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EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017198095040XH
Report Prepared: 07/18/2097
Mhﬁlmﬂng
S+ Company [D; 47428 Company Name: Ewuyuaam-smwaw
‘Employeo Information
Last Name: guled First Nams: abdifatah
Date of Bisth: D1/1/1891 Soclal Saourily Number: *** ** 6759
Hire Date: 07/18/2017 MMAMMMUMM
Dogument Information
List B Dogument; Dﬁmhmnrmmdlswadbyau.&mhnrwwhumn Lucnoummmm
Dozument Nams: Driver's licansa Document State: Minnesota
Dsiver's License or ID Cand Number; Dogument Explsetion Date: 01/01/2020
Casa Stetun Information
Current Casa Result: Empioyment Autharized Employec Case ID:
Casa Submitted On: 07/18/2017 Caso Submitted By: 8GLAG832
SENSITIVE BUT UNCLASSIFIED

hﬂps:lle-varlfy.uscIs.guvlwebIPﬁntCasaDeialls.aspx?CaseVerNumﬂO1 7199085040XH 171
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employer solutions staffing group..

New Hire Application

Rersonal Data-- PLEASE PRINT LEGIBLY IN INK

e Cyle A\‘ — First Name M fudo b _ Middle Initial _{\{, _

Street Address 5), Apt/Ste l%&:
City/State/Zip _w\_\ \L M m bb Social Security Last Four XxX-xx- 4/ 57

Phone Number 6759** 297 ~p2? Er;ail Address __ |3 )14 | ﬁ @ jﬁ..\aua_ Col

Staffing Agency/Recruitment Partner

All offers of empl ent are conditional upon satisfactory proof of Ide and legal abliity to work In th U.S.A.
Avre you legally authorized to work In the United States of America? OYes [INo
Applicant Certification and Authorization

g Group (ES
qualifications for employment. | authorize ESSG tom nquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibiiities, performance, compensation and eligibliity for rehire,
I understand that a comprehensive background check may be conducted to determine my eliglbility for hire by certain clients of ESSG.
This may include but Is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.
I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check,
| certify that all statements made In my application are true and accurate and that | have not omitted any material information or provided
false or misleading information, ! understand that any material omission or misrepresentation will resuit in my disqualification from
consideration for employment or, if discovered after | begin employment, will result In my termination,

If hired, | agree to abide by the policles and procedures of ESSG.

bhddith G Pod O Gued 91/

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

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

ESSG - CMG Rev. 04/2017



Form W4 (2017)  Jecmmmamgorromes oo roms o

Baslo Instructions, If you aren't exempt, complete conaldar making estimated tax payments using Form
Furpose, Complste Form W-4 so that your the Personsl Alluwanzgs Workaheat'l’:télnw. 'I:'he 1040-E8, %ﬁg'ﬂ% og‘n:"‘”'”'
employer can withhold the correct federal income Wworkshests on page 2 further adjust your you may ows Pib. 505%°ﬁ'nd i AL 1d
tax from your pay. Consider complsting a new Form withholding allowances based on temized ‘“"u"st“y nmmsle Form W _4° w_ﬂ“ LIk
W-4 each year and when your persona? or financlal deductions, cartaln credits, wm to Income, adjust your olding on Form W-4 or .
situation changes. or two-sarmera/multiple jobs ons. 'lw:dneamem or multipie jobs, if )l'og l}‘gva ath
Examption from withholding. If you are exem Complets all worksheats that . However, you soriing spouse or more than ane job, figure the
complste only fines 1, 2, 8, 4, angg and s} nmpet' maygllglmfawer(orwn) allowa:pcgi.yFormgularyo %Pumiﬂwomwﬁ%mmug:dmm
form to validate R. Your axemgﬂon for 2017 expires wages, withholding must be based on allowances ‘%‘ ¥y 0 with “{I-? w’;'n gnly %‘;? ket
Febm"w. 2018, See Pub. 505, Tax Withholding you claimed and may not be a fiat amount or bty aﬂ'g]wg”"gm“ymw & ghfg Fo:ﬁv" #
and ated Tax. percentage of wages. hest paying job and zero allowances are

forthe h
Head of househoald. Generally, you can claim head .

dand : 50% ofthe Nunrasldamallan.lfyouaraanumasidamaﬂen.see

00

Note: if another person can claim you as a dependent
v ou can't olalm exasmptio

g excaeds $1,050 ¥ou are unmarried and pay more than Notice 1382, Supplemental Form W-4 Instrustions fo
S e G e o iy i o e
m;nm'ﬂgm;wmg g%’:fmtglglﬁg'h Fillng Information, for information, ’ effect, Use Pub. 505 to see how the amount you are
& dspendsnt, if the employes: Tax oredits, You can taks projected tax credits Into 2:,"5"09‘ ;"“‘sg':'gu‘ﬁ:’g “":;"Wylgﬁ mjmnln g:ax
* Is age 85 or older, mm%ﬂgwﬁnmm%?%%ﬁ%epmm excaed $130,000 (Single) or $180,000 (Marriad)
° oare expenses and the child tax be claimed 3
Lo i Y0 R A o o o ey P e
itamized deductions, an his or her tax retumn. credits into withholding allowances, at www.irs.gov/w4.
Personal Allowances Worksheet (Keep for your records.)
A Enter“1”foryourselfifnoonselsecanclalmyouasadependent. Y
@ You're single and have only one job; or
B Enter*1" i { * You're manied, have only one job, and your spouse doesn’t work; or J g 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-" i you are married and have either a working spouse or more
than one job. (Entering “-0-* may help you avold having too little tax withheld,)) . © 0 0 6 0 0 o o o b c
D Enter number of dependents {other than your spouse or yourself) you wili ciaim on your tax return . ° o o D
E  Enter *1* if you will file as head of household on your tax retum {see conditions under Head of household above) E
F  Enter *1” if you have at least $2,000 of chiid or dependent care expenses for which you plan to claim a credit F

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

* If your total income will be iess 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 chiidren.

® if your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligiblechid. G
H  Add lines A through G and enter total here, (Note: This may be different from the number of exemptions you claim on your tax retum,) b H

® |Lyou lan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
Foraccuracy, | an Adlpustments Workshest on page 2,

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

8 If neither of the above situations appllss, stop here and enter the number from line H on line 5 of Form W-4 below.

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

i w_,4 Employee’s Withholding Allowance Certificate OMB No. 1645-0074
orm

partm » Whether you are entitled to claim a certain number of allowances or exemption from withholding is £
l?'l:ernal ;f.‘,,‘:',u’ﬂgm‘“" subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS, 2 @ 1 7

1 iYour first name and middie Initial Last name 2 Your social security number
&hc%ef%aﬁh M @l,uleci U Tet &

S (number and street or Yural routs) 8 [1 single [ Marmied [ Married, but withhold ot hbmor Single rate.

