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comﬂ Information
Company ID: 47428 Company Name: Empioyar Soluons Staffing Group
Em| Information
Last Nams: Gresham First Name: Deondre
Dats of Birth: 09/05/888 Soclal S8ecurlty Numbes: 4837
Hirs Date; 04/13/2017 cMnshlpaﬁms:Anﬂhenaﬂﬁe United States
Document Information
\
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Casa Status Information
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————



>
i
employer solutions staff ing group. iy e 405
Leveraging Resources in a Changing Market Tel: 952,835,1283

www.esgstafﬂngsoiutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK
——————— ==LV ININK

Last Name % First Name M{(/ Middle Initial
Street Address Lé cG i '[(fg Mand 14, )\ Apt/Ste
City/State/Zip \\y RIS pmp) ¢ Cq | — Social Security Last Foyy XXX-XX- 4

Phone Number /1S S YA Email Address @
Staffing AgencyIRecruitment Partner

All offers of smployment are conditional upon satlsfactom proof of ldenﬂg and legai abllity to work inthe US.A.
Are you legally authorized to work in the United States of America? [JYgs CNo ‘

Applicant Certification ang Authorization

I authorize Employer Sojutions Staffing Group (ESSG) to use the Information ang statements contained in this application to determine my
quailfications for empioyment, | authorize ESSG to make Inquiries of my former empioyers, except as indicated in this application,
regarding my previous duties, responsibliities, Performance, tompensation ang eligibiiity for rehire.

This may inciude but Is not limited to in

I certify that ajf Statements made in my application are trye and accurate ang that | have not omitted any materig| Information or provided
false or misleading Information, | understand that any materiai omission or misrepresentatlon will result in my disqualification from
consideration for employment or, if discovered after | begin employment, wiil result in my termination,

If hired, | agree to abide by the poilcles and Procedures of ESSG,

‘O{ozndfc Gre Shay, D £On01€ (5 (€ Loy
Name (Print or type) Applicant's Signature Da

A copy or facsimile ("fax") will be considered the same as an originaj signature. Emaj will ONLY be used r employment Correspondence

F

Emergency Contact info Background Release Form Background Resuits Unemployment Letter

{if applicabie)
For ESSG Client Use
—

DOH ROP Work Site Loc.
_— —_—_—

ESSG - Supermoms CMG Rev. 0512015

B

ESC Application




Form W4 (2017) G T SRS AT v

Basic Instructions, if you aren't axempt, complsts

Nonwage income, If u have a large amount of
nonwage Income, such ag Intarest or dividends,
_:'rgnslder making estimated tax ents using Forr

