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New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name \ First Name m m Middle Initial

Street Address g Apt/Ste 2.
City/State/Zip , L 'D ‘.ﬂ Social Security Last Four XXX-XX- '

Phone Number l‘?lk Z, & 51 Email Address Y DI ' @ J)

Staffing Agency/Recruitment Partner

Applicant Certification and Authorization

1 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, responsibliities, performance, compensation and eligibility for rehire.

| understand that a comprehensive background check may be conducted to determine my eligibliity for hire by certain clients of ESSG,
This may inciude but is not limited to, Investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government reguiations or by ESSG policles.

I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.

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

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

For ESSG Office Use Only
DOH NHW —_ |18 8850 w4
Emergency Contact Info Background Release Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ES8G - CMG Rev. 042017



The exceptions don't apply to lemental es Nonwage Income. If you have a large amount of
FOl'm W'4 (2017) greatsfﬁgn $1.ooo,oog. AT i nonwgge Income, su a{aggma;gr e‘mde‘}ds'Fo
Basic instructions, If you aren't exempt, complats consider making estim using rorm
Purpose. Complete Form W-4 so that your the Personal Allowances Worksheet bsiow, The 1030'58'0@%9;3‘&'3%%
B oM your ey, Conalier complat s oy B iohets on page 2 frter et your Enmultybioome, see P 85 4 oyt s
W-4 each year and when your personal or financial deductions, certain credits, agmnema to Income, adjust your withholding on Form W-4 or W-4P.,
situation changes. or two-eamers/multipls jobs ons, Twoﬂdeamm or multlpleﬂ!l:"bs. if )l'og hfxlava ath
Exemption from withhaolding, If you are exempt, Complets all workshests that . Howaver, you working spousa or more than ons job, g
complete only lines 1, 2, 3, 4, and 7 and sign the may clalm fower (or zero) allowa:pcgz For regularyo “":'""‘;bs m ""°‘”m‘"‘f&y?r';mm eg,;'g claim
form to validats }t. Your exemgtlon for 2017 e?lras wages, withholding must be based on allowances \7\? by % withe "lﬁ’m le“u e %21 "“m
February 15, 2018, Ses Pub, 505, Tax Withholding you ciaimed and may not be a fiat amount or e a"‘gnmges ga“g",;“vmed onthe Formmm“
G Tax. percentags of wages. for the highest paying job and zero allowances are
Nulhal.;lfaﬂmh person can claim you as a dependent Head of household. Generally, you can clalm head glalmed an the others_Seg Pub. EOS fee datan.
on his or her tax retum, vou can aim exemption Bi-niousehold filing status orryour vx vetiim onlv A
om withholding If your tatal Income exceeds $1,050 u are unmarmied and pay mare than 6096 of the Nonrealdant allen. if you are a nonresident alien, see
and inoludes more gan $350 of unsamed Income (for zgsm of be;lng mug a hgfnye for yourself and &" “gﬂg;ﬁ,msreﬁgleén;gw F°""lsvg'4 '&m"‘ for
exampls, interest and dividends). degsndm er qualifying individuals. 0 » Delore completing 5
ns. An emp may be abls to clalm Pub. 501, ptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
E“ﬁf”"ﬁu 4 ] ifth ] Is Filing Information, for information. use Pub. 605 to ses how the amount you are
& denpuon from withholding even if the employse having withheld compares to your projected total 1ax
a dependent, f the empioyee: Ao h oy an take projocted tax credita Into for 2017, See Pub, 53%'?;peégny ur eamings
* Is age 86 or older, withhoiding gllowgny:es. Credits for ohild or dependent exceed $130,000 (Single) or $180,000 (Married).
* |a blind, or care expenses and the ohlld tax credit may be claimed Future developments. Information about any future
Hamed oo e e redte; o Saa . OB o morhalon oh e Yo Lojoopments afiscing Forn W-d(aches
ftamized deductions, on his or her tax return. credits Into withholding allowances. e el asig www.lrs.goviwdg, -
Personal Allowances Worksheet (Keep for your records.)
A Enter“1”foryourselfifnooneelsecanclalmyouasadependent. C s et e e s e e s e ... . A

