S2/2017 E-Verify: Print Case Detalls - Praview

EVerify

SENSITIVE BUT UNCLASSIFIED
Case Verification Number. 2017142094836CE
Report Prepared: 05/22/204
Company information
Company ID: 47420 cnmpanyNam:EmpbyarSommsmemup
Emm Information
Last Name: Hass-Armstrong First Name: Eizabath
Date of Birth: 0/13/1987 Social Seourity Number: *** 5582
Hire Date; 05/22/2017 cmnmsmmmmmumusm
Dogument Information
thBDowmantDﬂval‘aﬂoanseorlnmrdbsuedbyau.a.shborouwmmmbn thcnmmm&chlaecumyeard
Dooument Name: Driver's licanas Document State: Minnesota
Drlver'sLhanaeorlDOamNumber: ‘ DowmemE(pi'atanata:omm
Case Status Information
Current Case Restilt: Employment Authorized Employer Cass ID;
Case Submitted On: 05/22/2017 Case Submiited By: 8GLAG832
SENSITIVE BUT UNCLASSIFIED

hﬂps#le-vﬁfymcls.gwhueblPrintCassDeﬁIs.aspx?CasaVerNum=201714209493605
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employer solutions staffing group..

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _Hmatammx%__ First Name Elizabesta Middle Initial _ /A4
Street Address (080 fostneas Aye Aptiste __]071

CityiStateizip_Sr- Thul Park , M g5, Social Security Last Four XXX-XX- S5 (oS-
~ Phone Number (S| 86, 5409 Email Address @ K tamn,

Staffing Agency/Recruitment Partner ¢ kk (ﬂ

Are you legally authorized to work in the United States of America? [JYES CONo
Applicant Certification and Authorization

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

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

Mﬁmwm%@e&% _o5lia)asln
Name (Print or type) Appli 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 I8 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. 04/2017
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The exceptions don't a to supplemental es Nonwage Income, If you have a large amount of
FOl'm W‘4 ( 2 017) greater thgltrlr $1,000,00 p Y i o nonwage Income, auc{oaa lmarastag' dividends,
b P Alowariot LS e e g e o
Purpose. Complste Form W-4 so that your the Personal Allowances Worksheet below. The iy addlﬂon:taxr. l? ut have pengien !
employer can withhold the correot federal Income Workshests on page 2 further adjust your ggnuhy ncome, see Pyb BGE f?ﬂnd omplf gghuruld
tax from your pay. Consider oompleﬂrgf a new Form withholding allowances based on ftemized adust wﬂ?{holdln on Form Wed o W-%?’
W-4 each xear and when your personal or financial deductions, certaln creclits, agllht.:stmants 1o Income, your g on Form .
situation changes, or two-samera/muitiple Jobs situations, Twr?d:amam or muitiple jobs, lf)jmg Igave ath
Exemption from withholding. If you are exampt, Complate all workshests that epply. However, you kel e bar.58 GF mara than ane Job, figure the
complete only fines 1, 2, 3, 4. and 7 and sign the may clalm fewer (o zsrouag allowances. For regular o"’n'“'au"g’t',‘s ﬁgl‘,’,.f “,’,',‘2,‘”,,:?,?:}3’3‘; il o:ggnﬁ"“""
form to validata . Your examgﬂon for 2017 expires wages, withholding must be based on allowances W-4, Your withholding us v\{l'l'l be¥nom rate
Fel 15, 2018. See Pub, 05, Tax Withholding you claimed and may not be g flat amount or when ail allowaneesnagra clualalmlyed onthe Forrnmwu -4
and Tax, Percentage of wages, for the highest ng job and zero allowancss arg
Note: if another person can claim you as a dependent Head of househaold, Generally, you can claim head claimed on the others, See Pub, 505 for detajis,
on his or her tax rotum, you can't claim exemption of household filing status on your tax ratum only if Nonresident allen. |f nonresident al
from withholding if m&tﬂl Income excaeds $1,050 you ars and pay more than 509% of the Notios 1358 Suanf m?'rn W i lnst-ugu:n' sfg?
and Includas mare than $360 of uneamed Incoma tfor costs of keaping ul.tlg a home for yourssif and your Nonresident Alloe eglafore leting this json®
example, Interest and dividends), depand| sf'or er qualifyling individuals, See th Completing m.
ns. An employee may be able to claim Pub. 501, Exemptions, Standard Deduction, and Check your withholding, After your Form W-4 takes
S 2y Filing Information, for Information. effect, use Pub, 505 to ses how the amount you are
examption from withholding even if the emplaoyes Is having withhsid com 2res 0 your projected fota) fax
a dependent, if the employee: Z::of,mli ',nl fig m','.', mmfﬂgm:;ﬂm; D forzoq 7. Ses Pub, 585, espacylglly your eamings
* 15 8ge 65 or cider, withholding allowsiioes, Creeio er e fependent  excead $130,000 (Single) or $180,000 (Mamied),
* s blind, or care axpenses and the ohild tax credit may be claimed Future developments, Information about any future
» Wl claim adj ents to Income; tex fts; or gsln%ﬂ';a Pemfg e lowances Work's;gaat l':elt:rt\’ﬂﬂ.1 Fevlsallggmems affecting Form W-4 (such as
ftemized deductions, on his or her tax retum, < “,,;tﬁ"s wﬂhll;oldl ""ﬁg,’,‘,;’,',‘c‘f.:""’ 19 your other sgwww irs.goviw4,
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Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can ciaim you as a dependent . o o o a o g . . A
® You're single and have only one job; or

