information below.)
Name of the person receiving benefits:. Relationship to you: o T |
City: County: State;

Have yon received Supplemental Security Income (SSI) at any time within the past 3 months? |
Please note, this is not the same a8 Social Security benefits (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes please pravide a copy of your SST documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? O
If yes, please indicate which type of agency you worked with and provide their location information below:
[ Vocational Rehabilitation Agency [] Dept. of Veterans Affairs [J Employment Network (Ticket to Work Program)
Name of Agency: —— Phone#: ___
City: County: __ State:
*If you checked Yyes please provide a copy of your active Individual Work Plan and Ticket to Wark documentation,

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

Dates of Service - From: To:
Branch of Service: U
Are you entitled to or are You receiving compensation for a seryice-connected disability?

O

O

6. Have yon been unemployed at any time during the last 12 months?

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

O O om

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date;
Wasthisa [] Federalor [] State conviction? If State - County: State:

O 0O oo

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

PLEASE READ, SIGN, AND DATE;
Under penalties of perjury, I declare the information above 10 be true and accurate 10 the best of my knowledge, and | hereby authorize any agency, arganization, or
individuals to supply such verification or information that m, needed to determine tax credit eligibility to my employer. employer representative (Associated

Consultants, Inc. dba Retrotax), or the De ent of Labgr” i
Datezg//s /010/1

New Employee Signature:




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

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

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

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

ST Date SIS /2013

New Hire Name: gSDS(nUd ‘Mta&'na {)z T
Social Security Number: q 4‘ -S8-093%

Employer Name: LS@L‘UGLMM l\e&wzg’

New Hire’s Signature:

Please check the statements below if they apply to you.

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

O I declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

The Intemal Revenue Code of 1 988, Section 51, as amended and its enacting legislation, P.L. 104-188, specify that the State Workforce Agencies are the
"designated" agencies responsible for administering the WOTC certification procedures of this program. The Information you have provided completing this
form will be disclosed by your employer to the Stats Workforce Agency. Provislon of this Information Is voluntary; however the information Is required fo
determine your employer's ellglbility for the federal tax credit

_..._..._..—..._..—..._.._...—..._..._.-._..._..—..._.._.<—..

complete this form is required to obtain or retain benefits (P.L. 111-5). Publlc reporting burden Is estimated to average 10 minutes per response, including the
fime for reviewing Instructions, searching g)dsﬂng data sources, gathering and maintaining the data needed, and completing and reviewing the collection of

ETA Form 9175 (Rev. November 2016)



h:&ﬂ‘ﬂ Emplow*

~Notification of Minnesota Law Requirement —
Unemployment Acknowledgement
According fo Minnesota Statute Section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a sujtable

Itis your responsibility to contact ESSG (for instance, by calling (763) 568.4861
or using any other form of contact) for additiona] assignments. If you fail to do so,
it may affect your unemployment beneits,

I understand by signing this form that | am responsible to contact ESSG within 5

calendar days once an assiggm nt ends. | also acknowledge that | have received
a separate copy of this form, é (Initial)

Es su responsabilidad Para ponerse en contacto con ESSG (por ejemplo, llamando g (teléfono)
(763) 428.2926 o usando de cualquier otrg forma de contacto) para tareas adicionales. Si usted
falla de ponerse en contacto asf, para poder afectar sus beneficios de desempleo.

Comprendo que por firmar esta forma YO soy responsable Para ponerse en contacto con
ESSG dentro de 5 dias de calendario después de finilzacién de una tarea. Yo también
reconozco que he recibido una copia aparte de esta forma. (con las iniciales)

: B/i&5/30/7
Firma:O" : Fecha:
Jdoghoa Ueoline S

Nombre de empleado (en letra da molde) ~~

CMG_SM(SP) - Rev. 04/2011




\

Acknowledgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
~any questions | nayhave about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand fajlure to comply is grounds for disciplinary action, up to and including termination,

I also agree that if at any time during my employment | am involved in any employment dispute or | am

Employee Name (Please Print)

vo [qomcr

Employee’s Sigpature:

Date: 5/ /S/ a0/ ?




Y

RECEIPT OF EMPLOYEE HANDROOK AND EMPLOYMENT-AT-WILL STATEMENT

is is to acknowle
Employee Handboo nd understand that jt sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand

and agree that jt is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

my employment with the company.

If I have questions regarding the content or interpretation of thig Handbook, | will bring them to the
attention of ESSG,

paTE &//5/2 017

EMPLOYE

NAME jos'/wa (Jomez
PLEASE PRINT

EMPLOYEE

SIGNATURE

ESSG % o ( 1,[
REPRESENTATIVE : -.’\J M"ﬁ Nguen



ﬁ ACKNOWLEDGMENT
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation, Additionally, | understand and support the following:

1. This handbook is intended as a quide and not an employment agreement that
creat

2. The changing needs of the business will require alteration in method, practices and
policies, and the Company will unilaterally revise, as necessary, to meet these
changing needs, :

3. lagreeto notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc,

4. |am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: E}[ 15/ 3‘0}7
Associate's Signature: %’b

Associate's Printed Name: dOSL’Ua Gomerz.
Orientation provided by: L:f Szmﬂj W\O'\/Uk

24




DRUG AND ALCOHOL
TESTING CONSENT FORM

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

2. have read the entire contents of this policy and | am aware ang fully
understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blocd,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |

| al's Name

S/ 1S(30(7
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Leveraging Rescurces in a Changing Marke:

Enhanced MEC

Benefits Enroliment Form
Employeeiinformation

Name (First and Last)

MewEm :

employer solutions staffing group.