B  Enter®1”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 $1,500 or less.
C  Enter "1 for your spouse. B, 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) . © 0 0 0 6 0 6 0 0 5 o g
Enter number of dependents (other than your spouse or yourself) you will claim on yourtax retum . . . . ., .
Enter “1” if you will file as head of household on your tax return (see conditions under Head of housshold above)
Enter *1* if you have at least $2,000 of child or dependent care expenses for which you pian to claim a credit
(Note: Do not include child support payments. See Pub. 603, Child and Dependent Care Expenses, for detalls,)
G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
® If your total income will be less than $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” |f you have five or more eligible children.
® If your total income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each eliglble child, &
H  Addlines A 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 plen to itemize or clalm 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 singie and have more than one job or are married and you and your spouse hoth work and the combined
worksheets earnln?a from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avold having too little tax withheld.

e If neither of the abovs situations applies, stop here and enter the number from fine H on line 5 of Form W-4 below.

* You're single and have only one job; or }

mTmo

HFH

MTmMmOUOO

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

w_4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
L P Whether you are entitled to claim a gertain number of allowances or exemption from withholding is 2 @ 1 7
P.:ZL’.’,,‘.,?"‘"“ ms e subjeot to yr:vlew by the IRS. -

Your smployer may be required to send a capy af this form to the IRS.
nafMe) 1% P 2 _ Your social security num
KD 1%

e 31 single  [] Maried [1 Manied, but withhold at higher Singie rate,
1.:'1 Note: If married, but legally separated, or spouse Is a nonresident allen, check the “Singls® box.

cl b anc 4" gode . 4 Ityour last name differs from that shown on your secial securily card,
%“— W V) n 6 100 check here. You must call 1-800-772-1213 for a replacement card. P J
5 Total'number of allowances you are claimilg (from line H above or from the applicable worksheet on page 2) 5
6  Additional amount, if any, you want withheld from each paycheck . . . . . . ol B e ey et = TS
7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. |
@ Last year | had a right to a refund of all federal Income tax withheld because | had no tax liabllity, and
* 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. . . . . . . . . . . . . izl
Under penalties of perjury, | declare that | have.ex: ate and, to the best of my knowledge and belief, it Is true, correct, and complete.
Employee’s signature J

(This form Is not valid unless you sign it) » b= Date » 1 } g‘l l']

8  Employer's name and address (Empioyer: Comfifetet Grly if sending to the msb 8 Offica code {optional) [ 10 Employefidentifidtion number (EIN)

pama and middle Initial

7

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 OME ;:TJ;ZO .
U.S. Citizenship and Immigration Services Bucpires 08/31/2019

»START HERE: Read instructions carefully before compieting this form. The instructions must be avallable, either in paper or electronlcally,
during completion of this form. Employers are liable for errors in the compietion of this form.

ANTI-DISCRIMINATION NOTICE: it s illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an empioyee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an Individuai because the documentation presented has a future expiration date may also constitute llegal discrimination.

ectlon 1. Employeé Infarmation an ON (Employess must epmplete and sign Seotion 1 of Porm (-6 no fater
in the firet day af employtent but nat befare Gocepting & Jab offet)
pame amnily Ala

- m /‘,. %ﬁ?ﬁme)m | Middle Inftial | Other Last Names Used (Fany)
mper gid Name) Apt. Number Q5T State  |zIP Code
T ohval  mn&ok

Date of Birth (mm;d U.S. Soclal Security Number Employee's E-mall Address Employes's Telephone Number
S-S |- DY Fp

1 am aware that federal law provides for Imprisonment and/or fines for false statements or use of false documents in
connection the completion of this form.

| attest, er penalty of perjury, that | am (check one of the following boxes):

thﬁzen of the United States

[] 2. Anonciiizen national of the United States (Ses instructions)

|:| 3. A lawful permanent resident  (Allen Registration Number/USCIS Number):

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

Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9; D it VRAE B s B

An Alien Registration Number/USCIS Number OR Form -94 Admission Number OR Forelgn Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2, Form |-84 Admisslon Number:
OR

3. Forelgn Passport Number:

Country of Issw i}’
{3 A =5 n

Signature of Emplo Tod Wyy)
v IJ - 2 " = ’
parer and/or Transfatdr Gertiigation (ahBck dre); 7
oJi| d not use & preparer of translator, [ ] A preparer(s) andiar trarbintor(s) dssibied the employed in complefing Sdctian 1.
bakgw must b gumpléted and sigred when freparers anciAir transletors assikt b émplayes il spmpisfing Begtion 1)

[] ahut, under penalty of perjury, that | have assisted In the completion of Section 1 of this form and that to the best of my
kngqwledge the information Is true and correct.