B Enter *1" jf; { * You're maried, have only one job, and your spouse doesn't work; or } . B
* Your wages from a second Job or your spouse’s wages (or the tota 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 avoid having too little tax withheld) . ., , , . | 9 09 0 0 b o o

Enter number of dependents {other than your Spouse or yourself) you wiil ciaim on your tax return . o o o

Enter *1” if you wiil file as head of household on your tax retum (see conditions under Head of household above)

Enter “1* if you have at least $2,000 of child or dependent care expenses for which you plan to claim g credit

mTmog
TMmMO O

G Child Tax Credit (including additional child tax credit). Ses Pub, 872, Chlld Tax Credit, for more Information.
* If your total income wiil be less than $70,000 ($100,000 if married), enter “2” for sach eligible chiid; then less *{* |f you
have two to four eligible chiidren or less “2” if you have five or more eliglble chiidren.
* If your total income wiil be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter *1” for sach eiighblechild. @
H  AddlnesA through G and enter total her, (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 withhoiding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.

complete all * If you ere single and have more than one Job or are married and you and your spouse both work and the combined

worksheets eamln?s from all jobs excesd $50,000 ($20,000 if married), see the Two-Eamners/Multiple Johs Worissheet on page 2
that apply. to avold having too little tax withheid.

e if neither of the above Situations applies, Stop here and enter the number from line H on fine § of Form W-4 baiow,

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

5 w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
m
Treasury P Whether You are entitfed to clalm a certajn number of allowances or exemption from withholding Is
m m&g&mw 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 Your first name and middie Inttial Last name ‘ 2 Your soclal seourity number
Elzabed A l H&ﬁ—-/’frms)-mna | H16 -11-S5¢2
Home address (number and strest or rural rorris) s 1 singe 1 Marmiea L] Married, but withhold at higher Single rats,
boo 41 < Hdo9M Note: If maried, but legally separated, O spause Is a nonresident allen, check the *Single® box,

Chy or town, stats, and Z|p code

4 W your last name differs from that shown on your saoial security card,

l check here. You must call 1-800-772-1213 for a replacement card, B[]

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

6  Additional amount, if any, you want withheld from each paycheck . 8%
7

| claim exemption from withhelding for 2017, and | certify that | meet both of the following conditions for exemption. | i
* Last year | had a right to a refund of afi 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 llability.

If you meet both conditlons, write "Exempt” here. . . . 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 compiste.