LI Rehire Rehire Date

oy
e RN,
T
Py
."“? ‘-p
solutions

emp group.

b s Wk ety b aon.

Plan_Plan 1

€29

Benefit Plan Administrators, Inc

wumw.ug

A LT SRR e

Soclal Ssecurity Number
J@skua E(b mezZ. 4?4-55’1)?7%
Address i City , State Zip Code
84 Polnt Douas Road goulh [Cuint Pal | g &liq
Gender Tﬁ;la Marital Status (97 Singls | Datg of Birth Dats of Hire
1 Female | [ Married [ Divorced /O/Oq/[qq;'
Phone Number: Emall Address; X
6l -2994—9& 7 mglnmﬂw%m*/ Co /)
Please Select Desired Coverage:
Employee Only - E Employee+Spouse - ,:l Employee+Child(ren) - E Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
tSonlal Securﬂy;# Birth Date | Sex Relaﬁomhip
. Lat Name S r::ale &l Spﬁus;on?esﬁcﬁer
Social SScurity# Birth Date Sex Relaﬁonship .
o ClSpouse [ Child
ML Last Name E|l ::lnale O Domestic Partner
Soclel Securty# T B e i mﬁ@p‘ e
FitNars Wl Tst Narms O rome [0 Bl i e s
P:AME O.F PERSDN.ODVE'RED {FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employee Acknowlatigement and Authorization - | hereby apply for the group benefit{s) as Indicated, | acknowledge that all entries are true and complete and that
any misstatements or fafiure to report Information may be used as the basjs for canceliation of coverage for me and my dependent(s), if any, from the original
effective date. Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have elactad,
IF ENROLLING - YOU MUST SIGN HERE
Employea Slgnature \ Date
EMPLOYEES DECLINING | am DECLINING coverage

lunderstand that | and/or my depend

IF DECLINING- YOU

, if any, waive any coverage and desire to participate In the Plan at a later date,
must meet the requiremants defined in the Certificate of Coverage for the

(including my 8pouse) bacause of other coverage, | may, In future he able
days after the other coverage ends. In addition, if a new dependent relatio
of adoption, | may be able to anroll myself or my dependent, provided ire

ns. if ! decline enrolimant for myself or my dependents
t8 In this plan, provided | request enroliment within 31
nship forms as a result of marriage, birth, adoption, Placement for adoption of parting suit

we 5/15/0017

Employee Signature
U

Employer Solutions Staffing Group Health Benefits Team
PO Box 48270 Minneapoiis, MN 55344-9956

Phone: 852-787-9519 Fax: 952-767-9515
Email: Health@employersoiutionsgroup.com




2 newss suscuuuty viedical Benefits Plan 2

. Vs 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate__/ _,
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.
A. REQUIRED EMPLOYEE INFORMATION PRINT USING BLACK or BLUE INK (Must Be Filled Out) P
°§?’f§°§"i%#m 63~ 544 ag3 | [HlE]
| Address &34 Poind Douﬂl oS Ro QJ So u-fLs Apt. #
“Kint_ Pal N *esllg  [EeEE o

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEF|TS? DYesDNo If Yes, please continue,

Medicare Health Insurance Claim Nmber (HICN) I Medicare Effective Date

: d e

-Name of Co;:ared Person (s):
3.

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

E ¥
1, LA |
C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates
You MUST select 5 coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
|

nsurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
S cTCOVENAGE|LIveL | TRCD MDRMNG YIS VISION TERMLIFE | SHORLTERWM
Employee Only [ ] s2025 {1 seq s242 T s0.0 | saz0 &0
Employee +1 [ ] $41.10 $12.34 $4.92 $0.90
Emplayee + Family $54.88 $20.36 $6.56 $1.80
. “N_O_'EJA:L[- EﬂEﬁEm 1 _‘Q_!es D No D Yes D No DYes D No D Yes D No D Yes D No

'This coverage is not available to residents of NH, HI, or PE-ZST D is not available to pel:sons who work in CA HI, NJ, NY, or R.

2

For Term Life / Accidental Dbath & Dismemberment, please write in your beneficiary information, Accidental Death &
Dismemberment is part of the Term Life Benefit,

Name Relationship

D. REQUIRED DEPENDENT INFORMATION )
Name Social Security # Date of Birth | Sex ; Relationship

L MlE - DJspouse [Jchitd [ Domestic Partner i

Name i Social Security # Date of Birth ' Sex Relationship
o | LI Spouse [ chitd [ Domestic Partner

Name ' Social Security # Date of Birth Sex Relationship
L SN LISpouse [] child [] Domestic Partner

Name ' Social Security # Date of Birth | Sex Relationship
0 ] LI Spouse [ chitd [T pomestc partner

f??@!!&!%T SIGN AND DATE, EVEN IF YOU DECiiNE COVERAGE
I'have read the benefit packet and understand its limitat : i i

2 fmited time and | understand that making no benefitselection is a declination s#coverage,

DATE 05/L6m017F | D> SIGNATURE

This is an Essential StaffCARE Enrollment Form,




