7301 Ohms Lane Sulte 405

, employer solutions staffing group. cdina, MN 55439

Leveraging Resources in 2 Changing Market Tel: 952.835.1288 » Fax: 952.835.1255
www.esgstaffingsolutions.com

New Hire Application

Personal Data~ PLEASE PRINT LEGIBLY IN INK

Last Name \q/,z, / 7L an First Name g L / e =z Middie Initial /< :

Street Address g0 )6 azs% 50L Apt/Ste

City/State/Zip 3 wddato 4 [940F

Phone Number { F{ ~H33 Email Address Uf?a,/ raz . OY @ Apo[ mei'l- con,

Staffing Agency/Recruitment Partner

Il offers mplo nt are conditional ypon satisfactory proof of ide and legal abill work in the 1.8,
Are you legally authorized to work in the United States of Amerlea? EZFYES ONO
Applicant Cerfification and Authorlzation
| authorize Employar Solutions Staffing Group (ESSG) to use the infomation and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquities of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, parformance, compensation and eligibility for rehire.

| understand that @ comprehensive background check may be conducted to determing my eliglbility for hire by certain clients of ESSG.
This may include but is nat fimited to, investigations of criminal and/ar conviction records, driving records and/of a drug screen festas
requirad by clients, government reguiations or by ESSG policies.

| reloase ESSG and uther persons or entities from any claims that might be based on ESSG's decizion o conduct a background check.
| certify that all statements made in my application are true and accurate and that | have not omitted ary material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result in my disqualification from
conaideration for employment or, if discoverad after | begin employment, will result in my tarmination.

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

brelna2 5(;1/0‘1%7 ydsz_;j 05 -03—20L5

Name (Prirt or type) Appiicants Signdlre S~ Date

A copy or facsimile ("fax") will be consldered the same as an eriginal signature. Emall will ONLY be used for smployment corraspondence

For ESSG Office Use Only
DOH NHW -8 8850 w4
Emeargency Contact Info | Background Release Form Background Results LUnemployment Lettar ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Woark Site Loc. WG Code

ESSG - LakeRegionMedical N Rev. 11/2013



Form W-4 (2015)

Purpnse. Complete Form W-4 ao that your emplayer
can withhald the cormct Tederal Income tex from your
pay, Consider completing a new Form W-4 each year
and when your persoral or financlal situation changes.

Examption from withholding. It you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the form
to validate It. Your exetnption far 2015 expires

Fabruary 18, 2016, Sea Pub. 505, Tax Withholding
and Eatimated Tax,

Not=. If another person can claim you 8 a dependent
on his oF her tax raturm, you cannat claim exemption
fram withbiolging If your income excesda §1,060 and

The exceptions do hat & to supplemental wages
greater th%tn %1 .OOO,QUO.F‘ ply to supp g

Basle Instructions. I you are not sxempt, complete
ttve Perzonal Allowances Worksheet below. The
workehests on page 2 further adjust your
withholding allowanses based on itemized
deduetions, cartain credits, Ed}ua’tmants to Income,
or two-eamers/multipls jokss sltuations,

Complets all warkshasts that apply. Howevar, you
may claim fower (of zerc) sllowarnes, For regular
wages, withhalding must be based on allawances
you claimed and tnay not be a flat gmount or
percantags of wages.

Haad of household. Generslly, you can claim head
of household ffing status on your tax returh only if

Monwage incane. If you have a large amount of
nonwage income, auch as interest of dividends,
onslder making extimatad tax payments ueing Form
1040-E5, Eatimated Tax for individuals, Otherwlas, you
may owe additional tax. it you have pension ar annuity
income, aea Pub, 606 to find out iw::u should adjust
yeur withhalding on Form W-4 or W=4P,

Twae earners or muitiple joba. if you have a
working spnousa or mare than ena job, figure the
total number of allowances you are entftled to claim
an all joba using waorkehests from only ona Form
W-4. Your withbolding ueusfly wiil be moat acourate
when all allowancea ars claimed on the Form W-4
for the highestpaying job and zera allowances are
clalred on the others. See Pub, 505 far detals.

Nonresldent alien. if you are a nonresident allan,

Includes mere than $350 of uneamead income {for you #re unmaried and pay more than 509% of the
example, Interest and dividends). costy of keaping uﬁ a home for yourself and yaur ?::“ ﬁg:ilga 1 ?092& Surppigme;nﬁt\?l Fon;; \g—é
Exceptio | ah ) de ncjent(s?nr other qualifying Individuats, See ns for Nonresident Aliens, be
ceptions, An empl e may be ahls to claim B Bamptions. Stardard Oaducti o completing this form,
exerption from withilding even If the employee is 4 ub. 501, Exemptians, Standard Daduction, an

depetident, If the employes:
+ la age 66 or older,
= I blind, or

» Wil claim adiystments to incorme; tax cradits; ar
temizad dedustions, on his ar ket tax retum.

eiling Information, far information,

Tax eredhs. Yau can take projected tax oredita irfo accaunt
in figuring your aliawahla nurber of withholding allewances.
Cradits fat chlld or dapandeit care axpenses an the child
fax oredit may be claimed using the Personal Allowances
Warkshest balow. Sea Pub, 506 for Information on
canvarting your ather credits inte withholding allowsinces.