D ' Note: If married, but legally separatsd, or spouss is a nonresident allen, ohsck the *Bingle® box,
City or town, state, and ZIP code 4 Hyour last name differs from that shown on your sacial security card,
ki \ 74 MN SS 2 (274 check here. You must call 1-800-772-1213 for a replacement card, D |
Total number of allowances you are claiming (from fine H above or from the applicable workshest on page 2) 5| &

Additional amount, if any, you want withheld from each paycheck . . . . . . . . .. . ... [&e8
7 1claim 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 . s e 7]
Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and bellef, it is true, correct, and complete.
)
gﬂglf%f:r: sgmr:nless yousign it.) » t ( Date » 7 I { 7 ' l ‘7
8 Employer's name and address (Employer: Complate lines 8 and 10 only f 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)
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Employment Eligibility Verification USCIS
. Form 1-9
Dep.a.rtmelft of Homel.and .Secunty.' OMB No. 1615.0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

» START HERE: Read instructions carsfully before completing this form. The Instructions must be avallable, either in paper or electronically,
during completion of this form. Employers are llable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: it Is illegal to discriminate against work-authorized Individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ

an individual because the documentation presented has a future explration date may also constitute llegal discrimination.

eotlon 1. Emp ormation and Attestatlon (Empioyees must compiole and sign Seqtian 1 of Form 1-9 no later
thafi the firss day of employment but not iefare seaspting  joh offer.) i

Last Name ily Name) First Name {Given Name) Middle Initial Other Last Names Used (if any)
~ MMH’L M
Address

Number and Neme) Apt. Number City or Town c State ZIP Code ;
v |43 ba 12> [Rumnsvine My [ e52646
Date of Birth fmm/dd/yyyy) | U.S. Social Security Number | Employee's E-mail Address Employee's Telephone Number

bifo)[15%)  |EA-H -FIge
| am ‘aware that federal law provides for Imprisonment and/or fines for false statements or use of false documents in

connection with the completion of this form.

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

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

D 3. Alewful permanent resident  (Allen Registration Number/USCIS Number):

E] 4. An alien 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 1-8: mﬁ';,"v‘;,‘,’,:“,,ﬁ'h“;g;m
An Allen Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Allen Registration Number/USCIS Number:
OR

2. Form 1-84 Admission Number:
OR

3. Foreign Passport Number;

Country of Issuance:

ﬁ_
Ol - e i i

L T |

gﬁfs andlor TrapsIator Certeallon (ehadk oRel ' T

) Hid het use a pregaret of transiator. D A preparei(s) and/y tradalator(s) assisted the kmpibysd in enmpleling Bedtign 4,
(Fio'es helow must ba oumpleted ahd signed whan preparers gndéor ransidtorg agsist an erployed in garripleting Beation 1,)

1dttest, under penalty of perjury, that | have asslisted 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 (mm/ddyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

FormI1-9 11/14/2016 N



Employment Eligibility Verification USCIS

Department of Homeland Security oml: g:nllsf;%w
U.S. Citizenship and Immigration Services Expires 08/31/2019
Bection 2. Employer or Authorized Representative Review and Verification
(Employers or their authonzed representative must compiete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine ane document from List A OR a combination of ane document from List 8 and one document from List C as listed on the “Lists
of Acceptable Documents.®) !
E_m ployes info from Section 1 gt NIe (FamirName) Fﬁ ame ) M.I Clﬂzet‘lahlpllmmlgraﬁon Status
ListA OR ListB D ListC
ldantlt!:nd Employment Authorization Identity Employment Authorization
Document Title D ent Do ;]
l = AL D Baec
ssuing Autho Issuing Autho%
SSA
Document Number Dogument Number Document Number
O\l 1o\ A\ b gt s
Expiration Date (if any){mm/dd/yyyy) Explration Date (i any)(mm/dd/yyyy) Expiration Date (if any)(mm/dd/yyyy)
O\ - O\ 2020
Document Title
Issuing Authority Additional Information DoNa VD I e
Document Number
[ Expiration Date (if any)(mm/ddiyyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (if any)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employes,

(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employes Is authorized to work In the United States. '

The empkyee‘s first day of employment (mm/dd/yyyy): () —K- Z (o] 7(899 Instructions for exemptions)

Bp TM Date (mm/ddfyyyy) | Title of Employer or Authorized Representative
=L~ 20\ ) [Recruiter

i g ! -
Last Name of Employer or Auth Rgsentat rst Name of Employer or Authorized Representative Employer's Business or Organization Name
Glasby Shelby Employer Solution Staffing Gro
Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
7480 Flying Cloud Drive Suite 200 Eden Prairie MN 55344

8ection 3. Reverification and Rehires (To be completed and signed by emplayer or authorized representative.)

A. New Name (if applicable) B. Date of Rehire (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

B IFthe employee's previous grant of employment authorizalion has expired; provide the Informalion Tor The document or recelpl that eslablishes
continuing employment authorization in the space provided below.

Document Title § Document Number Explration Date (if any) {mm/ddiryyy)

1 attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to-work in the United States, and If
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative | Today's Date {mm/ddfyyyy) Name of Employer or Authorized Representative

FormI-9 07/17/17 N Page 2 of 3









EMERGENCY CONTACT INFORMATION

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

Employee Name; c\"l G f\_)_]!;_ k

Address: Mffx ‘7% ﬁ@JV‘\!\N‘ lle N\N 55 556
Home Phone: 412-— ég é 4__z‘ﬂ 4’

' : EMERGENCY CONTACTS :
Pleass llst two pecpla (in priotity order) who could be contacted In case of an emergency
Contact #1 Home Phone:
Name: 'g‘“rh‘\l g %U"ﬁ(e Cell Phone: qf?’ ~?\) Q_ __Oﬂ"’?
Relationship: Cenusyn Work Phone:
Contact #2 Home Phone:
Name: ﬁ \\ '\\U 9 5"-’% Cell Phone: 7 S\9~- 2 4’—6&-5 & 9
Relationship: Work Phone:

Additional information you want Employer Solutions Staffing Group and our dlients 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 k paper Check,
SLERIONTEDINS |G INEG A S RGN

A : \ SSN# digi Effective Date
> ) £ Fel

_\'_i-l' HONCZ - RAN TG ARG e

| ] Direct Deposit (Please complete Sections 3 and 5 below)

& Payroll Debit Card (Please complete Sections 4 and 5 below)
SECHION 3 DIRECE DEROSET

B [ Update Bank Account Tunderstand and acknowledge that if I do not provide a
B Bank Name: 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 T provide is incorrect.

Note; DindszasIrwmmaytakeup to 7 days to be activated
|| Paper Check (Pleass complete Section 5 below)

Account#

Account Type: _[] Checking [ Savings [JOther .