Purposs, Complets Form W-4 g0 that ur the Persona] Allowanges Worksheet below, 0-EB, Estimated Tax for Individuals, Otherwiss,
emgl'oyer can venhhold the correct fedeyrgl Income Workshests on page 2 further adjust your yoﬁu“@{u%;wﬁngﬁb%og f’;°#n"‘,a:np,?"s'gglf;u,
from your pay. Cansider compleﬁlﬁ a new Form withholding allowances hasgg on Kemized an gt wn?{h olding on Form freg - W-)«;?? '
each gaarand when your persona or financial deduotions, certain cradits, adjustments to Income, adjust yo g an .
situation changes, or twoearnera/mumple Jobs situations, Twr?d:amam Or muitiple johs, |f )lmg f;]ave ath
Examption from Withholding, if you are exem ) Complete all workshests that . However, you - 5 | oy =8 or more than ane job, figurs the
gomplete only lines 1, 2, 8,4, am! 7 and sign tlf’et may claFl'm fewer (orzarg allowanaggsb., For regujar b a,,‘}"'t',‘s o |°f “““wﬂZ?,?'&,y?rﬂ&'ﬁﬁly o:g l?t; )
form to validats i, Yolir exemption for 2017 expires yeages, withholding must be bagad on allowances . Yoo Withoon usually wil be ot aamate
Feb@ 16, 2018, See Pub, 505, Tax Withholding you claimed and may not be a fiat amount or when all allowa ! agre claimed or e For:fflv ,
and Estimated Tax, Percentage of wages, Tor the highsst paying job and zore allowances arp
Note: If another Pperson can claim you ag 5 dependent Head of household, Generally, you can claim head olaimed on the or8, 8es Pub, 605 for details,
on his or her tax retum, you can't claim exemption of household ﬁllng status on yoLir tax return or{z If Nonresident alien, If - nonresident aj
from withholding lfty;?at’u;total Income exceeds $1,050 Yo are unmarried and pay more than 509 of the Ngt'i' o Sau ",‘ mzn Waslnsuucﬂ:nn'ssfge
and includes mare 0 of uneamed incoma (ior gosts of keeping a#: a home for yourself and your None ident Al ?sfo leting this foma ™ "
example, Interest and dividends), depende s?nr r qualifying Individuals, Sae nres ens, before complating 5
Exoeptions, An em loyee may be able to claim Pub, 501, mptions, Standard Deduction, and Check your Withholding, After your Form w-4
< P °{ ay Filing Information, for Information, use Pub, 505 to seg how the amount you ara
exemption from withhoid ng aven if the employes is having withhald COMPEres 10 your rojected total tax
& dependent, ifthe amployee: :::omﬁ o "“"}?’;‘;g’,,’,‘;’gf,‘?,ﬂ,;‘;‘,’,‘,,"'of’ S 10r 2017, Ses o 608, s=pacia your earnings
* Is age 65 or older, withholding gjlowgn;:es. f,‘?ﬁ"ﬁx‘ for child or gaple:]deﬁ :(eeed $13C:,000 (Slngl? or §180, :(:m (Married),
Is bilind, or care expenses and the g| oredit may be olaim; uture develo, ments. information Lt future
; wir c:alr: adjustmants to Inoome; tax cradits; or g""%?".? 508 oy owanoss woﬂ?t?e%t o ot mams:lggcgggfonn o (%)'chn?gw osted
y 3 . '8 re|
itemized deductions, o hig or her tax retum, c,:edus into wﬂhll;o'lldln aug?,:,’,‘.,?;’,“’" B AL aeig wwwgps.egﬁr/w& Bt e
Personal Allowances Worksheet (Keep for your records.)
A Enter *1”° for yourself if no one gjse can claim you as g dependent , SR oSS o B - . A
* You're single and have only one job; or
B Enter*17 i * You're married, have only one jab, and your spouse doesn't work; or <« « . B
* Your wages from a Second job or your Spouse’s wages (or the total of both) are $1,500 or less.

C  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 avoid having too little tax withheld) . , | q &

Enter 17 if you will fil ad of household on your tax return (see conditions under Head

mTmg

(Note: Do not Include child Support payments, See Pub, 608, Chiid and Dependent Care Exp

Enter number of dependents {other than your spouse or yourself) you will claim On your tax retum ,
e as head

Enter “1” i you have at |east $2,000 of chiid or dependent care expenses for which You plan to claim g credit

of household above)

Mmoo

enses, for details,)

G Child Tax Credit (including additiona] child tax credit). See Pub, 9872, Chiid Tax Credit, for more Information,
* if your total income will be less than $70,000 (3100,000 if married), enter “2" for each eligible child; then less #1= if you

have two to foyr eligible chiidren or less "2" i Yyou have five or morg eligible children,

* If your total income will be between $70,000 and $84,000 (31 00,000 and $118,000 if married), enter *1* for each eligible chid. @
H  AddinesA through G and enter total here, (Note; This may be differant from the number of exemptions you claim On your tax retum,) » H
* If you plan to itemize or claim adjustments to Income and want to reduce your withholding, see the Deductions

For accuracy, and Adjustments Worksheet on page 2

complete all ® If you are single and have more than one job or ars marrieq and you and your Spouse both work and the comblned
worksheets eamln?s from all jobs exceed $50,000 ($20,000 i married), see the Two-Earners/MuIﬁple Jobs Workshest o page 2
that apply, to avoid having too little tax withheid,

® If neither of the abovs situations applles, stop here angd enter the number from llne H on iine 5 of Form W-4 below,

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

- w.4 Employee’s Wlthholding Allowance Certificate OME No. 1545-0074
om
P Wheth ntitled to claj rtall ber of all from withholding i