Signature of Preparer or Translator Today's Date (mm/ddfyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form1-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security At ey
U.S. Citizenship and Immigration Services Expires 08/31/2019

of Acceptable Dosuments.)

Bection 2. Employer or Authorized Repmenht{ve Review and Verlﬂuaﬂon & 2 R
(Employers or their autharizad representative mhafcumpmsnd slgn Section B within' 3 business days of the emplomt ﬂrst dayo mp ymcnt \'cu
must physically examine ane douummf from st‘A QF & combinatin ofone documentﬂwn ﬂstamdwmummm ListC s¢ ﬁlad an lﬂl "Ustt

R

Name (me@ (Givén Nams) M1, | Ciizenshi rmnlgraﬁon Status '
Employee Info from Section 1 _‘1(\ \o\ 3_ fn
HistA ListC

Idemlty and Employment Authorization

Identity Employment Authorization

Document Titie

- W{z\_j AL e

Issuing Authority Autho, C Issuing Authomy
ey WINAINWN Ll
Document Number ' 'ﬁwmgl\t Nuab(ﬂerl Q,% ﬁ q 3‘ "j’ Document Numhff: O © .-? ( g (
l — ”~
Expiration Date (i any){mm/dd/yyyy) Expiration Date (if any){(mm/dd/yyyy) Explraﬂon Date (if any)(mm/ddyyyy)
|02 -\o~-2coa0n )
Dogument Title ) N
Issuing Authority Additional Information mﬁf,m',:m;u
Document Number
Expiration Date (i any){mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
[ Expiration Date (i any){mm/ddiyyyy)

|

Certification: | attest, under penaity of perjury, that (1) | have examined the document(s) presented by the ahove-named employes,
(2) the above-listed document{s) appear to be genulne 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.

@ employee's first d%employment (mm/ddlyyyy): () z \ %- 20 | 7?9 Instructions for exemptions)

jzed Representative Today's Date (mm/dd/yyyy) Title of Employer or Authorized Representative

O7- 1< 201" JRecruiter

First Name of Employer or Authorized Representative | Employer's Business or Organization Name
Shelby Employer Solution Staffing Gro

Employer's Business or Organization Address (

7480 Flying Cloud Drive Suite 200

Number and Name) | City or Town State | ZIP Code
Eden Prairie MN 55344

Bection 3. Reverlfication and Rehlg.-fTo be complated and signed by employer or authorized representative.)

A. New Name (if applicahle)

B. Date of Rehire (i applicabla)

Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

[G- T the employee's previous grant of emplayment authorizatlon has expired, provide the information for the document or réceipl thal esiabllshies
continuing employment authorization in the space provided below.

Document Title

Document Number Expiration Date (if any) (mm/dciyyyy)

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 Date (mm/ddlyyyy) Name of Employer or Authorized Representative

Form1-9 07/17/17 N

Page 2 of 3






ey o - g e

This card is the official verification of your Social Security number.
Please sign it nght away. Keep it in a safe place.
Improper use of this card or number by anyone is punishable by fine,
imprisonment or both. -« ¥’
This card belongs to the Social Security Administration and you must
return it if we ask for it. - g 5
If you find a card that 1sn’t yours, please retum it to:
] Social Secunty Administration L

P.O. Box 33008, Baltimore, MD 21290-3008 @
For any other Social Security business/information, contact your
local Social Security office. If you write t0 the above address for any
business other than retumning a found card, it will take longer for us
to answer your letter.

Social Security Administration E293 9758 9

Form SSA-30600 (6-99)

e ‘J

1

4

3318 el




EMERGENCY CONTACT INFORMATION

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

o, w— —> ———

( w
Employee Name:

danss JHAS

Home Phone: lg_l_le 2 4/ [

EMERGENCY CONTACTS. ' =
Ploase list two penple (ln pnioﬂty opder) who oould aomacted In case of an emergenoy

Contact #1 Home Phone: %\ ’Zm d%'l S
Name: QDW MW cell Phone: ||, 20%-0C2L G

Relaﬁonshipw\%g_ Work Phone:

Contact #2 Home Phone:

UL ?OW mt k quw Cell Phone: %‘\ %’@%l
Relationship; mmw Work Phone:

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

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



employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, wages will be paid b paper Check.,
SEGHON T RASTETTNEORNE NV EION