Cheek your withhalding. Atter your Form W-4 takes
affact, uge Pub, 505 to sse how the amount you are
having withheld compares to yout projected total tax
for 2015. See Pub, 805, eapacially if your eamings
exceed $130,000 (Single) or $180,000 (Marrled).
Future developments, (nformatian about any futre
davalopments affecting Form W-4 (auch as leglsiation
enacted after we reeaze t) will be posted at wnve.irg.goviwd.

Personal Allowances Worksheet (Keep for your records.)

A Enter “1" for yourself if no one else can claim you as a dependent . . . . s e e e . A ]
* You are single and have only ona job; or
E  Enter“i"il « You are marriad, have only one job, and your spouse doss not work; or =}

« Your weges from a second job or your spouse's wages (or the total of hoth) are $1,500 or less,

¢ Enter “1" for your spouse. But, you may choosg to enter
than one job. (Entering "-0-* may help you avoid having too fittle tax withheld) . . . « . .
Enter numnber of dependents (other than your spouse or yourself) you will clglemn on your tex return . . . - .
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 expensas for which you plan to claim a credit . .

mm g

»0-* |f you are married and have alther a working spouse or fore

« e . - .

v .

.

mmoo

(Note. Do not Include child support payments. Sen Pub. 503, Ghild and Dependent Care Expenses, for details.)

G Child Tax Credit {including additional child tax sredif). See Pu
« If your total ingome will be less than $55,000 ($100,000 if maried), entar

have two to four sligible children ar less “2" if you have five or more eligible children.

» I your total ingorne will be betwesn §65,000 and 84,000 {$100,000 and $119,000 i
H  Addlines A through G and enter total here, (Note. This may be differgnt from the num

v, #72, Child Tax Credit, for more information,
ugm for aach eligible child; then less “17 if you

marcled), enter 1" for sach eligible child. . . G
her of exemptions you ¢lalm an your tax retum.) = H 3

* If you plan to itamize or claim adjustments to Income and want to raducs your withholding, see the Deductions

Far agetracy, and Adjustments Workshaeet on paga 2,

complete all » If you are single and have more than one job or are marrfed and you and your spouse toth work and the combined
worksheets sarnings from all jobs excead $50,000 {$20,000 if marrled), ses the Two-Earners/Multipls Jobs Warksheet on page 2 t©
that apply- avold having too little tax withheld,

« |f neither of the abova situations epplies,

stop here and enter the hugber frem line H on lins & of Form W-4 below.

o V=44

Dapartment of the Treasury
intamal Revenus Sandos

» Whathar you are entifed
subject to review by the IR

Saparate here and give Form W-4 ta your employer. Keep tha top part for your records. -

Employee's Withholding Allowance Ceortificate

to olalm a certain number of aliowancas or exemption from withholding is
S, Your employer may be required to send a copy of this form to the IRS.

CMB No. 1545-0074

20156

YYaour firet name and middie inltlal

Last hame

2 Your sacial security number

Oy~ g Y543

Swltan

Home addrsse (number ant strast or rukal routs)

b’c.ah’)czz
Push s

a [] inge X Married [] Married, bt withhold at higher Single rata.
Note. §f rmarried, but legally separssd, or spouse le & norresident allen, chack the “Single” hox.

g0
City ar town, 2tats, and ZIP code

14920%

4 Ifyour last iame differs from that ehown ot yeur social sacurity card,
chack hers, You must call 1-800-772-1213 for a replacement card. P [ ]

Buffalo 1Y
5

Total number of allowances you are clgiming (from line H abova or from the applical
8 Additional amount, i any, you want withheid from each paycheck .
7 | claim exemption from withholding for 2015, and | certlfy that | meet both o
» Last year | had a right to a refund of all federsal

Ihcome tax withheld bacause | had no tax liability, and

l& worksheet on page 2) 5] %
Co. S A
§ the following conditions for exermptlon.

» This yaar | expact a refund of all federal income tax withheld because | expect to have no tax liabllity.