Employee’s signature -
(This form is not valid uniess yousign it) » Date» (5 l { ‘l, |
8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS) | 9 Office code (optional) | 10 Employer identification number (EIN)

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



Employment Eligibility Verification USCIS

Department of Homeland Security oml: :I:TS};_%O -
U.S. Citizenship and Immigration Services Expires 08/31/2019

P> START HERE: Read Instructions carefully before completing this form. The instructions must be available, sither 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 lilegal 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 expiration date may also constitule illegal discrimination.

[Secllon 1. Employeé Informatlan and Aliestation (Emplayees must agmplete arid sign Sectian 1 of Furm 19 no lefer
than the firet day of employment, but nat hefdre aquspting & job offer ) | e : ‘

Last Name (Family Name) First Name (Given Name) Middie Initial Other Last Names Used (if any)
Hoos- Armstrena lizabe X A

Address (Street Number and Aﬁne} Apt. Number | City or Town State ZIP Code

L00 Hastinas Auc 101 | &t Panl Park WMN | 5507 |
Date of Birth {mm/dd/yyyvy) U.S. Social Security Number Employes's E-mail Address Empioyee's Telephone Number
o\ [\%\_ (9% |Mhig-|ilt] - [BlEufs]| \ aps_ Armstranaleod! 51) 286-S 729

I am aware that federal law provides for Iimprisonment and/or fines for false statements or use of faise documents In
connection with the completion of this form.

| attest, under penalty of perjury, that | am (check one of the following boxaes):
M_L A citizen of the United States

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

]:I 3. A lawful permanent resident  (Alien Registration Number/USCIS Number):

|:| 4. An alien authorized to work  until (expiration date, it applicable, mm/dd/yyyy):
Some allens may write "N/A" In the expiration date fieid, (See Instructions}

Aliens authorized fo work must provide only one of the following document numbers to complete Form I-9: mﬁﬁ%}:ﬁ:&m
An Alien Registration Number/USCIS Number OR Form 1-94 Admisslon Number OR Foreign Passport Number.

1. Allen Registration Number/USCIS Number:
OR

2, Form -84 Admission Number:
OR
3. Foreign Passport Number;

Country of Issuance:

Signature |

4 Today's (mm/ddiyyyy)
3 ﬁ? (207

[Prepdrer andlor Translator éemﬂoéﬂén"(gheelé onej)
(ﬂm

]| 0¥ net s & preparer ortranslator. (] A praparef{s) andr tanbiaters) astiiad the efvpleye in sampletig Sectigh 1
FFids below rhust be qatnpleted and signed when preparers grdiar transiatars assist ah empiayes in ompleting Begtion 1)

| dttest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information Is true and correct.

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

@ Employer Completes Next Page @

Form I-9 11/14/2016 N



Employment Eligibilty Verification  oscns

Department of Homeland Security _ FormL9
Us. Qiﬂzanshlplmglllqmim services | ounma ggxm'z

""'ﬁ:"'. {""_"" ‘e
.Employulnfofm_mMoM y Koo -, _ = .
Identity and Employment Authorization Employment Authorization
Document Title ' ' | Document Title Document Title -
Issuing Auth - B }
~ EE IRV T O
Document Numbear | _Document Number D N s
er | A UE2325 L1 709 "HI= | <<, 2
Expiration Date (i any)(mm/id/yyyy) Expiration Date (i any)(mm/Aic/yyyy) Expiration Date (W any)(mmsidivyyy)
e o -\3-2020
Document Titie Iad _
issuing Authority - . | [Additionai Information : g‘mwﬁ-mmm
Document Number '
Expiration Date (i any)(mm/idfyyy)
Do;zumemmle
issuing Authority
DuoumeniNumber
Explraﬂoan{ﬂ'anw(mm/dddryyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2)th¢abovn-llsbddocument(l)appnrb bnganulmandbnhhhtluemployaommod. and(a)tpmebutofmylummmo
employee Is authorized to work in the United States. :

The employee's first day of employment (mm/ddlyyyy): oS ‘ a3 l abl / (See Instructions for exemptions)