Effective Date

Employee Name { %7 ) SSN# (last 4 digits T’ v
; 2414 ) IR L &
Sl

s[EERENT2 DANIRGEL [FLEE FL O
|_| Direct Deposit (Pleass complete Sections 3 and 5 below)  Note: Direct Deposlt accounts may take up to 7 days to be activated
|| Payroll Debit Card (Please complete Sections4 and 5 below) | ~Paper Check (Please complete Section 5 below)
SLEION 5 DIREGE BDEROSELE
: [ Update Bank Account I understand and acknowledge that if I do not provide a

, Bank Nams: voided check with this direct deposit form, I am

0 responsible for any delays in payroll or extra costs

S Routing# incurred if the account number that I provide is incorrect.

BN Account#

Initial Date

Account Type: [ Checking [] Savings [JOther

To help us avoid meking an error, please attach & copy of'a voided check. (a deposit slip will not work)
lfyonchangebmks,domtnloseyomoldbmkamuﬂunﬁlymdirectdeposithasmtedatﬂwnewbmk, which may take 2 pay periods.

SECEHON T PANROEE BEBEE CARD (GEORNTL CASL EARD)

Federal law requires all financial institutions to obmin,veriﬁ',mdrecommﬂ)rmaﬁnnthmidmﬁﬁesmchpmmwhoopmmmhmderm
requestaPayrollDebitCm‘dforyou,wemustmoﬁdeﬂlofthefnﬂovﬁnghfomaﬁmthatndﬂenabletheﬁnmdﬂinsﬁhﬂimmidenti:l‘yyou.lf
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Cardtnpayyourwages.Foryonn'protecﬁon,meﬁnmﬁdinsﬁmﬁmmﬂyaakyoumpmﬁdethemaddiﬁmﬂidmﬁﬁcaﬁmhformaﬁmsotheyean
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,

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

First Name MI Last Name Date of Birth
Street Address (po Box NOT ACCRPTABLE) Social Security#
City State Zip Cell Phone (mobile)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

073972181

Thave received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
I am agreeing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. T
authorize the financial institution to debit my Payroll Dehit Card account ﬁ:rtheﬁaesdesuibedinﬂ:eﬂesnhedulethmispmtofthepmgmmtems,
conditions, and disclosures,

Employee's Signature: Date:

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

11




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 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 iegitimate p ed to your employment. B

and/or Orange Tree Employment Screening may investigate your education, work history, professionai
licenses and credentiais, 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-
nai. You make this authorization to be valid for as iong 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; s prnt the infor%n requestﬁ W to.ldentify yourself for BGC.
Printed name: ' ;[ ij n \ l
irst Middle (C1 Last¥V™

none)

Other names used:
Current county of residence:

Current and former addresses:

MA5 Pz a2 @M mn £8708

from Mo/Yr to Mo/Yr Street City, State & Zip
a2010 _ Al7ele 2 oo Mn SBHS

from Mo/Yr to Mo/Yr tate & 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. BGCaill not use r any other purposes.
“10-E 41001194

Date of birth Social security number

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

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




. *
L T

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereatfter 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.




employer soiutions staffing group..

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 employer immediately of anv new injuries or conditions that impact
our 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.




o OS850 Pre-Screening Notice and Certification Request for

{Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
Department of the Treasury o
Internel Revenus Service > Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

A jhe lines belw and check any boxes that apply. Complete oply this side.

Your name _‘_‘l - | ‘ ‘ ‘ L ‘ A‘L Social security number i
157 K0P, o2

Street address where you live i Li (

City or to e, and ZIP code &SM Wm %1'@0
County ﬁm Telephone number Muﬂ 29)4’0', J S%
O 0s

If you are under age 40, enter you(‘!ate 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,

* | am a member of a family that has recelved assistance from Temporary Assistance for Needy Familles (TANF) for any 8
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 older and | am a member of a family that:
a. Recelved SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP bensfits (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.

® | received supplemental security income (SSI) bensfits 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.

8 [ Check hers if you are a veteran and you were unemployed for a period or periods totaling at ieast 8 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.

8§ [0 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 ieast the past 18 months; or
° Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beginning
after August 5, 1987, 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.

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

Signature—All Applicants Must Sign

Under penalties 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,
correct, and complete.