Dopeto e iy e g B s o oo wmorers: | 2017

1 Your first name ang middie Inttia] Last nama 2  Your socia] sacurity number
_Deondre (ore Chcin, 7$-18-v627

2 Home addrpes (umber and strest o7 rural routs) 8 bd singe L] mamea LI Married, but withhorg o1 higher Single rate,
25 69? ‘?;fe‘ b'\oh tL ﬂ D / U Note; I mamied, but legally separated, o 8pouss is a nonresident allen, check the "Single” box,

City or town, state, and ZIP code

bV\ p' g "'1 50 gS‘/ ’ I check here. You must cal

4 Hyourlast name differs from that shown on your social security card,

11-800-772-1213 for o replacement card. B []

6 Additional amount, if any, you want withheld from each paycheck

5  Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) I_i

7  lclaim exemption from withholding for 201 7, and | certify that | meet both of the following conditions for exemption, * e

If you meet bot conditlons, write “Exempt” here .

Under penalties of perjury, | declare that I have examined this certificate and, to the best of my knowledge and belief, It Is trus, correct, and complete,

Empioyee's slgnature

(This form Is not valid unless yousign it) » D Lol J re C’) (& Shics "

8 Employer's name and address (Employer: Complete lines 8 ang 10 only if sending to the IRS.) [ 9 Office code

Daterd’///f//?

(optional) [ 10 Employer‘identfication number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220q Form W-4 (2017)

BEE—

TTe———



. 4;:\ Employment Eligibility Verification USCIS
! b i Department of Homeland Security OM:' :,:nl‘ 511;3) =
Y 15 U.S. Citizenship and Immigration Services Expires 08/31/2019
5 refully before completing this form, The Instructions must be avallable, either in Paper or electronltally
ployers are Jfable for errors in the completion of this form,

n 1. Em nformation and Aliestal OR (Employeas must eampitets and sign Sedlian 1 af Farm 16 no farer ™
Hirgt day of employment, but nat betore aavspting a job affet )

than the

A il i A i
Last Name (Famiy Name) First Name (Given Name) Middle initial Other Last Names Used (if any)
oV eSihenn eolndre
Address (Strest Number ang Name) "~ [Apt. Number City or Town State  [7IP Gode
L% 69 Cgbraantnyn ] mP)s My | Se 17
Date of Birth (mmsddhyyyy) |[y.s. Social Security Number

Employee's E-maj Address

Employee's Telephone Number
199 kxS /ae. 73]-[15] - [rleeh
_ lam aware that federal law provides for

€ s3r3cey ]
Imprisonment and/or fines for falgg statements or yse of false documents in
connection with the completion of this form,

I attest, under Penalty of perjury, that I am (check one of the following boxes):

[&L1. A citizen of the Uniteg States

[ 2. A noncitizen hational of the United States (See instructions)

[] 3. Atawul permanent resident :

(1 4. An allen authorized o work ar (expiation date, if applicable, mmiddryyyy): F\J
Some allens may write "N/A" in the explration date field, (See Instructions) E T

numbers to compists Form 1.g: Do Not v ot
Admission Number OR Foreign Passport Number. R T soace

1. Allen Reglstration Number/uscis Number;
OR

2, Form|-94 Admission Number:
OR
3. Foreign Passport Number:

Country of issuance:

Signature of Employee 9 st 0' re G e Shyen I Today's Date (mmsddsyyyy)

/13 )85
[Fréparer andlar Translater Gerifioation (check ohe); AT

[_] 1 44 hot use o Proparer bf transiatof [ A pregareris) and/or tranglator(s) assisted the Spjeyes in aampleting Saectign 1.