* Tohelpus avoidmaldnganeunr,pleaseatbachacopyofavoidedchsnk. (a depositslipwillnotwork)
- Ifyauchmgebmks,donMdoseyomoMbmkammﬁmﬂyumdﬁeﬂdeposﬁhdeﬁﬁenwbm&wﬁnh

SECETION L PAN RO DEBEECARD (G OB CASIEEAR D

Initial Date

Except for the routing and account number, BSSG 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 1y be issued)
Ni A Last Name ' D Birth |
A Cred S| T1)
Street S (PO B ACCEPTABLE) ° g Social'Se -~

: : LU (7 —C19&
Bovliew) ¢ [y ez, o Qs A o 9.

(to be completed when you pick up your Pay;'oll Debit Card) i

Payroll D;bityt;zmﬁiznuﬁng#_ Payrol Debit Card Acoount# 4. < 5 L@O oY O 299 %E’i

Employee’s Signature: MM Date:j / 17 ) 1'7

SECGHION S NURELORIZN BION

I authorize ESSG 1o directly deposit my periodic wages/compensation Payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s), * E-mail is required for pay stub information.

*E-mail; _@U,M'L?’F @ Ndhet, -capn

~  this ipformation will only be used to fend Paystubs electronically

Employee's Signature: 4% "ﬁf‘]'é 17 6\1(6 ( Date: 7 / 17 ! ”7




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 Em ployment Screening; (c)
BGC and/or Orange Tree Employment Screening to provide Empioyer 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 i 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” s 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: Plegse print the information requestgd below to identi ourself for BGC.
Printed name: A é \Jle
Llast i

Other names used:
Current county of residence;

Current and former addresses:

_Zb, ‘ current 2D [4- 7 7 € M’U’t"\eﬁb‘\ﬂ 1 2 Centvy < 5

from Mo/Yr to Mo/Yr Street City, State &Zip
2e2) Do\l Msho gl agg Burhgiil)a pAENSsS
from Mo/Yr to Mo/Yr Street , 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.

Date of birth Social security number

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

Report Copy: if Yyou are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: [J.

feddin_ cued i)

Signature Dite




| employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this[ Zh’\day of : » 201__, between
Employer Solutions Staffing Group LLC, herei er referred Iy, as “employer”,
and hereafter referred to as "emplq e’

WITNESSETH:

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.

M | fuds ﬁ\lledf

loyee Signature

A,

Em up LLC\Representative



gUUp
lmportantllmportante

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 jt 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. Sj se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra ej cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35, -

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde): @ \’@% FIU( Ed
Signature/Firma; P&J\’ﬁf‘? L A -PA




empioyer solutions 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’ com pensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.,

RESPONSIBILITIES OF THE INJURED WORKER:

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.



e

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 healith care provider. Keep the claims representative advised of your
status.

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

I have read my r ponsibilities and agree to abide by these guidelines.
Signed: ﬁ \’QCH\'\ Gu

Printed Name: ' 1’) Ade, y




rom SO0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1500
E';amall a,.,;},'u‘.’:"sl,.,,c, : » Information about Form 8850 and its separate instrustions is at WWW.irs.gov/formssso,

Job applEnt: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name :

ﬁf‘ﬂ h F’]_( ){ ‘ Social security number > 14! .'7 Lg - Ll/ ?—'é‘.i
v W@j

Street address where you live /

City or town, state, and ZIP code !2! yWA S‘[ U \.q_ MN
County qu KDM Telephone number

If you are under age 40, enter your date of birth (month, day, year) @ l lb ’ 'q 7 /
J

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

2 [] Checkhereif any of the following statements apply to you, '

® | am a member of a family that has received assistance from Temporary Asslstance for Needy Famllles (T; ANF) for any 8
months during the past 18 months.

* |'am 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 rehabllitation agency approved by the stats, 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 famlly that;
a. Recelved SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP bensfits (food stamps) for at least 3 of the past 5 months, but is no longer eligible to recelve them.

® During the past year, | was convicted of a felony or released from prison for a felony.

* | received supplemental security Income (SS) benefits for any month ending during the past 60 days,

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

3 [ Check hereif youarea veteran and you were unemployed for a period or periods totallng at least 6 months during the past
year.

4  [] Check here if you are a veteran entitied to compensation for a service-connected disabllity 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 disabllity and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Checkhereifyouarea member of a family that:
* Recelved TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earllest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped belng 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 if you are in a period of unemployment that s at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature —Ail 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 complets.

Job applicant's signature > %ﬂ'&p‘f b (‘\\j l@j Date 7 / (7 / 1'7

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 228511 Form 8850 (Rev. 3-2016)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EmLoYER SEC'I'IONz HTax Cradit Adininisitation

Client; Company:

Location: Position: Starting Wage: $
EMPLOYEE SECTION:

First e; Last Name: Suffix: Street Address: City/Si}ate:

| MM__[lbo6 | V’b\ BJMI.U.\.Q.=
: f irth: Age: Have you worked for | If yes, location:
this company before?
L{7o/\qfé7§’? D | 6)/!’(5 76 | Yall nlf
i ' 5 7

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

Yes

1.

Have yon or has anyone living with you received Temporary Assistance to Needy Families (TANF)
at any time since August 5, 1997? (i yes, please provide information below.)

Name of the person receiving benefits: Relationship toyou: __

City: County: __ _ State: __

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

Name of the person receiving benefits: Relationship to you:

City: County: 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 aof your SSI documentation,

Have you 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:

[J Vocational Rehabilitation Agency [ Dept. of Veterans Affairs [] Employment Network (Ticket to Work Program)
NameofAgency: _ Phone#: ]

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

5.

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. If no, please continus to question #6.)

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

O

O

Have you been nnemployed at any time during the Iast 12 months?

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

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

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

[T TR i | ]

o O oo

p——

Additipnal Tax Credits
IEC (Native American): Are you or Yyour 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? [] Workforce Investment Act?
[J Areyona migrant or seasonal farm worker? [] 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 1o be true and accurate to the best aof my knowledge, and I hereby authorize any agency, organization, or
indrviduals to supply such verification or information that may be needed 10 determine tax credit eligibility to my emplayer, employer representative (Associated

Date: 7/17/]7

Consultants, Inc. dba Retrotax), or

New Employee Signature:

K




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.
Employers or consultants submit this SAF to the State Workforce Agency with IRS Form 885
sepa ch certitication 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.

New Hire’s Signature: Mf% L C;‘(le egr Date "] ‘ (7 17

New Hire Name: A""_:(\ \’erl’q Y Q||

A ™

Social Security Number: Ly Y ﬁ‘ AN
Employer Name: "\ LV e

Please check the statements below if they apply to you.

O Ideclare 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 Infemal Revenue Code of 1986, Secfion 51, as amended and its enacting legislation, P.L. 104-188, specify that the State Workforce Agencles are the
"designated" agencles responsible for administering the WOTC ceriification 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

..—..—..—..—..—.-_n_..—..—..—.._.._..—..