If you mest hoth conditions, write “Exevpt™ here, . . . o o e o o e etk BT
Under penalties of perjury, | declare that | have examined this certificata and, to the best of my knowledge and beligt, it 16 true, corract, and comptete,
Employee's sighature

{This form is not valid unless you sign it) » g e / F1e2.2 f g,z_,} J‘{% patew D5 — OF ~RO/ b'-k

é Employer's name and addrega (Employer: Gomplets lines 8 and 10 only if sendipg to the IRS.} 10 Employer identification number BN}
2. fo ;@az}z of Beffelo

For Privacy Act and Paperwork Reduction Act Notice, see page 2. JLrE T oA Cat, Mo. 102200

§ Offics coelé: (optional)

Form W= 2015)



Employment Eligibility Verification USCIS
' Form I-9
OME No. 1615-0047

Department of Homeland Security
Expires 03/31/2016

U.8. Citizenship and Immigration Services

»START HERE. Read instruetlons carefully bafora completing this form. The instructlons must ba avallable during complstion of this form.
ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT spacify which
document(s) they will accept from an employea. The refusal to hire an individual because the documentation presented has a future

expiration date may also constitute illegal discrimination.

e Ty
i [
ipd N hd s LR

First Name (Given Name) Middle Initlal | Other Names Used (if any)
SeHan bl ha z.
Apt. Number | Clty or Town State Zip Cade

Addrass (Street Number and Name)
80 [ush 3¢ Busfalo NY | 19204
Telephone Numbar

Date of Birth (mm/ddvyyy) |U.S. Social Security Number | E-mall Address
pop- 0t 1 gg P96 IS 3
| am aware that federal law providas for imprisonment and/or fines for false statements or use of false documnents In
connection with the completion of this form.
| attest, under penalty of perjury, that| am (check one of the following):
[ A citizen of the United States
[] A noncitizen national of the United States (See instructions)

[:] A lawful permanent resident (Alien Reglstration Numbatr/USCIS Number):

. Some allens may write "N/A" in this fleld.

[] An alien authorized to work until (expiration date, if applicable, mm/ddiyyyy)

(See instructions) '
For aliens authorized to work, provide your Alien Registration Number/USCIS Number QR Form 1-84 Admission Number,

3-D Barcode
Da Not Write in This Space

1. Alien Registration Number/USCLS Number:
OR
2. Form 1-84 Admission Number:
if you obtained your admission nurnber from GBP in connaction with your artival in the United
States, include the following:

Foraign Passport Number

Country of Issuance:
Some aliens may write "N/A" an the Foreign Passport Number and Country of Issuance fields. (See instructions)

W Date (mmAddhyyy) @ §~ 0.5 ~ 205

Signature of Employes:

| atiest, under penalty of petjury,
information ls true and corract.
Date (mm/ddyyyyl:

Signaturs of Preparer or Translatar:

Last Name (Famify Name) . First Name (Given Name)
State Zip Cotle

City ar Tawn

Address (Streat Number and Nerme)

FormI-9 03/08/13 N



Employess Last Nams, First Name and Middle Inltlal from Sectlon 1:

List A OR ListB AND List C
Identlty and Employment Authorlzation {denilty Employment Authorization

Document Title: i Document Tite: Dy‘wa/g Liunst Bocument THe: N Swmhq Cand
s A N York State Sl Secowity T
Document Number 4 )t _ o1\ ¢. 703 Dacument Numbe®™ ¢4t Q1 - Y$Y2

Expiratlan Date (if any)(mm/ddiyyyy). Expiration Date (if any)(mm/dd/yyyy):
o4 /o4 /2019

Issuing Authority:

Documeni Numbar:

Expiration Date (if any)(mm/ddiyyyy):

Document Title:

Is=zuing Authority:

Dacument Number:

Exgpiration Dale (if any) (mmiddiyyyy):

3-D Barcode
Document Title: Do Not Write in This Space
lssuing Authority:
Doeument Numbar:

Expiration Dale (if any)(mm/dd/yyyy}:

Certiflcation

| aitest, undar penalty of parjury, that (1) | have axamined the document{s) presentad by the above-named employee, {2) the
above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee Is authorized to work In the United States.

The employee's first day of employment (mm/dd/yyyy): 05/0% [201S (See instructions for exemptions.)

Signature of Employer or Authorized Representative Date (mm/addivyyy) Title of Employer or Authorized Representativa
O 0S5 /11 / 2018 | AdminiShahae As g shant]
Last Name (Family Nama) Firet Name (G/ven Name) Employer's Business or Organization Name
T iy EMPLOYER SOLUTIONS STAFFING GROUP LLC
Nchol Caithin
Employer's Business or Organization Address (Street Numnbar and Nems) | City or Town State Zip CGode
7301 OHMS LANE  SUITE 405 EDINA MN 55439
(Given Name)

L

C. Ifemployae's pravious grant of amployment authorization has expired, provide the information for the document from List A or List C the employee
prasented thet astablishes curent emplayment authorlzation in the space provided below.

Document Titie: Document Mumber: '| Expiration Date (if Aoy (mm/dalyyyy):

L.
| attest, under penalty of perjury, that to the bast of my knowledge, this employee Is authorized fo work in the United States, and if
the employea presented document(s), the docurnentfs) | have examined appear to be genuine and to relate to the individual.