(Fields helow myst be apmpleted and signed when fAreparars andfar transiatcrs 88sist an emplayes in bomplsting Beotion 1) :
Tattest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form ang that to the best of my
knowledge the information is true and correct,

Signature of Preparer or Translator

Today's Date (mm/dd/yyno

Last Name (Family Name)

First Name (Given Name)

Address (Street Number ang Name)

Clty or Town State ZIP Code

@ E‘ngployer Campletes Nexi Page @

Form -9 1171422016 N

B —



Employment Eligibility Verification
Department of Homeland §

U.S. Citizenship and Immigration Services

___________,_______...._________________

USCIS

. Form 19
OMB No. 1615-0047
Expires 08/31/2019

5 /gf%”"&
List

List A
Identity ang Employment Authortzation

-

Employment Authorization

Document Title L LT D Document Tile
il (S o R
| S oS A0a 3 RRETS Y,
Expiration Date (% any){mm#ddlyyyy) Expiration Date (fFany)(: ) Expiration Date (Ifany){mm/l'ld/yym
| 09 -05 '}Og '
Document Title i -
(g Aty | [Additional information [ ST
Document Number '.
ExplmﬂonDate{ﬂ‘any){manlyyw)
DMem Title
Issuing Authorﬁy i
Document Number
Expiration Date (7 any)(mm/oid/yyyy) g

Cortification: | attest, under Ppenaity of perjury, that (1) | have examined the document(s) presented
(2) the above-isted document(s) appear to he

employee Is authorized to work in the United
employment (mm/dd/yyyy):

The

mployee's first dy.?f

by the above-named employes,

genuine and to relate to the employee named, and (3) to the best of my knowledge the
States.

ou| 70l g (See instructions for exnmhtlans)

3’4’"—’1"%“;’ ;.QL: 3

Title ghEmployer or

O

AN o

Employer's Business or Organization Name

EMPLOYER SOLUTIONS STAFFING GROUP LLC
Empioyer's Business or C:;gjvizaﬁun Address Numbler and Name) | City g/ Town State * [z1p code
7480 FLYING CLO DRIVE SUITE 200 ; MINNEAPOLIS MN 55344
aation J. Rever] _Q!ﬂﬂn;.‘l.nim.ﬂrmﬂbgh:oww-'ted?anﬂ;émqﬁn employer or authartted representative ) AR
A. New Neme (i appiicable) 8, Date of Rehire (¥ appi
Last Name (Famiy Name) First Name (Gjven Name) Middle initial | Date {mmiddpyyyy)
; oyee's previaus grant of employment authorzalion has expired, provide the Information Tor The document or tecélpt thal eslablishes ]
continulng employment authorization In the spage provided below.
Document Title ’

Document Number

Expiration Date ((Fany) (mmaidyyyy)

1 attest, under pe
the employee presented documentys),

nalty of perjury, that to the best of my knowledge, this employee is authorized to work In
the document(s) | have examined appear to be genuine and to relats to the individual,

the United States, and if

Signature of Employer or Authorized Representative

Today's Date (mm/ddfyyyy)

Name of Employer or Authorized Representative

Form I-9 11/14/2016 N

B







LLard 19 Prevent The ! Rt 5 &

L your card right away and keep it in a safe place. .
OT carry it with you. : i

%Social.&acurity business/information, contact

IF you write (0 the above address fur any
d card, i wilt mkc__lolnger fqﬁs;

5 = a
minij g;:tlog_ 3




EMERGENCY CONTACT INFORMATION

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

Enpioyes Name: \JCSINGIE (s 40 S rcrin
Address: 2=§62| :ﬁ[fghﬂm‘f BN
Home Phone: _?/5 S;"'ifl’zg

o : EMERGENCY CONTACTS . i
Pleas list two people (In priotity order) who could be gantaated in case of an emergency

Contact #1 : Home Phone: ¢, 3. (,99~-07272

Name: 2 ex\La Gy tShoi - Cell Phone:

Relationship: MOk Work Phone:
Contact #2 | . Home Phone: Girrzes-6722

Name: Q_ Cnhell e Shensn Cell Phone:

Relationship: {7, 1 W Work Phone:

This information wil remain confidential and will only be used in the case ofan emergency.



» eémployer solutions staffing group.