Public Burden Statement:

Persons are not required to respond fo this collection of Information unless it displays a currently valld OM B control number, Respondents' obfigation to
complete this form Is required o obtain or retain benefits (P.L. 111-5), Public reporting burden Is estimated to average 10 minutes per response, Including the
time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Send comments regarding this burden esimate to the U.S, Department of Labor, Division of National Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 {Paperwork Reduction Project 1205-0371). Please do not submit completed forms o this address.

117-
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employer solutions staffing group..

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.098, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable Job assignment, (2) refuses
without good cause an additional suitable job assignment offered, or (3)
accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| 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. _A:Q_ (Initial)

ArodvGAn allldllls

Employeg Signature:

Hedkh o

Employee (please print your name here)

CMG_SM - Rev. 09.2013



employer solutions staffing group..

ESSG WORKPLACE SAFETY 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.

(6) 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 g 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 botential 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..

“

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 952.885.1288/1.866.496.7573 with any

I also agree that if at any time during my employment I am believe that T am
working in an unsafe or dangerous work environment, I will immediately contact
Iy 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

Employee Name (Please Print)
A u\eA

LR |

Employee’s Signature:
M\‘@’Kh GL\U\-‘P[J Date:?ll’]_’ ,3_




M ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge th

at | have been given the opportunity to ask questions and express concerns

during my ori - d support the following:

1.

Date:

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.

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

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

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 I have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personne| action, including my termination from employment with ESSG, |
understand that this policy in any form, and any employee handbook including this
policy, are not a unilateral employment contract or offer thereo .

disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

Pl (f’mteﬁ

Individual’'s Name

U7 [

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



. employer solutions staffing group.

N @ Leveraging Resourzes in a Changing Market

Enhanced MEC I’i;n_Plan 1 e Ao, .

Benefits Enroliment Form I New Empi

L[] Rehire Rehire Date

:m@@’\:m 0 ?z‘?dﬂh I | so(j' i}c:‘y( T{Z —

. City e
606 4 - _Bosilile NN | 55306
1r|:‘em:lemr | I:I:alm:l . Dmn;ﬂams:m. - D]v:,:ed o) . \‘ \ 1 d\\ Date of Hire

Please Select Desired Coverage:

Employee Only - D Employee+Spouse - Employee+Child(ren) - D Family -
 $24.00/Week $38.00/Week $36.00/Week $63.00/Week

T BT i — —— — ——
i L 4 |

Birth Date | Sex Relationship
: [ Male Cspouse [ chid
L Last Nama O Female O Domestic Partner
Social Security # Birth Date | Sex Relationship
[] Mae [1Spouse [ Child
L. Last Name ‘ [] Female [0 Domestic Partner
SRR Ry SERE s SRR el
Social Security # Birth Date | Sex Relationship
O Mae [3 Ol cChild
[ First Name M.L Last Name | [0 Female = lJ‘I):ula@e Domestic Partner
O O O
NAME OF PERSDNGOVERED(F!RST, LAST):
- EFF, DATE
EFF, DATE
EFF. DATE

Empioyea Acknowledgement and Authorization - | hereby apply for the group hensfit(s) as Indicated, | acknowledge that all entries are true and complete and that
any misstatements or faliure to raport Information may be used as the basls for cancellation of coverage for me and my dependent{s), if any, from the original

sffective date. Further, | authorize my empioyer to make the necassary payroll deduction of Ppremiums for coverages | have elected,

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature

T
EMPLOYEES DEGLINING | am DECLINING coverage

| understand that | and/or my depgfidants, if any, waive any covarage and desire to participate in the Ppian at a later date. lwe may be conslidered a jate enroliee and
must meat the requirsments defined In the Certificate of Coverage for the Gompany’s medical or dental Plans. If | deciine enroliment for myssif or my dependents
(including my spouss) becauss of other covarage, | may, In future be abie to enroll mysalf or my depend in this plan, provided | request enroliment within 31
days after the other covarage ends. In addition, if a new dependent reiationship forms as a result of marriage, birth, adoption, placement for adoption of parting sult
of adoption, | may be ahle to enroll myself or my dependent, provided | request enroliment within 31 days of the evant.

IF DECLINING- YOU MUST SIGN HERE

p— A D

Date

= Jiz ) ry

Employer Solutions Sta ng Group Heaith Benefits Team
7301 Ohms Lane Sulte 405
Edina, MN 55438
Phone: 952-767-8519 Fax: 852-767-9515
Email: Health@employersolutlonsgroup.com



——

rixea inaemnity Medical Benefits Plap 2

* VS, . 219301-ESG.1 OFFICE USE ONLY LOCATION_____ Rehire Date__/__/___-_
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18,
/A REQUIRED EMPLOYEE INFORMATION | PRINT USING BLACK or BLUE INK (Must Be Fllled Out)
BLd A, 09 €138 8 gyl W
il lxzvy - —

fféum/ the MmN Ilsllt;\t'a e & g/B'irlth%’_

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEF|TS? DYesDNo If Yes, please continue
. X 1
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

Name of Covered Person (s): [
3.

1. 2,
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 Disabil

ility plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
' FIXED INDEMNITY SHORT-TERM
SHECTCOvERAGR LEVEL PO AL ENTAL | VN | menmue | DISABILITY *
Bmployes Only []| 20,28 617 B s243 B8 s04 & sea |

Employee+1 [] | $a1.10 |  g12.34 $4.92 $0.90
Emplayee + Family lj | $54.38 $2036 i $656 | C s1E0 | :
NO to ALL Benefits D |:| Yes D No _ D Yes D No D Yes l___l No DYes D No l___l Yes D No
' This coverage is not available to residents of NH, Hl, or PR. 2STD is not available to persons who work in CA, HI, NJ, NY, or RI.

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

Name Relationship

Name | Social Security # ' Date of Birth | Sex Relationship
al i A l_M_I [_1Spouse{ Jchild [] Domestic Partner

Name ' Social Security # | Date of Birth | Sex | Relationship
. j f l/. @ '[1spouse[]child L] Domestic Partner

Name | Social Security # | Date of Birth | Sex ' Relationship

! fiom = l—M—I | Spouse [ ] Child [ ] Domestic Partner ;

Name Social Security # | Date of Birth Sex Relationship

il !/ l—M—I _D Spouit_a ] Child [ Domestic Partner

u MILST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
I have read the benefit packet and understan

d its limitations. | understand that open enrollment is only available for
a limited time and | understand that making no benefit selection is a declinﬁtior__w of coverage.

o 7 11712017 > amuevm AL icdeh e

This is an Essential StaffCARE Enrollment Form.