Signat Dyey orAutho e Today's Date(mmAidyyyy) | Titl Emplayer or Authorized Representative
' ; 105 11 crvrte,
Authqrided Representative | First of Employer or Representativa Employer's Busineas or Organization Name
) las LA - \ lOLA EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Busingss or Grganization Address (Street Number and Name) ciyjmnn State | Zp Code
7480 FLYING CLOUD DRIVE SUITE 200 : . MINNEAPOLIS MN ; ,ﬂ“
Last Name (Family Name) Firet Name (Given Name) Middie Inftial | Date (mm#ddyyyy)

Document Ttie ' ; Document Number T Expiration Date (fany) (mmiidyyyy)

| attest, undorpenauynfpedury,thattotlnbatofmyknowhdp,ttﬂnemplmhauﬁoﬂudtomrk in the United States, and if
the employese 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/ddlyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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This card belongs to the Social Security Administration and you must

return it if we ask for it.

' If you ﬁnd a card that isn't yours, please réturn it o1,

. Social Security Admmlsu‘auon
* P.O. Box 33008, Balnmure,MD 21290-3008

For any ptl\er Soolal Secunty business/information, contact yoyr local
Social Security pffjce. If you write to the aboye address for pny business

other than rgﬂ_@r_nlpg a found card you will nqt receive p response.

Soclal Securlty Admlnlstratlon

~Form SSA-3000 (82011) ¢ %(‘534579413

v
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EMERGENCY CONTACT INFORMATION

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

Employee Name: _E\iTadoedn Héﬁ_—ﬁtmsﬁ'%g
Address: {00 Jﬂsh\_f%ﬁ Ave_ &0 1 St Panl Powk SsSar/

Home Phone: _&0;5\ A3 1228l (\-(og\ 95(0 ngp\ C-Q._U)

e " "EMHERGENCY CONTACTS " 2
__Plense Jist two pedple (In pelority prder) wha conld be vontdated |n case of 4n pmergency |
Contact #1 Home Phone:
Name: Sl ArimsHr 0”3 Cell Phone: (o5 (- 341 -33b0
Relationship: “ wsb N\A ‘Work Phone:
Contact #2 Home Phone:
Name: SWe¥-eq_ \—\o‘o‘s Cell Phone: [g1P - 518 - 2649
Relationship: Mathe ¥ Work Phone:

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

Yome Yeleghone. Bnt ansiiered

This information will remain confidential and will only be used in the case of an emergency.
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employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a written election, v ages will be paid by paper Check,

BASIE INEQ RN A BN
SSN# (1ast 4 digits) Effective Date
| . gy o2]ia
SEGERONEP D AN GO E N (GRS

‘? 'Direct Deposit (Please complets Sections 3 and 5 below)
[_| Payroll Debit Card (Pleass complete Sections4 and 5 below)
SECEION ST DIREET BDEROST

B O Update Bank Account
(€N Bank Name:

Nota:DIrc_ctszasitaccamusmaytakcup to 7 days to be activated
[TJPaper 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

i o) NntS Bon i responsible for any delays in payroll or extra costs

L Routing#oq 1966193 incurred if the account number that I provide is incorrect,

“eon® 7o 15015 m%ﬂ&,nmm
Account Typs: Checking [] Savings [JOther

* Tohelpus avoid making an error, plense attach a copy of a voided check, (a deposit slip will not work)
=  Ifyon change banks, donntcloseyonroldbmkaccountmﬁlyonrdirectdeposithasmmdatﬂlenewbank,whichmayEkaZpaypeﬁods,

SECEON T PANROIL DERIE ( SNRDHGEOB N CANSECARD]

You do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG will provide the necessary information and issue you a Payroll Debit
Card to pay your wages. Far Your protection, the financial institntion may ask you to provide them additional identification information so they ean
identity.