Leveraging Resources in a Changing Market
Wage Payment Method Authoriza

Employees have the option of receiving wages by Direct Deposit
If you do not prg 'deawrittenelecﬁon, wages will be pai

SSN# igi ive D
—— T

and Sbelow) g Direct Déposit aceoyngs may
ons4 and 5 below)

L ANROTIS PG o

._ Direct Deposit (Please complete Sections 3

A\ Payroll Debit Card (Pleage complete Secti
SEG 6N DIRE G| DIEPOSE

{ L] Update Bank Account

take up to 7 days to be activated
_. Paper Check (Please complete Section 5 below)

T understand ang acknowledge that if do not provide 4
N Bank Nama: voided check with this direct deposit form, T am
(L responsible for any delays in payroll or extra costs
SN Routingé

incurred if the account number that [ P

rovide is incorrect,
Account#

Initia] Date

] Checking [] Savings []Other

To help us avoid making an error, Please attach 5 copy of a voided check. (a deposit slip will not work)
. Ifyouchangebnnks, donotcloseyomoldbank

accountnnﬁlyomdirectdepoaithasmrtedatﬂ:enewbank,wlﬁchmaytakeZpaypeﬁods.
SEEL N ADHNBINE DEBLE CARD (GO

AL CNSTEAR D)

Exceptforthemuﬁngand

account mumber, ESSG doeg not have access to any information regarding your Payroll Debit Card g¢
ions. On your fipst Payday, you wil] receive your new Payroll Debit Card, and packet containing all of the terms and conditions, You will
then sign acknowledging that You received the Payrol Debit Card and Ppacket. Your Payroll Debit Card will be

wages.

CARDHOLDER INFORMATION (83 you want your Payroll Debit Card 1o e issued) “

First Nam ML Last Name Date of Birth
- Deondre $ Cofe Sticain Sejc/e
Street Address (POBOXNOT ACCEPTABLE) Soci Security#

25 6 f;"eeﬁqm/ Au N
Ci S Zi Cell Phane (mobils)
M\ 703 N |7 55y T et

RECEIPT OF PAYROLL DEBIT i

Date:

T authorize ESSG to directly deposit my periodic wages/compensation Payments, net of required tax withholdings,
or authorized deductions, into my accouni(s) as designated above and to initiate, if necess
made in error to my account(s),

other required withholdingg
ary, debit entries and adjustmentsfor any credit entries
* E-mail is required for pay stup information,

*E-mail:

this information wil] only be used to send your paystubs electronically
Employee's Signature; .Qgﬁl/ld e C‘\ ﬁpj’ Liabn Date: 67‘/} g/ !/ 9

E——




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 abouyt You to BGC and/or Orange Tree Employment Screening; (c)
BGC and/or Orange Tree Employment 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. Yoy acknowledge that a fax, image, or copy of this authorization is as valid as the origi-

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fajr Credit Reporting
Act” s attached to this authorization. If you are a New York applicant, a copy of New York's law on the

Printed name:; CeOre (¢ €Chevinn
First Middle (OO Last
none)

Other names used:
Current county of residence;

Current and former addresses:

04/ current 2309 free jmort pu N m@IS pay ssvl
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 reguire the following Information when
checking for records. BGC will not use it for any other purposes,

09 bS/rag e 175-1s-c.20

of

Daté of birth Social security number

Driver’s license number & state Name as it appears on license

Report Copy: If You are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: 0.

D{omd\/é (_reShein %2//3///7

Signature



. employer solutions staff ing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
ol BUNFIDENTIALITY

This agreement made this 07 dayof /R » 2017 , between
Employer Solutions Staffing Group LLC, hereinafter referred to as ‘employer”,
and ) Rewdn, ¢ 27€Slhcs vy hereafter referred to as ‘employee”,

(e (ce

ignature




employer solutions staff ing group.

Leveraging Resources in a Changing Market

lmportantllmportante

CHEQUES DE PAGO PERDIDOS 0O ROBADOS

Si un cheque de Pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a sy reclutador de persona| que el cheque no
Se puede encontrar. Sj se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de Pago y reemitir e| cheque a usted, descontando
un cargo de entre $ 25 - § 35.