Signatura of Employer or Autherized Representative: Date (mm/ddiryyy): Print Naime of Employer or Authorized Representative:

Form [-9 03/08/13 N



New York State Department of Taxation and Finance

Employee’s Withholding Allowance Certificate

L

New York State » New York City » Yonkers

IT-2104

Last name

Jeltan

First name and middle initial
Gulnez K

Your social security number

054~ I8 Y4593

Permanant home address (number and strest or rural mute) Apariment number Single o Head of hausehotd D Maried m
Gi 3“5) ga Y A SOL Manied, but withhold at higher single rata
ity, village, or post office State ZIP ¢oda
Note: [f mamlad but lagally separated, mark an Xin
agﬂ n ‘H / QG? D? the Singia or Head of houseield box.
Are you a resident of New York City? ........... Yes [:?" No []
Are you a resident of Yonkers? .................... Yes [ No [
Complete the worksheet on page 3 before making any enfrias.
1 Total number of allowances you are claiming for New York State and Yonkers, if applicable (fom line 17) ... 1 3
2 Total number of allowances for New York City (From e 28) ..ot s s s 2
Use lines 3, 4, and 5 balow to have additional withholding per pay period under special agreement with your amployer.
3 New York State amount 3
4 NeW YOrk City AMOUNE ..o vess e 4
B YONKEIS BITIOUTIE coooeitoierrrssreraromraseseseseasesaseseethrbs ebesrsvr s rmmgesesseeesees s dPEEERE R T T 1Sy pr s mssnsie 5

| certify that 1 am entitled to tha number of withhelding allowances claimed on this certificate,

Employes's signature
Treos®

Date

o5 ~0F ~ 20/

Penalty — A penalty & $500 éy be imposad for any false statemant
from your wages. You may also be subject fo criminal penaities.

Employee; detach this page and give It to your employer; keep a

you make that dacreases the amaunt of money you have withheld

copy for your records.

Employer: Keop this certificate with your records.

Mark an X in bux A and/or box B to Indicate why you are sending a copy of this form to New York State (ses instructions).

A Employee claimed more than 14 exemption allowances for NYS

B Employee is a new hire ot a rehire... B D First date employee performed services for pay (mmn-dd-yyyy) (see instr). |

Are dependent health insurance benefits available for this employaa?

Yes D No D

.............

If Yes, enter the date the employee qualifies (mm-dd-yyyy): '|_

.

Employer’s name snd adress (Evployer; compiate thiz section only If you S sending a copy of this form to the MYS Tat Dapanmant,)

Employar identificatian number

Instructions

Ghanges effective for 2018

Form IT-2104 has heen revised for tax year 2015, The worksheet on
page 3, the charts beginning on page 4, and the additional dollar amounts
.in tha inatructions on page 2, used o campuie withholding allowances

of to anter an additional dollar amourt an line(s) 3, 4, or &, have been
revised. If you previausly filed a Form IT-2104 and used the worksheet,
charts, or additionat doftar amounts, you should complete a new 2015
Form IT-2104 and give it to your employer.

Wha should file thls form

This certificate, Form IT-2104, ls complated by an amployee and given

to the amployer o instruct the empioyer how much New York State (and
New York City and Yankers) fax 1o withhold from the employee’s pay. Tha
more allowances claimed, the lower the amount of tax withheld,

If you do not file Form IT-2104, your employer may use the same number
of allowances you claimed on federal Form W-4. Dug to differences in
tax law, this may result in the wrong amount of tax withheld for New York
State, New York City, and Yankers, Complete Farm IT-2104 sach year

and file it with your employer if the number of allowances you may claim
iz different from federal Farm W4 or has changad. Common reasons for
gompleting a new Form [7-2104 each year include the follawing:

+ You stanted a new job,

You are no longar a dependent.

Your individual circumstances may have changed (for example, you
were married or have an additional chile),

You maved info or out of NYG or Yonkers,

You itamize your deductions on your parsenal income tax raturn.

You claim allowances for New York State credits.

You owed tax oF received a largs refund when you filed your personat
income tax retum for the past year,

Your wages have increased and you expect to eam $106,200 or more
during the tax year.

The total income of yau and your spouse has increased o $106,200 or
more for the tax year.

‘You have significantly more or less incarne from other sources or from
anather job.

You no longer qualify for exemption from withholding.

.

»

»



employer solutions staffing group.

Leveraging Resources in a Changing Market
Direct Deposit/Payroll Debit Card Authorization

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 by Payroll Debit Card,
SECTION 1 BASIC INFORMATION

Employoe Name 6&: )n@z, 5(;{, / Yf'Cb}r) SSN# (EM digita) 7 2 Effectig .]5)21257 7- 20/

SECTION 2 PAYROLL BLECTION

I anderstand and scknowledge that if I do not provide a
voided check with this direct doposit form, Iam

/3&2)'7 K A of té I E2f (_‘3 a. rasponsible for any delays in payroll or extra cosis
Routing# C) Cf';) / OO, % (9‘ CQ incurred if the account number that I provide is incorrect.