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

wages,
CARDHOLDER INFORMATION (as you want your Payroll Debit Card o be igsued)

First Name MI Last Name Date of Birth
Street Address posoxNoT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobile)

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account #

073972181 _

I'have reccived my Payroll Debit Card, welcome brochure, Pprogram fees, program terms, conditions, and disclosures. By activating my Payroll Debit Card,
1 am agresing to the program terms, conditions, and disclosures that are included or made available to me from time to time from the financial institution. 1
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,

Employee’s Signature: Date:
SEETION S ANUEELT( IREZNTTON
T 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: K008, __ Arrnshrone, @ obetlos K. cam
this inforntatfon will only be used to send your paystubs electronically

Employee's Signature: %%M Date: j‘:;! a ,% r7




Authorization

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

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

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

Printed name: Elizabe Ann Hﬁ_ﬂ-ﬁ:&tms{-mn 9
Last

First Middle (O
none)

L]

Other names used:
Current county of residence: LS Oﬁhﬂ\s ‘e

Current and former addresses:

Q&_h&l?) current Lm__&gmsm Mo SHPan M,MN gsa1l
from Mo/Yr

to Mo/Yr Street City, State & Zip

O_“IIM!E %kgm[h 199 Plum Sireet jlgéu)lm,?l\m
from Mo/Yr to Mo/Yr Street City, State & Zip

ot olgore den Bvd ¢ Cryroue.
" from Mo/Yr to Mo/Yr Street City, State & Zip

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

o\ iz 1937 U0 -1]-5S 6D

Date of birth Social security number
14502356109 Eibefin Ann Hoas-Armetrore,

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: CI.

;3,55\\%’/’« oYy _eslidlesr
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employer solutions staffing £roup..

STATEMENT OF CONFIDENTIALITY

This agreement made this _22_day of , 20117, between
Employer Solutions Staffing Group LLC, hereinafter Teferred to as “employer”,
and _{4, = 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.

A iag W

Employer Solutions affing rﬁup LLC, Representative




employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-$35.

If your paycheck was stolen, you must first file a police report before we can re-
issue the check. Once you have done So, you must provide a copy of the policy
report to your staffing recruiter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendr4 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): E\‘\mh_ﬂm;m&a_
SignaturelFirma:“A—L&queg- A"%
= V< > v :




employer 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’ 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.



ot

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 immediate} of an

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 abide by these guidelines.

Signed: :%ﬂgfkkiga-

b ] L=

Printed Name: -Mf_'lhﬂé:&nﬂsﬁn%




om OOD0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1600

ﬂ:amal' am‘:,’.}é"sl'm"?;“'y P Information about Form 8850 and its Separate instructions Is at www.irs.gov/formasso,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name ) - an Soclal security number > L9 || -SS(D

Strest address where you live m_&n!a:h_h aS Aue_ m o
City or town, state, and ZIP code S} Pau\ Povic TMN SS67(

County {, [Cop\ ) %-Lo m\ Telephone number (5,51 246 ST99

If you are under age 40, enter your date of birth (month, day, year) oOl- 3~ m

1 [0 Check here if you recelved 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.

* 1am a member of a famlly that has received assistance from Temporary Assistance for Needy Familles (TANF) for any 9
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 rehabiliitation agency approved by the state, an employment network under the Ticket to Work
Program, or the Department of Veterans Affairs,

* |am &t least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 8 months; or
b. Received SNAP benefits (food stamps) for at least 3 of the past § months, but is no longer eligible to receive them.

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

* | received suppiemental security Income (SSl) 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 [ Check here if you are a veteran and you were unemployed for a period or periods totaling at least 6 months during the past
year,

4 [ Check here if you are a veteran entitled 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.

§ [ 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 famlly 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 being eliglble for TANF payments during the past 2 years because federal or state iaw lImited the maximum time
those payments could be made.

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

Signature—All Applicants Must Sign

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

Job applicant’s signature > %w Date S { l?l 2e/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
EMPLOYER SECTION:

(T S\ Wi, oy GG
Location: 3 . Position: Q WLA—OW Starting Wage: $ 1{.SC

EMPLOYEE SECTION:
| First Name: Last Name: Suffix: Street Address: City/State: Zip:
Eluaboalin.  Hass -Armsirong soSynas Mm St Poudd Bk | 55971
SS#: Date of Birth: Age: Have you worked for | Ifyes, location:
this coErany before?
L Ho-l-85% | 6l-13-1a 50 | Ye[]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) a ﬂ
at any time since August 5, 19972 (Ifyes, please provide information below.)
Name of the person receiving benefits: Relationshiptoyou:
City: County: ____ State;
2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? [ \ﬂ
(If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you;
City: County: State:
3. Have yon 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 Social Security Disability (SSDI) benefits.
*If you checked yes please provide q copy of your SSI documentation.