7182017 E-Verify: Print Cass Detajls - Previsw
SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017199085040XH
Report Prapared: 07/18/2017
| Sompanyinformation
i Campany I: 47428 Company Name: Employer Sokifions Staffing Group
‘Employes information
Lant Name: guisd First Name: abeifatah
Date of Birth: 01/D1/1881 Sodalsmmyumnbu:“"‘ﬂm
Hire Date: 07/18/2017 MMAMMMUMM
Document Information
unanmmummwlommwauamummmm Llatcbwmmuswhl&wnym
Dogument Name: Driver's licanse Document Stats: Minnesota
Drlm'sL!ouwanrlDBathmnbar: Dmmmmmnmmmm
Caoa Statun Information
Current Case Result; Employment Authorized Employer Case ID:
Casa Submitted On: 07/18/2017 Casa Submitted By: SGLASES2
SENSITIVE BUT UNCLASSIFIED

https:lle-verlfy.uscis.govlweblPﬁntCaseDetalls.aspx?CasaVerNum=201 7199085040XH o



et PO Box 46270
X0 Minneapolis, MN 55344-9956
i N |

) 1 Tel: 952.835.1288

Ve L

employer solutions staffing group..

www.esgstaffingsolutions.com

New Hire Application

| Rersonal Data~- PLEASE PRINT LEGIBLY IN INK

[ LastName__ (1Yl ?A“ First Name ﬂézj vﬁvfkl’) _ Middle nitial _{M{, _
Street Address $) Aptiste _L 2D

City/Stateizip_23 5 AN\ \4 My S5 30b _ soctal security Last Four s00cx. 679

Phone Number 61 59“'* 9--"7 "“‘9{273 Email Address M @ \{ﬂ MC&’

Staffing Agency/Recruitment Partner

All offers of employment are conditional upon satisfactory proof of identity and legal abliity to work In the U.S.A.

Are you legally authorized to work in the United States of America? [1YES [JNO
Applicant Certification and Authorization

I 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 indlcated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibiiity for rehire.

| understand that a comprehensive background check may be conducted to determine my ellgibility 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 cllents, government regulations or by ESSG policies.

1 release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
| certify that all statements made In my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will resuit in my disquaitfication from
consideration for employment or, if discovered after | begin employment, will resuit in my termination.

If hired, | agree to abide by the policles and procedures of ESSG.

bodltth Qe Podifbh Gued 710

Name (Print or type) Applicant's Signature Date

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

For ESSG Office Use Only
DOH NHW -9 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

ESSG - CMG Rev. 0412017



Form W-4 (2017) Greser an S10000op ! © *PPIEmSntE weges  Norwage oo, o8 ieroe o oo

Basio Instructions. If you aren't exempt, complete Soaoider making estimated tax payments using Form
Purpose, Complete Form W-4 so that your the Peraonal Allowanzgs Waﬂmhaet%télow. %15 1040-ES, Esﬁrgggg T.ﬁu"&'ﬁ gals. O"‘Bf'”lse'
employer can withhold the correot federal Income Wworkshests on page 2 further adjust your you maylnowe TPab 235 ;l'ndm oo o i
tax from your pay. Conslider complsting & new Form withholding allowances based on ftemized annutgnlty Wm}feﬁn uh, Form Wt _4° w_%?:'," shou
W-4 each year and when your parsona? or financial deductions, certain credits, adjustments to income, adjust your withholding on Form W-4 or .
situation cﬁ?fgu or two-eamers/multiple jobs situations. Ngdneamem or multiple jobs, If )iog' l}lgva ath
Examption from withholding. If you are exempt, Complete all workshests that apply. However, you troriing spouss or more than one job, figure the
complete enly lines 1, 2, 8, 4, and 7 sign thp; may olalm fewer {or 2ero) allowa:pcg,s.y For mgularyo tutaalunugls 5"{: ‘““%?;g%“ l ”gﬁ"""
form to valldats it. Your mmgﬂon for 2017 expires wages, withholding must be based on allowances ‘%‘ iy %m“”jm cmdlong usually w’l““ gg’r’n%:gmum
znesggn‘lgé sql:l& 8ee Pub. 605, Tax Withholding ;oegm? oafnvslargg. not be a fiat amount or when all allowan are claimed on the Form W.

If another person can ¢

g Ol a8 a dapenden IBad
u can't claim axemption ly if

oY TS OF Fier Tex refurm, ption _ " e
1 ? i [ exceads 1,050 ari d than 5096 of onresident allen, lfyou are a nonresident ﬂ“aﬂ, see
a':én h?om more t‘?é’n' $350 ufmuilneeamed lnm?ne for !.ggg:f'ﬂgymg OL{E: hgranye";oo:ayouar:elf and gome' 532}?4@:' ;I“upplaéne?gw F""“,evgn"‘ m"m’"‘ for
example, Interest and dividends). dzgendsn&% er qualifying Individuals. Ses ens, before completing Lk

Exce An empl be able to claim Pub. 501, ptions, Standard Deduction, and Cheok your withholding, After your Form W-4 takes

mf”‘""’ R ey s Filing Information, for Information, effect, use Pub, 505 to see how the amount you are
Sxemption from withholding even if the employee having withheld compares 1o your projected ot tax
a dependent, if the employea: Tax eredits. You can take projected tag credits Into o 20917. Ses Pub, 65, aup acyl:uy oUr sarmings
 Ia age 85 or older, mmmgﬂgggggnm%"gmmmmm exceed $130,000 (Single) or $180,000 (Married).
* |8 blind, or care expenses and the child tax credit may be clalmed Future developments. information about any future
hamset doduetons oy e aredteicr SR, GO or ot oh Saean e fopmelte fcing Form W4 (aches
temized dedustions, on his or her tax retum. orexiits into Withhoing Slowen.converting your other WA govied, ae 2
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 0 0 0 0 o o o o A
* You're single and have only one job; or
B  Enter*1”if: * You're married, have only one job, and your spouse doesn't worl; or 0 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 either a working spouse or more
than one job. (Entering “-0-" may help you avold having too little tax withheld)) . O 0 ® 0D o4 o c

D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax retum . o o o D
E  Enter 1" if you will file as head of household on your tax retumn (see conditions under Head of household above) E
F  Enter “1” if you have at |east $2,000 of child or dependent care expenses for which you plan to claim a credit F

(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for detalls.)
G Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for more information.

* [f 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 if you have five or more eligible children.

* If your total Income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each efiglble child. &
H  Addlines A through G and enter tota! hers, (Note: This may be different 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 Daductions
For accuracy, and Adjustments Worksheet on page 2,

complete all * If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets earnings from all jobs excesd $60,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld.

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

Separate 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

Depariment of the Treasury P Whether you are entitted to olalm a certaln number of allowances or exemption from withholding Is 2 @ 1 7
Internal Revenua Service subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1 Your first name and middie Intial Last name 2 Your soclal security number
SoduBad M |Auled U U9 29 96
me addréss {number and street or ural route) 8 [ single [T Maried L] Married, but withhold at hsmar Single rate,
HDo ’4’3 M * Note: If maried, but Iegally separated, or spouse Is a nonvesident allen, check the *Single® box.
City or town, state, and ZIP code 4 if your last name differs from that shown on your social security card,
B urily 1'\‘ 74 MN S‘_S_? (274 check here, You must call 1-800-772-1218 for a replacement card, P O
5 Total number of allowances you are claIang (from fine H above or from the applicable workshest on page 2) 5 ?)