Account# ,1,,’ '3‘5(:, OORG /7 O 5‘57 Tnitial é 55 Date _w.f 5,

Account Type: [ Checking [J Savings [JOther

= Tohelp us avoid making an crror, please attach a copy of a vaided check, {a deposit slip will not work)
= Ifyou change banks, do not clase vour old kark account untif your direct deposit has started at the new banle, which may tike 2 pay periods.

SECTION 4 PAYROLL, DEBIT CARD (GLOBAL CASH CARIDYY

O Update Bank Account
Bank Name

Federal law requires all financial institwtions to obtain, verify, and record information that identifics cach petson who opens an sccount. In arder to
request a Payrolt Debit Card for you, we must provide all of the following information that will enable the financial ingtitution to identify you. If
you do not submit a Direct Deposit/Payroll Debit Card Authordzation, BSSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages, For your protection, the fingnefal instinttion may ask you to provide them additional identification information so.they can
verify your identity.

Except for the routing and account number, ESSG does not have acesss to any information regarding your Payroll Debit Card account of
fransactions, 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 Payrol! 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 M.L Last Name Date of Birth
Street Address (Po BOX NOT ACCEPTABLE) Social Seeurity#
Ciry State Zip Cell Phone (mabile)

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
I haye received my Fayroll Debit Card, welcome brochure, program fiess, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
Tam agreeing 1o the program tetms, conditions, and disclosures that are included or made available 1o me from time to time from the financial institetion, [
authorize the financial institution to debit my Payroll Debit Card acoount for the fees described in the fee schedule that is part of the program terms,

condiitons, and disclosutes.
T tpecik pote:__ OS> DF - oy g

i
+

Employee’s Signature:
SECTHON 5 AUTHORIZATION

1 authorize ESS( to directly deposit my periodic wages/compensation payments, net of required tax withholdings, othet required withholdings

or authorized deductions, into my account(s) as designated above and Yo initiate, If necessary, debit entries and adjustmentsfor any cradit entries
made in error to my ageount(s). * E-mail is vequired for pay stub information.

SB-mail: H&/”@Z‘Qq @ }790“#2&{'/' Co I

V' this information will only be used o send your paystubs electronically

Employee's Signature; :?U...‘?O’JM Date: @28 —EF "“nﬂﬁ I3

-




BankofAmerica %5~

BANK OF AMERICA, N A, (THE "BANK")

Non-Federal Direct Deposit Enroliment Request Form
Autharization agreement for automatic deposits (ACH creditg)

Directions for Customer Uge:

1) Ensure enfire form Is complete, then sign and date
+  Use the ABA routing number from the state where your account was opened
2) Ensure appropriate Employer/ Company address Is used when mailing complated form

3) Employer/ Company should review this form for complefoness and suftabilifty. If Employer /
Company prefers or requires their own form, use account type, number and ABA routing number balow to

help complete thelr form

4)  Mali form directly to Employer/ Company (Note: It ls not necessary for employer or company to retum
the form to the bank once direct deposit is set up into the payroll system)

Employer / Company Name:

Employer Address City State Zip

| (we} authorize the abave named Employer / Gompany to Inltiste credit entries to my Bank of Amerlca Checking
andfor Savings accounts indicated below and to credit the same fo such account, | {(we) acknowladge that the
arigination of the ACH fransactions to my {our) account must comply with the provisions of U.S. law.

Note: Funds can be deposftad info ane ageount or split befween accounts as a sef perecent or dolfar amount,

Account Type Checking [] Savings State Acct Opened NY
Account Number 4830 0039 7059

ABA Routing Number 021000322

Deposit Amournt % OR § (Flat Amount)

, e S
3.0 GULNAZ KURBAN SULTAN
Q'ﬁ BOBUSHST .

i “RUSSIA 000000000 . . ;

gy lt‘rc

! Qankommeﬁea‘%“‘
‘“‘5‘""' 02)000321 .

11 0230003220 uaaunosqvusq I W00 3

; R Ay Ve R P T

If monies to which | am not entitled are deposited to my account, | autherize the Employar / Company (issuer) to
direct the financial institution to retum said funds and | authorize the financial institution to act on the Emplayer /
Company direction and to refurn said funds. This authority will remain in effect until Employar / Company has
received written notification from me of its termination in such tims and in such manner as to afford Employer /
Company and finansial institution a reasonable opportunity to act en it.

GULNAZ KURBAN SULTAN
Name
%0 BUSH 8T RUSSIA 000000000
Addrass City/State/Zip
-~
05/09/2015 716-877-41593
Signaturefreq uluqﬁ)/ Date ‘ Telephone Mumber

NOTE: Written cradit authorization must provide that the receiver may ravoke the authorization enly by netifying
the originator in the manner specified in the authorization,

NNY

00-14-8291M Q02 02-2014



employer solutions staffing group.

Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, glc.), 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 $25-535.

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. §i 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 robade, primero debe denunciar el robo a Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el

cheque fue robado. i el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): gap/ na 2. &L /qtczm

Sighature/Firma: W
—. i 7




ployer solutions staffing gr

Leveraging Resources in 3 Changing Market

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 Warkability from your physician at every appointment, a
minimum of ance 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, commdnication 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.

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.

| have read my responsibilities and agree to ablde by these guidelines.
T -

Signed: /M
T

Printed Name: éiﬁ_ﬁ.{fﬂcﬂ; . 5245{ ﬁa




- 33950 Pre-Screening Notice and Certification Request for

(Rev. January 2012) the Work Opportunity Credit OMB No. 1546-1500
ﬁ@%ﬁ%“:ﬁﬂ%ﬁ%@“’y _ » See separate Instructions. '

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name éﬁ,&_!ﬁ/f/ 2 /( S)t:(_ /7[ ) Sacial seourlty number 28 ~ G & — ‘{fgz/S
Street address wheare you live 50 B A }', (g’qL

City or town, state, and ZIF code /Z)a, dg geﬂ,{/ O }7 v('f 14 20 1
County g"‘[,/ﬂﬁ Telephone number ‘/’?L/ é) 41 &~ 4"35..2

If you are under age 40, enter your date of birth {month, day, year) & Y~ O 178 2

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 M Chack here if any of the following statements apply 1o you.
« | am a member of & family that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any @
manths during the past 18 months.
o | arn & veteran and & 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 rahabilitation agency approved by the state, an amployment network under the Ticket to Work
program, or the Department of Vaterans Affairs.
_* | am at least age 18 but not age 40 or older and | am a member of a family that:
.a_Received SNAP henefits {food stamps) for the past 6 months, or
b Received SNAP henefits ffuod stamps) for at least 3 of the past 5 months, but ts no longer eligible to receive tham.
 During the past year, | was convicted of a felony or roleased from prison for a felony.

» | received supplemental security income (8SI) benefits for any maonth 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 montha duting the

past year.

3 [] Check here Iif you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
yaat.

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.5. Armed Forces during the past year.

s [ Check here if you are a veteran entitled to compenaation for a service-connested disabitity and you were unemployed for a
period or perlods totaling at least & months during the past year.

8 [J Check hére if you are a mermber of a family that:
» Received TANF payments for at least the past 18 months, or
+ Recoived TANF payments for any 18 months beginning after August 5, 1997, and the earlisst 18-month pericd beginning
. after August 5, 1997, ended during the past 2 years, or
« Stopped being eligible for TANF payments during the past 2 years beoause federal or state law limited the maximum tme
those payments could be made.

g
S ¢ @7 Signature—All Applicants Must Sign

Under penalties of periury, | declare that | gave the abave information to tha employer an or befere the day | was affared a job, and it iz, to the best of my knowledge, true,
correst, and complete.

. -
Job appllcant's sighature B T Data 0§ mé) g~ 40 /5"

Far Privacy Act and Paperwork Reduction Aéf Notigh, see page 2. Cat, No. 228511 Farm B850 (Rev. 1-2012)




Form A (rev. 08/12) TAX CREDIT QUESTIONNAIRE '
EMPLOYER SECTION: Spacialiats 1 Tax Crodit Administration
ESG FEIN#: ESG Client Name & State:
Hiring Manager: Position: Btarting Wage: §
EMPLOYEE SECTION:
Employee Name: Street Address: City/State: Zip:
6o fnae S ltas | %0 7?&5A S Jadbele Y | 19203
35 Date of Birth: Age: Have you worked for | If yes, location:
_Qe_95Y this conpany before?
osY-4q 309,09, (282 | 3% | "I¥es [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 B
at any time since August 5, 19977 (If yes, please provids information helow.)
Name of the person receiving benefits: Relationship to you:
City: _, County: State:
2. Have you or has anyoue living with you received Food Stamps (SNAP) at any time during the past 15 months? @’ [j
(If yes, please provide information below.) = d} }}
Name of the person receiving beneﬁts:\w&LMbklaﬁmship O you iﬂiﬁlﬂ@ﬂm X Jf/?
City: m«fzﬁaln _ Comnty: i State: ___ 1< 8 )
3. Have you received Supplemental Security Income (85I) at any tirme within the past 3 months? D m

Please note, this is not the same as Social Security benefits (85) or Sociul Security Disability (35DI) benefits,
*f vou checked yes please provids a copy of your SSI documentation,

4, Have you received any type of vocational rehabilitation servives within the past two years? |:]
If yes, please indicate which fype of agency you worked with and provide their location information below:
E] 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 vour active Indlvidual Work Plan and Ticket to Work documeniation,

O
K

5, Are you a Veteran of the U.S. Military? *¥yes, please provide a copy of your DD-214 and letter of separation,
(If yes, please provide information below. Ifno, please continue to question #6.)
Dates of Service - From: _ / / To: / /
Branch of Service: )
Aré you entitled to or are you receiving compensation for a service-connected disability?
Have you been wnemployed 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?