4. Have yon received any type of vocational rehabilitation services within the past two years? O m
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)
Nameof 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. ¥no, please continue to question #5.)

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

O
=

6. Have you been unemployed at any time during the Iast 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? __

ol o oo
Bl B B

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Release Date:
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? |
If you 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?
[ Are You a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [] Do you receive Family Independence Benefits?

B

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 eligibility to my emplayer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the De; ent of Labor.
New Employee Signature: %Mm Date: 5' lﬁ’ g




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 8850 or if filed
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group.

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

New Hire’s Signaturezm Date ﬁi !‘Yl )
New Hire Name: E\lzﬂg-\; ~ Ha_ss “ﬂ I’m,SH’Qn%_

Social Security Number: 416~ 1+ 8502

Employer Name:

Please check the statements below if they apply to you.

O | 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.

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

(Enter start date)

Privacy Act Notice:

Persons are not required to respond to this collection of Information unless it displays a currentty valid OM B conitrol number. Respondents’ obligation to
complete this form is required o obtaln or retain benefits (P.L. 111-8). Public reporting burden Is estimated to average 10 minutes per responss, Including the
ime for reviewing Instructions, searching existing data sources, gathering and mainteining the data needed, and compieting and reviewing the collection of
Information. Send comments regarding this burden esfimate to the U.S. Department of Labor, Division of Nafional Programs Tools Technical Assistance,
Room C-4510, Washington, D.C. 20210 (Paperwork Reduction Project 1205-0371). Please do not submit completed forms to this address,

117-
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- eémployer solutions staffing group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Requirement —

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 Jjob 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.

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

s iglm
Employee Sidnature’ Date: ’
Employee (please print your name here) a

CMG_SM - Rev. 09.2013



Acknowledgement of Receipt Antiharassment Policy

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

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religion,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG’s Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)

ez HMS‘Amsfrwg

Employee’s Signature: _
_6% M' A’"’_Z‘)j; Date: >4+

22



RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

This is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obligations of my employment with the company. | understand

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

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

I also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will employment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of empioyment or condition of employment can be established by any other
statement, conduct, policy or practice.

| understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company.

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

DATE S,lara‘\‘?

EMPLOYEE

NAME [ = Skana
PLEASE PRINT ¢

EMPLOYEE

-

SIGNATURE_/|,
4

S TIN
jml \ v
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n ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy. | also
acknowledge that | have been given the opportunity to ask questions and express concerns
during my orientation. Additionally, | understand and support the following:

1.

Date:

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.

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.

S22 e

Associate's Signature: %“&%‘M
Associate's Printed Name: QL-L@,%’A” W\SLVQV)S_
Orientation provided by: % Movao_

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

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

lndiﬁual’s NameE i

shalh
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Enhanced MEC Plan;Plan 1 Benefit Plan Adriristators o

Benefits Enroliment Form

Employoz Information

Name (First and Last)

ﬁé%.M\ Hoaos- A!’msJ—rc:\g =

L1 New Employee

[ Rehire Rehire Date

Social Security Number

o ~(1 - 556>

Zip Code

H# 161 or-Pood PorkK. | pan] Ssc1]

Marital Status [J Single | Date of Birth Date of Hire
I Female W Married [J Divorced l— -

Phone Number; Emalil Address:

(051 266 5959 Haos _ Armsirans @adook.tom

Please Select Desired Coverage:
Employee Only - Employee+Spouse - Employee+Child(ren) - Family -