Additional amount, if any, you want withheld from eachpaycheck . . . . ., ., . ., . . . . o o 6%
| claim exemption from withholding for 201 7, 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 liability.
It you meet both conditions, write “Exempt” here . BN TR A F |
Under penalties of perjury, I declare that | have examined this certificate and, to the best of my knowledge and bellef, It is true, correct, and complete.

51'11:2'1‘?;:;: :::gt'\‘r:ltltgznless you sign it) » %&L‘@l‘\ﬁ}\ Cavul€ Date p- f? , 17 ' | _1
lines

8 Employer's name and address (Employer: comT:l'ata 8 and 10 only if sendlnﬁ"to‘hs IRS) |'® Office code {opticnal) | 10  Employer identification number (EIN)

-y

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



e

Employment Eligibility Verification USCIS

Department of Homeland Security OMII: ;:TJ;_%M7
U.S. Citizenship and Immigration Services Expires 08/31/2019

P> START HERE: Read Instructions carefully hefore completing this form. The instructions must be avallable, either In paper or electronlcally,
during completion of this form. Employers are llable for errors In the completion of this form,

ANTI-DISCRIMINATION NOTICE: It is iflegal to discriminate against work-authorized Individuals. Employers CANNOT specify which
document(s) an empioyee may present to estabiish empioyment authorization and identity. The refusal to hire or col

< 4 Tutline expiration date may also constituts iliegal discrimination,
By s ,?3 T T :
than the first day of employmestt but not before sacepting a fab affer)

2atatlon Employees must campiele and sign Seotion 1 0f Porm 18 later
Last Name Name) First Name {Given Name) ‘ h;llddle Initial Othelr Last ;lames Us;d (it anJL/) .
,cmu%g Al btaly M
Address Number and Nejme) Apt. Number | City or Town ¢ State ZIP Code
Hov !4-‘21/51" &l |22~ [Bymsvivne My £5264

Date of Birth (mm/ddvyyy) |u.s, Social Security Number Employee's E-mall Address Employee's Telephone Number
[01[19%) | EFTA-HA -3z

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

| attest, under penalty of perjury, that ] am (check one of the following boxes):
'] 1. Acitizen of the United States

[1 2. A noncitizen national of the United States (See Instructions)

I:] 3. A lawful permanent resident (Allen Reglstration Number/USCIS Number):

|:] 4. An allen authorized towork  until (expiration date, if applicable, mm/ddiyyyy):
Some allens may write "N/A" In the expiration date fleld. (See Instructions)
Allens authorized to work must provide only one of the following document numbers to complete Form 1-9; Do g’,},““‘;;‘,g;,?;;;‘;"ggm
An Allen Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number,
1. Alien Reglstration Number/USCIS Number:
OR
2. Form |-84 Admission Number:
OR
3, Forelgn Passport Number:

Country of Issuance:;

T, - 2ued R

ﬁm andlar Translator Gertication (chéok ona);
|
f

ld ol uee @ preparer of translator, L] A breparahte) andir tranetator(s) assisted the employed In eampleting Bention 1.
below mus| be aamplated and sigied when preparers gndfar trenslators assist an employes in vompleting 8eotion 1)

i dttest, under penalty of perjury, that) have assisted In the completion of Section 1 of this form and that to the best of my
knowiedge the information is true and corract.

Slgnature of Preparer or Translator

Today's Date {mm/ddiyyyy)

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

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

@ Employer Completes Next Page @

FormI-9 11/14/2016 N



Employment Eligibility Verification USCIS
. Form I-9
De;!a.rtmelgt of Homel.and.Secunt}: OMB No. 1615.0047
U.S. Citizenship and Immigration Services Bxpires 08/31/2019

\m/(
Section 7. Employer or Authorized Representative Review and Verlfication '

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employse’s first day of employment. You
must physically examine one document from List A OR & combination of one document from List B and one document from List C as listed on the "Lists
of Acceptable Dacuments. ")

ole ]
Employse Info from Saction 1 g_‘wa’"") F{_?‘; ame @’:T'Zf) — ‘nz/l . clﬂzq‘ushmmmlgmugn Szt
ListA OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization

i YA D . Ve
ng ority % o G N lsaulngAu%tho% A

Document Number D\OEEM Number Pocument Number
_ Ol o\ A\ b 4. uq9-67 246
Expiration Date (if any)(mm/ddjyyy) Expiration Date (7 any)(mm#dd/yyyy) Expiration Date (if any)(mm/ddyyyy)
- O\ =220
Document Title
] ssuing Authority Additional Information mﬁﬁﬁ}f{'ﬁ:"s;u
Document Number
Expiration Date (if any){mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (if any)(mm/dd/yyyy)

Certification: | attest, under penaity of perjury, that (1) | have examined the document(s) presented by the above-named employes,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work In the United States,

The em?l\oyee's first day of employment (mmv/dd/yyyy): O1k- Z Ol 7{833 Instructions for exemptions)

Signature oyer or Autho eprese! TM Date (mm/ddiyyyy) | Title of Employer or Authorized Representative
m_—L q- 2__0\ ') Recruiter

Last Name of Employer or Authorized ntative™ Name of Employer or Authorized Representative | Employer's Business or Organization Name
Glasby Shelby Employer Solution Staffing Gro
Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code

7480 Flying Cloud Drive Suite 200 Eden Prairie MN 55344

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative. )

A. New Name (if applicable) B. Date of Rehire (if applicable)

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

G. I the employee's previous grant of employment authorization has expired, provide the informaflon Tor the document or receipt that esfablishes
continuing employment authorization in the space provided below.

Document Title Document Number Explration Date (i any) {mm/ddiyyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to work in the United States, and if
the employee presented document(s), the document(s) I have examined appear to be genuine and to relate to the Individual,

Signature of Employer or Authorized Representative | Today's Date {mm/ddiyyyy) Name of Employer or Authorized Representative

Form1-9 07/17/17 N Page 2 of 3









EMERGENCY CONTACT INFORMATION

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

Employee Name: M_\_,@'_t.\n Gd\( x

address: (D60 ‘7\ ZAnwd)le M 5_5:3_
Home Phone: é_@ ég »é 4’2 IA"’

EMERGENCY CONTACTS
Pledsa list two pedpla (In priotity order) whq could be santacted In case of an emergency

Contact #1 Home Phone:
Name: ‘g‘l“h‘\l £ E)Uﬁlﬂ Cell Phone: 4_5/?/ ~?~\ ;)_ __%'\’b
Relationship: (" oA ) 5y W Work Phone:

Contact #2 Home Phone:
Name: ﬁ \'\ Y\\U 2 S'\)% Cell Phone: q 5\9“- 2 4—6& Y 9
Relationship: 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,
wages will be paid b

If you do not provide a written electior

D Deposit (Please complete Sections 3 and 5 below)

| Payroll Debit Card (Please complete Sections 4 and 5 below)
SECEHION S DIREEE DEROSEE

Nata:DinctDepasitaccowztsmaytakeup to 7 days to be activated
[ Paper Check (Please complete Section 5 below)

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

Initial Date

Account Type: DChec@gDSavings CJother

To help us avoid making an error, please attach a copy of a voided check. (a deposit slip will not work)
Ifyouchangebanks,donntcloseyonroldbanknccomnunﬁlyourdirectdeposithasstartedatﬂlenewbank,whichmaytakazpaypeziods.