Job applicant’s signature ‘- j | | _ , Date /l I 5 l L’7

For Privacy Act and Paperwork Reduction Act Notice, see page 2. | Cat. No. 22851L Forl 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE i ?
EmLoYER SEC'I'ION: aacialicts e Fix Cradit Adiminisiration
Client: Company:
Location; Position: Starting Wage: $
EMPLOYEE SECTION:

Firgt Name: Name: Snffix: Sﬁqm i _/ﬁte:

s n’ O&-_’u Date of Birth: Age: Have yon worked for | If yes, location:

OI0PS 12 | O Nl

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

Yes

No

i

Have you or has anyone living with yon received Temporary Assistance to Needy Families {TANF)
at any time since Angust 5, 19972 (If yes, please provide information below.)

Name of the person receiving benefits; Relationship to you:

City: County: State: ______

2.

Have yon or has anyone living with youn received Food Stamps (SNAP) at any time during the past 15 months?
(If yes, please provide information below.)

Name of the person receiving benefits; —— Relstionshiptoyou: _
City: Comty: State:

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

Have yon received any type of vocational rehabilitation services within the past two years?

If yes, please indicate which type of agency you worked with and provide their location information below:

] Vocational Rehabilitation Agency [] Dept. of Veterans Affuirs O Employment Network (Ticket to Work Program)
Neme of Agency: _ Phone#: PR

City: County: State;
*¥f you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

Are you a Veteran of the U.S. Military? *If yes, please provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below. Ifne, please continue to question #6.)

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

O

6.

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

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

Wasthisa [_] Federal or [] State conviction? If State - County: State;

Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date; Release Date:

—

O O o).

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

F/

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above to be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or

individuals to supply such verification g
Consultants, Inc. dba Retrotax), or the Dep

New Employee Signature;

aRinelit of Labor.

frmation that may d{izd to determine tax credit eligibility to my employer, employer representative (Associated

W_‘?/‘aﬁ‘ Date: /’”;g] ‘/I

be ne
\
'




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 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.
ployers or consultants submit this SAF to the State Workforce Agency with IRS Form 8850 or if filed
2te Rt tA O 9061 A T O D06

renarat

sepal . OF €ach 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.

Employer Name:

Please check the statements below if they apply to you.

00 Ideclare that I wasin 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 1988, Section 51, as amended and is enacting legisiation, P.L. 104-188, speciiy that the State Workforce Agencies arethe
"designated" agencies responsible for administering the WOTC cerfification procedures of this program. The Information you have provided completing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this information is voluntary; however the information is required to
determine your employer's eligibility for the federal tax credit

Public Burden Statement:

Persons are not required to respond to this collection of information unless it displays & currently valid OM B contro! number. Respondents’ obligation to
complete this form is required to obtain or retain benefits (P.L. 111-6). Public reporting burden Is estimated to average 10 minutes per response, including the
fime for reviewing instructions, searching existing data Sources, gathering and maintaining the data needed, and complefing and reviewing the collection of
Information, Send comments regarding this burden estimate to the U.S. Department of Labor, Division of Nafional Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address,

117-
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Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, 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 la 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 emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):

Signature/F irma%buk




employer solutions staffing group..

ESSG WO TY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSG’s duty to:

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(3) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

(56) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

® Responsibility to work in compliance with OSHA laws and regulations
* Responsibility to use personal protective equipment and clothing as directed
by the host employer

» Responsibility to report workplace hazards and dangers
* Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

» Right to refuse unsafe work

* Right to know or be informed about actual and potential dangers in the
workplace

o Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



employer solutions staffing group..

e e o ose o =

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I 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 952.885.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I also agree that if at any time during my employment I am believe that I am
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain assistance in the resolution of such
matters.




ﬁ 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 orig ana support the Tollowing:

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will 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, to meet these
changing needs.

3. lagree to 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 Consuiltant.

Date:

24



Fixed Indemnity Medical Benefits_Plan 2

. VS| 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate___/__/ _
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
REQUIR PLO ORMATIO PRINT USING BLACK or BLUE INK (Must Be Filled Out)

i\ljf-lz < ’ : L Sz‘igﬁeﬂ_’rl [% Home Phone Sex @IE/ .
Add _ e()g =)

- TER PR “mnN o0l [BEER

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

DYes I:I No. If Yes, please continue.
Medicare Effective Date

Medicare Health Insurance Claim Number (HICN)

Name of Covered Person (s):
1. 2. 3.