$24.00/Week $38.00/Week $36.00/Week $63.00/Week

O Mae CISpouse [J child
FistName — MI. Last Name [ Female O Domestic Partner
Social Security # Birth Date | Sex Relationship
O Male [1Spouse [ Child
| First Name ™I Last Name L] Female [0 Domestic Partner
Social Security # BirthDate | Sex Relationship
O Male Sponse [ Chid
[Firet Name M.L ; ~ LastName [ Female o p[:| Domestic Partner
O 0 0 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE

Employea Acknowladgement and Authorization - | hershy apply for the group benefit{s) as Indicated. I ac
Uany misstatements or fallure to report Information may be used as the hasls for cancellation of coverage
effective date. Further, | authorize my employer to make the necessary payroll deduction of premlums fo,

knowledge that all entries are true and complete and that

for me and my dependant(s), if any, from the original
r coverages | have elected.

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date

EMPLOYEES DECLINING 1am DECLINING coverage

l understand that | and/or my depgfidents, If any, waive any coverage and desire to participate In the plan at a later date.
must meet the requirements defified in the Certificate of Coverage for the sompany’s medical or dental p
(including my spouse) hecausd of other coverage, | may, In future be able to enroll myself or my depend In this plan, provided | request enrollment 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 sult
of adoption, | may he abls to enyoll myself or my dependent, provided | request enroliment within 31 days of the event.

IF DECLINING; YOU MUST SIGN HERE

Iiwe may be considered a late enrolles and
ns. if 1 decline enrollment for myself or my dependents

Employee Signature % \‘t\ e OS]0 o0l~
. Employér Solutions Staffing Group Heaith Benefits Team '

7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-9519 Fax: 852-767-9515
Email; HeaIth@employersoluﬂonsgroup.com




waxed inaemnity Medical Benefits_Plan 2

J vsi 219301-ESG-1 OFFICE USE ONLY LOCATION RehireDate____/__,
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
RINT USING BLACK or BLUE INK (Must Be Filled Out)
Name r Social Security # Home Phone _ [ -
ElizabeHn Hass - Arms{—rangg 410- 118562 | (b5l g8, sa9 = MM
Address Apt. #
oo Hastines Ave. #1677
City . State  Zip Date of Birth

_ 5 Pac\ Vorie f W) i 55e ol/ 12/ (a%7

B. DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYesDNo I Yes, please continue

Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

Name of Covered Person (g): " el N
1. 2. 3

C. LIMITED BENEFITS PLAN SELECTION i 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, Dentsal 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 SHORT-TERM
SELECT COVERAGE LeveL  FIXED INDEM! DENTAL VISION TERMUFE | iy
Employee Only [ ]

$20.25 s6.17 )|  s242 @ soe0 3| s &
Employee + 1 D

' $41.10 $12.34 $4.92 $0.90
Employee + Family [ $54.88 $20.36 $6.56 $1.80
NO to ALL Benefits

e ot - ST SN ___DY_l_Eﬁ [Ino [ I¥es [ Ine | DYeg [ INo [ I¥es [ INo J [ IYes [ INo

'This coverage is not

able to residents of NH, Hi, or PR. 25T Dis not ;;aasié to persons who work in CA, Hi, NJ, NY,—;n' R

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

Name Relationship

D. REQUIRED DEPENDENT INFORMATION

Name Social Security # - Date of Birth | Sex Relationship
e e a0 SAY | @M_{L []Spouse[ ] Child[ ] Domestic Partner
Name ' Social Security # ' Date of Birth | Sex ' Relationship i ==
ama e | MITE] | [Spouse ] chitd [ Domestic Partner
Name ' Social Security # | Date of Birth | Sax | Relationship
L, S WY A | 1 [ 1pouse [ ] child [] Domestic Partner
Name | Social Security # ' Date of Birth | Sex { Relationship
e L 0 | MITE] Cspouse ] Chitd [l Domestic Partner
[E RECUREDSIGNATURE " e v AND DATE, EVEN IF YOU DECLINE COVERAGE

I have read the benefit packet and understand its limitations, | understand that open enrollment is only available for
@ limited time and | understand that making no benefitselection is a declination of coverage.

DATE 0B/13/8611 | psioNaTuRe *

This is an Essential StaffCARE Enrollment Form.