S ELONT AN RO DERLE CARD (GEOB AT CASIHCARD)

Except for the routing and account number, ESSG does not have access to any information
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing ail of the terms and conditions. You will
then sign acknowledging that you

regarding your Payroll Debit Card account aor

received the Payroll Debit Card and packet, Your Payroll Debit Card will be reloaded on each payday you receive
wages.

LDER INFORMATION (as you want your Payroll Debit Card ty be issued)
| ' e Sel/174)
LOd (7 L9
8206  [GESEL AT o5 a0

RECEIPT OF PAYROLL DEBIT CARD (o be complsted when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

o omoist Ugs 3 YooY 0399 1,;3';{
I have 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, I

authorize the financial institution to debit my Payroll Debit Card account for the fees described in the fee schedule that is part of the program terms,
conditions, and disclosures.
5 {
Employee’s Signature: 1) >

IJ Date:/? / 17 ) 1)
SECTHONTS N ERTTORIZ N ETON

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

*E-mail:ﬂl_;bé '—?’F @ \\4(4% Cowv
“ T T ST his ipformation will only be used to $end yHur paystubs electronically
Employee's Signature: M’ ﬁr]’; L’ 6V(€ Date ,7 ./ l /} |/ }'7




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
withethers«ferlﬁsfthﬂatvbusinesrpmpﬁgés related to your employment. BGC

and/or Orange Tree Em ployment 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 requestgd below to identi ourself for BGC.

Printed name: A lfﬁ(‘j{h Mbh‘f — é\)’é :
st

First Middle (O
none)

Other names used:
Current county of residence;

Current and former addresses:

_Zb“ current 20 |4 ‘7 7 g M’\”\"\ub'\ﬂ '! 2 _(Cenlly = 53¢

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

Qep) 2o 143 62- T rivd age Burngiil}x WAESS
from Mo/Yr to Mo/Yr Street Clty, 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.

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 job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: [J.

Mkﬁ}k\q GUIeA\ i)k )

Signature Date




STATEMENT OF CONFIDENTIALITY

This agreement made thisl Zf“day of , 201_, between
Employer Solutions Staffing Group LLC, hereingfter referred o, as “employer”,
and hereafter referred to as “employee”.

WITNESSETH:

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

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liguidated
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.

Bhﬁ{ 1 141:-}”7]’\ G Uleo/f |

up LLCN\Representative



b \an.j' .r:: }
o

g
Ny T

emping Sroup..
Important/Importante

LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, ete.), 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): M \’62"}4/"‘ ﬁUl Gd

Signature/Firma: w\%fl’) (\’U( f’d‘




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 your employer immediately of any new injuries or conditions that impact

your physical condition.

Ifit 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.

abide by these guidelines.

| have read my r:Qsponsibilities and agree

ula/“

Signed:

Printed Name: _&bﬂih

a




o 0850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1546-1500
ﬁ,fem'm na“f.g.}!.‘%lﬁ,;‘i”" P Information about Form 8850 and its separate instructions is at www.irs.gov/form88gso,

Job applipant: Fill in the lines below and ¢ eck any boxes that apply. Complete only this side.

Your name | h F’[\ ){f’a‘ Soclal security number b ]ll[ 7' L! - Ll/ ?_457

Street address where you live [ é’D 4

City or town, state, and ZIP code g\) V“AS\! (.\ \‘Q MN

County jq \S() % Telephone number

If you are under age 40, enter your date of birth (month, day, year) @ l !b ' 'q ? l

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 famlly that has recelved assistance from Temporary Assistance for Needy Familles (TANF) 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.
* 1 was referred here by a rehabillitation 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 benefits {food stamps) for at least 3 of the past 5 months, but is no longer eligible to receive them.
During the past year, | was convicted of a felony or released from prison for a felony.
I recelved suppiemental security income (SSI) benefits for any month ending during the past 60 days.

| am a veteran and ! was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the
past year,

8 [1 Check here if you are a veteran and you were unemployed for a period or periods totallng at least 6 months during the past
year.

4  [] Check here if you are a veteran entitled to compensatlon 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 months; or
* Received 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 eligible for TANF payments durlng the past 2 years because federal or state law iimited the maximum time
those payments could be made.

7 [0 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 recelved 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 > %AP&QL{ i7 CMQ‘}# Bitel 7/ / /7 / f 7

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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.

Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:

Client: Company:

Loeation: Position: Starting Wage: §$
EMPLOYEE SECTION:

First Name; Last Name: Suffix: Street Address: City/State:. Zip:
v Pt S5
| 'SS#: i JFDate of Birth: Age: | Havé you worll::iido fo; I yes, location: -

this company re
[,{7%/\4{7‘67 2 | 6[}[’(6 Yes [ No[/]

Please complete all questions, and sign and date the form. Yes No

1. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O [
at any time since August 5, 1997? (if yes, please provide information below.)
Name of'the person receiving benefits; Relationshiptoyou: __
City: County: State;

2. Have you or has anyene 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: Relationshiptoyou: ___
City: County: State:

3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? O |
Please note, this is not the same as Social Security benefits (SS) or Sociat Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your 881 documentation,

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

[ Vocational Rehabilitation Agency [ ] Dept. of Veterans Affairs  [[] Employment Network (Ticket to Work Program)
Name of Agency: Phone #;

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

5. Are you a Veteran of the U.S. Military? *Ifyes, please provide a 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 a service-connected disabhility?

O
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 you receive unemployment compensation? __

ali gl =) gl
O O oO;

7. Have yon been convicted of a felony or released from prison for a felony conviction in the past 12 months?

Conviction Date: Release Date;

—

Was thisa [] Federal or [] State conviction? If State - County: State:

Additional Tax Credits
IEC (Native American): Are you or your Spouse a member of a Native American Tribe? O O
Ifyou checked yes please provide a copy of your CDIB card,
CA Residents: [] Are you the child of foster parents? [ Do you receive CalWorks? [] Workforce Investment Act?
O Areyona migrant or seasonal farm worker? E] 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 to be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit igibility to my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or lhf#arme of Labor.
New Employee Signature: 1225‘ :ﬁ,d:q L' C '} \‘\' l@ Date: ? '} 1 7 / 17




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.
Employers or consultants submit this SAF to the State Workforce

separately, with ETA Form 9067 (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.