C. LIMITED BENEFITS PLAN SELECTION Payroll Deducted Weekly Rates

You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be
identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL F"‘En':li'l';"m“!"m DENTAL VISION TERMUFE | SHORETERM
o Eveon 1] s @) o ) ai ) we @] e @
Employee + 1 ] $41.10 $12.34 $4.92 $0.90
'Emél'éyséffFﬁmil_y' [f] e ';szo'.gé _ - s ;iLBh : S
 NOtoALL Berefts ISHI [ Ives [ INe [ves CINo | [ves CINo | Clves ClNo | Clves [ lne

l 1Tf;i; coverage is not
For Term Life /

able to re-sidents of NH, H|, or PR. 2STD is not available to ;;r;ons who work in CA, HI, NJ, NY, or RI.

ental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
part of the Term Life Benefit. :

Relationship

D. REQUIR_ED DEPENDENT INFORMATION
Name Social Security # | Date of Birth

Sex | Relationship
, ) /7 IEI []Spouse ] child I:] Domestic Partner
Name | Social Security # | Date of Birth | Sex Relationship
e, @ | Spouse l___l Child D Domestic Partner_“
Name Social Security # | Date of Birth | Sex Relationship
/ @ ] Spouse [ | Child D Domestic Partner
Name Social Security # | Date of Birth | Sex Relationship
/! @ ' [1spouse [ ] child[ ] Domestic Partner

Ve YOU MUST SIGN AND DATE, EVEN 5 YOU DECLINE COVERAGE

I have read the benefit packet and understand its limitations. | un nd that-epen enyoll pent is only available for
a limited time and | understand that making no benefit selectionds A gecli gradie,

oate 1/ (5 201 IS SIGNATURE




. o employer solutions staffing aroup. E Si{e |
4 Leve"Esiﬂa);eeources in 2 Changing Maﬁ(etg group Eiﬂ?%“ m

Enhanced MEC Plan_Plan 1 Prigetie s gy

Benefits Enroliment Form

Number

(]

gle

o | O Mamed 4 pivorced }C )’%g i

TG 294 ISR Tiiaupen ¢ i (O

Please Select Desired Coverage:

D' Employee Only - Employee+Spouse - Employee+Chiid(ren) - D
- $24.00/Week $38.00/Week $36.00/Week

Family -
'$63.00/Week

-~ [ Male OISponse [J cChild
g Lastame O Female Domestic Partner
1 o ru .: o .'r : A'v _-.‘ g T'A. Bz -v:_ ¥ v:-ﬂ'
Social Security # Birth Date | 8ex Relatlonnhip
— 1 Male [CISponse [ Child
— ML Last Name . [J Female 0 Domestic Partner
s e Y s e T L
Socia) Security # BithDato | Sex Relationship
[J Male Spouse [J Child
| First Name M1 LastName | £ Femaie O pU =
NAHEOFPERSONQOVERED(FIRBT, LABT):
I EFF. DATE
EFF. DATE
EFF. DATE
'Employaa Acknowledgemant and Authorization - | he

reby apply for the group benefit(s) as Indicated, | acknowledge that all entries are trup and complete and that
any misstatements or fallure to report Information may be used as the basis for cancellation of coverage for me and my depandent|s), if any, from the original

effective date, Further, | authorize my employer to make the necassary payrall deduction of premiums for coverages | have elected.

(IF ENROLLING - YOU MUST SIGN HERE

Employee Slgnature V. Dats
e ——————

EMPLOYEES DEGLINING | am DECLINING coverage

lunderstand that | and/or my depéndantsh if any, wailve any coverage and desire to partiol;

must mest the requirements

ipate In the plan at a later date. lfwe may be considered a late enrolles and
ned in the Certificate of Covarage for the company’s medical or dental pl

- If 1 deoline enrolimint for mysalif or my dependents
(including my spouss) hecauds of other caverage, | may, In future be able to enrol) myself or my depend: in

piays after the other coverage ends. In addition, ifa new dependent relationship forms as a resuit of marriage, birth, adoption, placament for adoption of parting sult
of adoption, | may be able to enroll myself or my depandent, provided | request enroliment within 31 days of the event.

IF DECLI Oy MUST s HERE :
)4 VR
VIRSes Empl ons Staffing{Group Benefits Team 17

this plan, provided I request enroliment within 31

Phone: 952-787-8518 Fax: 952-767-9515
Email: Health@employersoluﬁonsgmup.com