Si su cheque de Pago fue robado, primero debe denunciar g robo a Ia policia
antes de que podamos volver a emitir g| cheque. Una vez hecho esto, usteqd
debe proporcionar una copia de la denuncia g Su reclutador de personaj que el

cheque fue robado. Sj el cheque no ha sido cobrado y sj |a pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): OF'OHd € Q,r CShe tn

Signature/Firma: D fol/\f} (€ CBEQ_S he (7 |

B ——




by your Primary health care provider the same day in order to receive

for the time away from work. The physician must complete a
Report of Workability.
I have read My responsibilities ang agree to abide by these guidelines.
Signed: Dé 10 /1 %4 _Cgf El e

Printed Name: Dear ove ( V€ SL7 6t




rom OO0 Pre-Screening Notice ang Certification Request for
(Rev. March 201g) the Work Opportunity Credit OMB No. 1645-1500

Enema]e' i ;;{,‘;.’,'@%Lm Y P> Information about Form 8850 and its Separate Instructions js at WWww.irs.gov/formgaso,

Your name Deﬁnd re G Y€She, A Soclal security number p f/ 7§ ~/-Ye3 7
Street address where you live 2406? #V‘C Chontf Bu JL
City or town, state, and ZIP code 72N (7 IS My < Sy /

County Telep.hone number 7 I S b S ? /- 2 Q 2 S

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

1 [J Check here i you recejved a conditiona| certification from the state Wworkforce agency (SWA) ora participating local agency
for the work Opportunity credit.

2 [ Check here if any of the following statements apply to you.

® Iam 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.

* lamaveteranand a member of a famliy that received Supplementa] Nutrition Assistance Program (SNAP) benefits (food

4 [ Check here i Yyou are a veteran entitled to compensation for g 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 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 |east the past 18 months; or
* Recelved TANF Payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

® Stopped being eliglble for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

7 [ Check here i you are In a period of unempioyment that is at least 27 consecutive weeks and for all or part of that period
you received unempioyment compensation.

Signature—Ajj Applicants Must Sign

Under penalties of perjury, | declare that | gavs the above Information to the employer on or before the day | was offered a Job, and it Is, to the best of my knowiedge, true,
comrect, and complete,

Job applicant’s signature p ‘QOM(} f, (3(' € _ftlcl i1 Date 0 </ /
For Privacy Act and Paperwork Reduction Act Notics, see page 2, Cat. No. 228511 Form 8850 (Rév. 3-201g)




Form A (rev. 01/2016)

EMPLOYER SECTION:
Client:
Employer Soiutions Group
Location:
EMPLOYEE SECTION:
ployee Name: ) Street Address: City/State: Zip:
iz U/ Cateshaim 25049 ﬁﬁrémam-/—m N \WMPIS mp/ S A
SS#: Date of Birth; Age: Have you worked for If yes, location:
- - | this company before?
193 - 15 -4%37| 65,05, 49 30 | P yeans betore
Please complete ail 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) D D
at any time since August 5, 19977 (If yes, please provide Infarmation below,)
Name of the person receiving benefits: Relationship to you:
City: County: State:
2. Have yon or has anyone living with you received Food Stamps {SNAP) at any time during the past 15 months? D D
(If yes, please provide information below.)
Name of the person receiving benefits: Relationship to you; '
City: County: State; ;
3. Have yon received Supplementa] Security Income (SSD) at any time within the past 3 months? D D

Please note, this is not the same as Social Security benefity (88)-or Social Security Disability (SSDI) benefits,
*Ifyou checked yes please provide q copy of your SSI documentation,

yes, please indicate which type of agency you worked with and provide their location information below;
[[] Vacationat Rehabititation Agency [ ] Dept, of Veterns Afiuirs [ ] Employment Notwork (Ticket to Work Program)
Name of Agency: Phong #; '
City:

S. Areyou a Veteran of the U.S, Military? *f yes, please provie 4 copy of your DD-214 and letter of separation,
(If yes, please provide information below, If no, please continue to question #6.)

Dates of Service - From; / / To: / /
Branch of Service:
Are you entitled to or are you receiving compensation for service-connected disability?

1
0

6. Have you been unemployed at any time during the Jast 12 months?
Ifyes, dates of unemployment - From: / / To:

— _To: \/\/\
Did you receive unemployment tompensation at any point during your unemployment?

L O OO
L O OO

If yes, dates received unemployment compensation - From: / / To: / /
7. Have you been convicted of a felony or released from prison for a felony conviction jn the past 12 months?
Conviction Date: / / Release Date: / / N
Was this a [_] Federal or [ ] State conviction? If State - Connty: State:
Additional Tax Credity
IEC (Native American): Are you or your spouse a member of a Native American Tribe? D D
*If vou checked Yes please provide q €opy of your CDIB card,

CA Residents: D Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?
Are you a migrant or seasonal farm worker? D Have you ever been convicted of misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?