New Hire’s Signature: Date 7 ‘ (7 I 77

New Hire Name: MM

Social Security Number: ([t U ﬁ‘ 619G
Employer Name: A1~ 10\ \’&(\t\\'\ (Ve

Please check the statements below if they apply to you.

( | 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.

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

(Enter start date)

Privacy Act Notice;

The Intemal Revenue Code of 1886, 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 ceriification procedures of this program. The Informafion you have provided completing this
form will be disciosed by your employer to the State Workforce Agency. Provision of this information Is voluntary; however the Information Is required to
determine your empioyer's eflgibility for the federal tax credit

.._.._.._.._.._-._.._.._.._..—u_...—.-—.-—.._.._.._...—...—...—...—u_-._.._.._.._.._.._-._.._-._.._.._-.

Publlc Burden Statement:

Persons are not required to respond to this coflection of Information unless it displays a currently valid OM B control number. Respondents' obligation to
complete this form is required to obtain or retzin benefits (P.L. 111-5). Public reporfing burden s estmated o average 10 minutes per respanse, including the
fime for reviewing Instrucions, searching existing data Sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information, Send comments regarding this burden estimate to the U.S, Department of Labor, Division of National Programs Tools Technical Assistancs,
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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. employer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Reguirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable Jjob assignment offered, or (3)

accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
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. _A:q_ (Initial)

ArodvGicn el e I

Employeg Signature: Date:

ey o

Employee (please print your name here)

CMG_SM - Rev. 09.2013



employer solutions staffing group..

ESSG-WORKPLACE SAFETY 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.

(6) 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:

o 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.
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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 952.835.1288/1.866.496.7573 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 ESSQ’s Safety Director at
952.835.1288/1.866.496.7573 in order to obtain asgistance in the resolution of such
matters.

Employee Name (Please Print‘)A

M Aule

Employee’s Signature:
M\'@H‘ h (‘l\U \e (,\ Date: 7 l 17 I l/)ﬁ
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ﬂ ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questi
i i ion. Additionally, T understand and support the following:

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. |l agree 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 Consultant.

Date: 7 ! L4 i i/ n

Associate's Signature:

Associate's Printed Name:

Orientation provided by: \4/

24
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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. I have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the

Pl ) é’\uleﬁ

Individual's Name

7 7

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC Plan_Plan 1 s

Benefits Enroliment Form O New Em

Employee nformation

loyee . [ Rehire Rehire Date

Soclal Security Number

| U \I—£TDC
Address ‘ City U State Zip Code
&_H~d - _Buosilile (NN | 55306
rend: bg ':::":h ngﬂ;ﬂms‘:m. = Dlv:gr:ed Emallhﬁl!au:\‘ \qd\\ -

Please Select Desired Coverage:
D' Employee Only - E] Employee+Spouse - Employee-l-Child(ren) - D Family -

$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Social Security # Birth Date | 88% Relationship
W Tast Name . gf:a,, m’ﬁmmfm?ﬁu '
. oy R
Sis e Bl e,
' P T B -

Otlicr coverage miormation including Medicare/Madicajd

NAME OF PERSON COVERED (FIRST, LAST):

EFF. DATE
EFF, DATE
EFF. DATE

Employee Acknowledgament and Authorization - 1 hereby apply for the group benefit{s) as Indicated, I acknowledge that all entries are true and complete and that
any misstatements or fallure to report Information may be used as the basls for cancellation of coverage for me and my dependent(s), if any, from the originai
effective date, Further, | authorize my employer to make the necessary payroll deduction of premiums for coverages | have slected. i

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

1
_—m_
EMPLOYEES DECLINING ? | am DECLINING coverage
| understand that | and/or my depefidents, if any, walve any covarage and desire to participate In the plan at a later date. l’'we may ba considered a late enrollee and

must meet the requirements defined in the Certificate of Covarage for the company’s medical or dental plans. If1 decline enroliment for myself or my dependents
{including my spouss) because of other coverage, | may, In future be ahle to enroll myself or my dependattn in this plan, provided | request envoliment within 31
days after the other coverage ends. In addition, if a new dependent relationship forms as a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be ahje to enroll myself or my dependent, provided | request enrollment within 31 days of the event.

IF DECLINING- YOU MUST SIGN HEJE
Emplayse Signature % l’ﬂhh @U'_p Date ’7 ,//,7 ! /7

Employer Solutions Staffing Group Healith Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 9562-767-9515
Email: Health@employersoluﬂonsgroup.com




Fixed Indemnity Medical Benefits_Plan 2
© VS, . 2193018861 |ormce U oy LOCATION

ENROLLMENT FORM

A
N

Rehire Date____/

=/ |

ESC CU(UNAC-MN) P1 v18.
PRINT USING BLACK or BLUE INK (Must Be Fille—d_Out)

I l’&f"'ﬂh | !5&9%5 °E'."{f[q 41 ,"Z";;T'.‘Z% ¢35 W]
_:lszesc; = | &2 V‘a e\ Apt. #

- REQUIRED EMPLOYEE INFORMATION
[5)

Buiwilie g AN CRec BN

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

D Yes D No. If Yes, please continue,
Medicare Health Insurance Claim Number (HICN) I Medicare Effective Date

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

eyl Deductd Wiy s
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.

FIXED INDEMNITY SHORETERM
SELECT COVERAGE LEVEL MEDICAL DENTAL VISION TERM LIFE DISABILITY -

ey O] e @) wn D] mam] s
Employee + 1 [] $41.10 . $12.34 $4.92 $0.90

| Emplayee + Family CI|  seass s2036 | “Eg‘ '_ $1.80 e

‘Nc.itoAL.LB-.eneﬁtls O Dlves Clne Clves Clno | Cves Cne | Clves [no [Cves [INo

1:l“'l-f;is coverage is not available to residents of NH, HI, or PR.2STD is not available._t:: persons who work in CA, HI, NJ, NY, or RI.

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

Name

D. REQUIRED DEPENDENT INFORMATION
Name

Relationship

 Social Security # Date of Birth Sex i Relationship
_ =N / ~/ IE J Spouse D Child D Domestic Partner
Name Social Security # Date of Birth | Sex Relationship
B 3 % [ 1/ i @___ L_:I | Spouse []child D Domestic Partner
Name ' Social Security # Date of Birth Sex | Relationship
— Rk ! & ol _@ []Spouse ] Child [ ] Domestic Partner
Name ! Social Security # Date of Birth | Sex | Relationship
| b L0 1 IMIEE) (D] Spouse [l chid[ T omestic Partner
E. REQUIRED SIGNATURE YO

U MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE ol
I have read the benefit packet and understand its limitations. | understand that open enrollment is only available for
a limited time and | understand that rﬂr_lil@_g ﬂ&?f’.‘?ﬁ?ﬁf!?f“?." isa gggﬁgn of coverage.

oate L ilDiZ017 | sonatue ook

tdsh aued

This Is an Essential StaffCARE Enrollment Form.