0|0 OO
R0 00

6. Have you been convicted of a felony vr released from prison for a felony canviction in the past 12 moathy?
Cenviction Date: / / Release Date: / /

—

Was this a [:] Federal or D State conviction? If State - County: State:

[EC (Native American): Are you or your spouse a member af a Native American Tribe?
*[Fvou checked yes please provide a copy of your CDIB card.
CA Residenis: D Are you the ¢hild of foster parents? D Dao you receive CalWorks? [:1 ‘Workforce Investment Act?

t:] Are you a migrant or seasonal fiem worker? D Have you ever been convicted of a misdemeanor?
SC Residents: | | Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE: :

Under penafties of perfury, I declars the informetion above to be frue and aceurate to the best of my Jmowledge, and I heveby authorize any agenty.
organization, or individuals to supply such verification or information that may be needed to determing tax credit eligibility lo my employer, emplayer
reprasertative (Associated Consultants, Inc. dba Retrotax), or the Department of Labor.

New Employee Signature: '~j 5"},{‘4’% Date: ) £- 9-3[ - 32,@ 4§,




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

DISCLOSURE REGARDING BACKGROUND INVESTIGATION

Employer Solutlons Staffing Group LLC (ES5G) may obtain information abeut you for employment purposes from a third party consumer reporting
agency. Thus, you may be the subject of a “consumer report” and/or an “investigative consumer report” that may Include Information about your
character, general reputation, personal characteristics, and/or mode of living, and that can involve personal interviews with sources, such as your
neighbars, friends, or associates. These reports may contain informatian regarding your credit history, criminal history, social security nurmber
validation, motor vehlcle records (“driving records”), verification of your education or employment histary, or other background checks. Credit
history will only be requested where such infarmation 15 substantlally related to the duties and responsibilities of the position for which you are
applylng, You have the right, upon written request made within a reasonable time, to raquest whether a consumer report has been requested and
compiled about you, and disclasure of the nature and scope of any investigative consumer report and ta request a copy of yaur report. Please be
advised that the nature and scope of the most cormon form of investigative consumer report obtained with regard to applicants for emplayment
Is an investigation inta your education and/or employment history conducted by Orange Tree Employment Sereenlng, 7275 Ohms Lane,
Minneapelis, MM 55439, Tel.: B0D-886-4777 or 952-541-9040. Fax; 800-886-0774 or 952-941-041, ORANGE TREE EMPLOYMENT SCREENING's
webslts s at www,QrEnaetreescresning.com, or ancther outside organization, The scope of this notice and autherizatlon Is all-encompassing,
however, allowing ES5G to obtain from any outside organizetion all manner of consumer reports and investigative consumer reparts now and
thraughout the eourse of your employment to the extent permitted by law. As a result, you should carefully cansider whaether to exercise your
right to request disclosure of the nature and scope of any investigative consumer report.

Naw York and Maine applicants or employeat only: Yau have the right to inspect and receive a copy of any Invostigetive cansutmer report requaster] by ESSG by
contacting the consumer raporting sgency identifled above directly. You may also contact ESSG to request the name, address and telaphone fumber of the
nearast unit of tha consumer reporting agency designated to handle inquirtes, which ES5G shall provide within 5 days.

Mew York appllcants or gmployass snly: Upon request, you will be infarmed whether or not a consumer report was requested by £55G, and if such repert was
raguested, informed of the name and address of the consumer reporting agency that furnished the ramrt, By signing below, you alsn acknowledge racaipt of
Article 23-A of the New York Corraction Law.

Qregon applicants or emplayees anly: Information describing your rights under federal and Qregon law regirding consurnar idantity theft pratection, the storags
and disposal of your credit informatian, and remedies avallabla should you suzpsct or find that ESS6 has not maintained secured records Is available to yau upon
request,

Washingten State applicants or gmployees anly: You also have tha right o request from tha consumer reporting agency a written summacy of your rights and
remedies under the Washingtan Falr Credit Rmporting Act.