3 Company.
Employer Solutions Group
Location: Employee Name: SSi#:
EMPLOYEE:

Please check the Statement(s) that apply to you and sign where indicated below.

[0  Ihave been unemployed at any time during the last 12 months,

If applicable, dates of unemployment - From: :__Te:
From: / / To; /
From; / / To: /

(=] received unemployment Compensation during my unemployment,

If applicable, dates You received compensation - From: . To:
From: -~/ / To:
From: / / To:

Please read, sign, and date:

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

S

Employee SignatureiD@b-, d re fo‘('ff? S o Dg%/ /}i'/ /7

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

317-925-0553
wotc@retrotax-aci.com

Www.retrotax-aci.com

EE—
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. employer solutions staff ing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —
Unemglozment Acknowledgement

applicant who, within five calendar days after completion of a suitaple

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additiona/ suitable job assignment, (2) refyses
without good cayse an addijtional syitaple Job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment. .

may affect your unemployment benefits.

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form, (Initial)

(; Condre Glescgoin 69%?/ /7

ployee Signature: Date! 4
!ZQOI/LJ"@ (Ofe’ého.b
mployee (please print your name here)

CMG_SM - Rev. 09.2013

\\



\

Acknowledgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |

Employee Name (Please Print)
CONIre  Cove Sty e

Employee’s Signature;

Q2oudre (ore sten L Date: 06;'//\5‘//?

22
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This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it 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 it is my responsibility to abide by the rules, policies and standards set forth in the
Handbook.

| also acknowledge that my employment with ESSG Is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter
the foregoing. | also acknowledge that no manager or employee has the authority to enter Into an
employment agreement, express or implied, providing for employment other than at-will,

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,

employment with the company may be modified at the sole discretion of the company, with or
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.

agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

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

DATE Q‘///Z//Z

e Veondie Core st By
PLEASE PRINT

ndie (ore Sha o

EMPLOYEE
SIGNATURE

23




DRUG AND ALCOHOL
TESTING CONSENT FORM

1. | 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 and fully

in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook including this
policy, are not g unilateral employment contract or offer thereof,

3. I hereby voluntarily consent to ESSG, orits health service providers, or
other persons or entities acting for or with them, to collect g body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysis on the Sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the resuits of my drug and/or alcohoj test and other information
related to the test,

BINIE (reSha,,

ndividual's Name

6 ‘7//2/ /7

Date® ~

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



M ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received My personal copy. | also
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 js intended as g guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the wil| of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, fo 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. |l am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant,

Date: %Z/? / / 7

Associate's Signature: Q( Sdre (or€c et
Associate's Printed Name: &6 dfe Cre 5 e, b

Orientation provided by:

24
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Enhanced MEC Plan_Plag 1 |

' Boenefits Enroliment Form O New Em

Eniployece information

Name (First and Last) Social Security Number
: h (j £ (S ha i

[Address T v/ 782; /S~ G?F Z?lp =
#g#{%ﬁuﬁ% Date of Birth V\/\P 5 paN S"(V /I

Date of Hirg
O] Femate | [J Married [J Divorced
FPhone Number: Emall Address:

V(5- 93/ 3¢ 27

Please Select Desired Coverage:

[1 Rehire Rehire Date

Employee Only - D Employee+Spouse - Employee+Child(ren) - Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
ool Socuty Birth Date | Sex Relationship
—T— 0 mate Ospouse [J chag
. Last Name I Femate | Domestic Partner

Social Securty # Birth Date | Sex Relationship

. O Male [JSponse 3 Chid
First Name ML Last Name ] Female [0 Domestic Partner
Do e ~ —— - —n —- :

Poparide : Hdt A ) .

Soclal Security # Birth Date | Sex Relatio: nship

First Namg— — N et Nars— O Mae 5 O child
e 5 g O Female . Pﬁse Domestic Partner
O 0 0 0
NAME OF PERSON COVERED {FIRST, LAST):
EFF. DATE
[ EFF. DATE
EFF. DATE
Employas Acknowledgament and Authorization - | harsby apply for the group benefit{s) as Indlcated. | acknowledge that aj| entries are true and complete and that
any misstatements or fallure to raport information may be used as the basls for canceliation of Goverage for me and my dependents), if any, from the original
date. Further, | authorize my employer to make the necessary payrojl deduction of Premiums for covarages | have elected

Employee Signature Date

EMPLOYEES DECLINING O__| am DECLINING coverage
lunderstand that | and/or my dependents, ifany, waive any coverage and desirg to participate in the plan at a later date, l'we may be considered a late enrollee and
must meet the requirements definad In the Certificate of Coverage for the

Gompany's medlcal or dental plans, If | decline enrollment for myself or my dependents
(including my Spouse) because of other Goverage, | may, In future he able to enroli myself or my dependath In this plan, provided | request enrollment within 31
days after the other coverage ends. |n addition, if a new dependent relationship forms as a result of marriage, birth, adoption, pl,
of adoption, | may be able to enrof myself or my dependent, provided | request enrollment within 31 days of the event,

IF DECLINING- YOU MUST SIGN HERE
LEmelres Sinatirs \D €ondve (Gre Clien, " 0Y/ 12/ 12

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767.9519 Fax: 952.767.9515
Emall; Health@employersoluﬂonsgroup.com

B

acement for adoption of parting suit
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r/J;;;xed Indemnity Medical Benefits_Plan 2

» VSl 219301561 orFceustony locAToN_______ Rehire Date__/__/,
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v’
U IRED EVPLOVEEINFORMATION 'lilﬁ:@itdéiﬁ‘léﬂméﬁ;;éiﬁé INK (Must BeFilledowy
Name | Social Security # | Home Phone Sex
DQ’ SNr¢ (of eshoun sdves - o IO -
Address _ ' | Apt. #
2509 {ve weui Hy b |
City f State Zip Date of Birth
WAQIS MmN S| L

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?
Medicare Health Insurance Claim Number (HICN)

L esLIno. ¥es,plesse conie.

' Medicare Effective Date
Name of Covered Person (s): ! !
1. s i 2. | 3. =5
C. LIMITED BENEFITS PLAN SELECTION g

: the all benefits in Section C will k
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disabili i
Insurance Company. The Vision plan is underwritten by Companion Life |

nsurance Company.
FIXED INDEMNITY : SHORT-TERM
SELEQT COVERAGE LEVE;. MEDICAL PENTAL vmou | TERM |.||=E~ DISABILITY *
Employee Only [ ] s2025 08  ser7 oB|  sae2 B s0eo oF|  saa0 (@
Employee +1 [] $41.10 $12.34 $4.92 $0.90
Employes + Family [ ] $54.88 $20.36 $6.56 $1.80
. NOtoAL Benefis []| [Tyes [Ino L dves CONo | [ves [ve 1 Edves CINo | [es [Clno
This coverage is not available to residents of NH, HI, or PR.2STD is not a

vaflable tc; bersons who work in CA, I-]I,NJ, I\TY, :);—I'?‘l-
For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information, Accidental Death &
Dismemberment is part of the Term Life Benefit,

Name s Relationship _

D. REQUIRED DEPENDENT INFORMATION _
Name

Social Security # Date of Birth | Sex ' Relationship
ST R IMI[E] | Clspouse [ chi [ Domestic Partner
Social Security # Date of Birth | Sex Relationship
o T e L L0 IIE) Dl spowe [ chid [T Domesti ariner
Name Social Security # Date of Birth Sex Relationship
e e L L L MIE] | D Spouse E)chid [ bomesti Parner
Name Social Security # Date of Birth | Sex ; Relationship
ooy T ] [ Tema oy [JPomestic partner
[E REQURED SIGNATURE - proTypws SIGN AND DATE, EVEN iF YOU DECLINE COVERAGE -
I have read the benefit packet and understand jts limitations. | understand that 0
@ limited time and | understand that making no benefit selection is a declination

Name

pen enrollment is only available for
of coverage.

et OS2 5T v pame Dooril Clecren

This is an Essential StaffCARE Enroliment Form.