ACKNOWLEDGMENT AND AUTHORIZATION

| acknowledge receipt of the DISCLOSURE REGARDING BACKGROUND INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT
REPORTING ACT and certify that | have read and understand both of these documents. | hereby authorize the obtaining of “consumer reports”
and/or “Investigative consumer reports” by ESSG at any time after receipt of thls authorization and throughout my emplaymeant, If applicahle. To
this end, | heraby authorize, without reservation, any law enforcement agenty, adminisirator, state or federal ageny, institution, school or
university {public or private), information service bureau, company, or insurance company to furnish any and al! backgraund Information requested
by Orange Tree Employment Screening, 7275 Ohms Lane, Minneapolis, MN 55439, Tel.: 800-8386-4777 or 952-941-8040. ORANGE TREE
EMPLOYMENT SCREENING's website is at: www.orangetregsereening.com, another outside organization acting an behalf of the company, and/or
the company itself. | agree that a facsimile {*fax”), electronic or photographic copy of this Authorization shall be as valid as the orlginal.

Newy York applicant: o emplovess only: By signing below, vou also acknowledge receipt of Article 23-A of tha Naw York Corrastion Law.
Minneseta and Oklahoma applicants ar employess only: Please check this box if you would fike to recelve a copy of a conswmer report if one is obtained by ES5G.

| {Mustinclude emall address; fj’ M»/ pHeEz oY @ ﬁe'-);f et / L ROy

Signature: f?ﬂ M% Date: o3y =897 “azﬂ 157

BACKGROUND INFORMATION

Last Name: g 24 / '}M First: éné-ﬁ—f Hez Middle: /<

Other Names/Allas:

Sotial Security #%: 955/" 6?5 ‘fS" 1/3 Date of Birth (mm/dd/yyyy)y*: oY ~ O~ 7 8‘2_

Driver's License #: __ % g? L/ 3 / 8 42_0 3 State of Driver's License: ﬂ .é/
Present Address: 3@7 Bﬁﬁh SOE‘ Telephone # (Primary): ( H g' J LII &~ @'3 5»’2—

City/State/ZIp: Bﬂ(ﬁ 0862'/ [ ﬂ (~'j 14 209

*This information will be used for buckground scragning purposes only and will not be used as hiring criteria.




EMERGENCY CONTACT INFORMATION

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

Employee Name: én L / A = Sea / 7{72, 7]
Address: 30 /g Ct'é% QJL jz&*ﬂe ae/,? /(.f? /79 [ L%
Home Phone: el /7‘/ .5) Hig-4332

Contact #1 Home Phone:

Name: ZM/@@ ;{}7{.{ MQLV}&LOIQVR Cell Phone: (‘v’-l 5) 34/-88 34

Relationship: &1 'S €2 ‘Work Phone:

Contact #2 Home Phone:

vame: Ja el Wyl ud Cell Phone: (#16) 33§ ~ O 360

Relationship: }') As 2:) ﬁ}’)d, . Work Phone:

Additional information you want Employsr Solutions Stafiing Group and our clients to know in the event
of an emergency:

This informeation will remain confidentiol and will only be used in the case of an emergency.




employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this day of , 2015, between
Employer Solutions Staffing Group LLC, hereinafter referred to 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 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 atherwise.

Juiig

Employee Signdture

Employer Solutions Staffing Group LLC, Representative
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E-Verify - Print Case Details - Preview

1of2

SENSITIVE BUT UNCLASSIFIED

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

Department of Homeland Security
E-Verify

Report Prepared: 05/11/2015
Page: 1 of 1

Case Verification Number: 2015131140659CL
Case Information:

Employee Information:

Last Name: Sultan First Name: Gulnaz
Middle Initial: Other Names Used:
Social Security Number: HEX AKX 4543 Date of Birth: 04/04/1982

Citizenship Status: A citizen of the United States Email Address:
Document Information:

Driver's license or ID card issued by a U.S.

List B Document: . . List C Document: Social Security Card
state or outlying possession

Document Name: Driver's license Document State: New York

Driver’s License or ID Card Document Expiration Date: ~ 04/04/2019

Number:

Alien Number: 1-94 Number:

Additional Information:

Hire Date: 05/11/2015 Employer Case ID:

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

Submitted By: CSCH4411 Submitted On: 05/11/2015

Initial Case Result:

Case Result: Employment Authorized

Employee Referred to SSA:

Referred By: Referred On:

Case Result from SSA (after SSA Tentative Nonconfirmation):

Case Result: Response Date:

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

Last Name: First Name:

Middle Initial: Other Names Used:
Social Security Number: Date of Birth:
Resubmitted By: Resubmitted On:
Case Result from SSA (after Resubmission):

Case Result:

Request Name Review:

Commments:

Submitted By: Submitted On:

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

Case Result: Response Date:

Employee Referred to DHS:

Referred By: Referred On:

Case Result from DHS (after DHS Tentative Nonconfirmation):

Case Result: Response Date:

5/11/2015 1:07 PM



E-Verify - Print Case Details - Preview

20f2

Photo Matching Results:

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

Determination:

Employee Referred to DHS (Additional):

Referred By: Referred On:

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

Case Result: Response Date: -

Case Closure:

Closure Statement:
Closed By: Closed On:

SENSITIVE BUT UNCLASSIFIED

5/11/2015 1:07 PM



