8/28/2017 National Criminal Database Search

‘B';}EZScreen o S st

- . i ol Greenwood Village, CO 80111

Easy. Accurate, Reliable, e R
FLENUMBER  ga799 REPORTDATE  (8-28-2017
REPORT TO CMG Staffing (1353) APPLICANT HACHNEL, ERIC R.

National Criminal Database Search
|~ RESULT8 No Reportable Records Found

NAME SEARCHED HACHNEL, ERICR. SEARCH DATE 08-28-2017 1:03 PM MDT
DOB SEARCHED 09-08-Y00X SEARCH SCOPE
JURISDICTION  NATIONWIDE
JURISDICTION(S) SEARCHED

The search you have selected Is a search of our criminal database(s) and may not represent 100% coverage of all
criminal records in all jurisdictions andj/or sources. Coverage details available upon request.

CAUTION: Based on the information provided EZ Screen Solutions searched for public records in the sources referenced

herein for criminal history Information as permitted by federal and state law. 'No Reportable Records Found' means that

our researchers could not locate a record that matched at least two personal identifiers (l.e., Name, SSN, Date of Birth,

Address) for the subject In that Jurisdiction. Further investigation into additional jurisdictions, or utilization of additional
Identifying information, may be warranted. Please call for assistance.

https:llezscrean.lnslaacrean.netledltorlpﬂntsearch.taz?bean_cld=deeef1 6c-380d-4acf-8c8c-db16fe2b16bf
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PO Box 46270
Minneapolis, MN 55344-9956

Tel: 952.835.1288

www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

r
i

" Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name &\&!/\ﬂ @( FirstName_1£ €. ( Middle Initial L

Street Address lD [’Z_ :Ll\é .[} J’ h AptiSte
£

cityistaterzid Spar e R oPR.cds M SK 32’%ocial Security Last Four Yo0(:XX- 37 7

Phone Number ‘ ﬂgv U bl}_)i,‘—' DIC:/ 22 Email Address @

Staffing Agency/Recruitment Partner C/ M ,(a

All offers of smployment are conditional upon satisfactory proof of Ide and iegaj abllity to work in the U.S.A.
Are you legally authorized to work in the United States of America? [JYES [JINO
Applicant Certification and Authorization

I authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to make inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibilities, performance, compensation and eligibifity for rehire.

| understand that a comprehensive background check may be conducted to determine my eligibility for hire by certain cilents of ESSG.
This may include but Is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies.

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

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

A copy or facsimiie ("fax") will be considered the same as an original signature. Email will ONLY be used for empioyment correspondence

For ESSG Office Use Only
DOH NHW 19 8850 w4
Emergency Contact Info | Background Releass Form Background Results Unemployment Letter ESC Application
(If applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code

ESSG - CMG_SM Rev. 04/2017
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Form W-4 (2017) Seeseimsigiapyormroremimon — Tommgsioom T e

Basic instructions. If you aren't exempt, complete conalder making estimated tax ents using Form
Purpose. Complete Form W-4 so that your the Personal Allowanses Worksheet baiom T 1°:°an°;§f&'g e m;
employer can withhald the comrect fedéral Income Workshests on page 2 further adjust your anmq ses Pub. 605 f?ﬂnd outplf u should
from your pay. Consider complsl'i..na? a new Form withholding allowances based on ftemized adjust withholding on Form W.4 orw-%?’
W4 eaclx::r and when your personal or financial deductions, cartaln credits, adjustments to Incoms, your ding b
situation ges. or two-aamara/multiple jobs na, worldnmm or multiple jobs. If ngg' havaﬂ ath
from USe Or more one -]
wlﬂﬂ'loldlna.al;!ou e axempt, Sompiste all workshests that apply. However, you total number of allowances you ara entitied to claim
only lines 1, 2, 8, 4, 7 and sign the may claim fewer (or zero) allowances. For regular on all jobs ugl workeheets from only ane Form
form to validate it. Your atemgﬂon for 2017 expires wages, withholding be based on allowances W-4. Your Wlﬂ'?lﬁol will be most
15, 2018. Ses Pub. 505, Tex Withhoiding you claimed and may not be a fiat amount or wheh a1 Blownas D L asaly w o st
ax. percentage of wages. forthe h BaVing
Noth?:alfanom person can clalm you as a dependent Hend of housshold. Generally, you can clain et el =
an ar nar tax retum, you can't clalm exematiar DI ousenDId TN SES on vour return onl
from withholding a:ur otal income excesds $1,050 you are unmarried and pay more than 6096 of m&uﬁgﬂ'nmm“u Euamnn\z?lnmmlgg:nn'ssﬁ:
and Includes more $350 of uneamed income (for costs of kaesrlng ;E a home for yoursaif and Nonresident All before completing this form,
example, Interest and dividends), degend 5) or erc!uanfymg Individuals. Ses Citly pieting b
s, An empl may ba able to claim 501, ptions, dard Deduction, and Check your withholding, After your Form W-4 takes
mtons. An employee may Flling Informetion, for information, effect, use Pub. 506 to see how the amount you are
2 deonanm iy Wittholding even if the employee s having withheld compares to your projscted Jotel tox
a dependant, If the employse: oo s g o take projecte ta oecits o for 2017, Ses Pub, 505, eapocialy f yous coreper
* 15 890 65 or older, WINNOKING Shoparoes, faoarad forchid or dependent  &Xcoed $130,000 {Single or 8 8&0"‘0(""“"“")-
@ |3 blind, or care expenses and the child tax credit may be clalmed Future devalopments, Information about any future
i oo o e o o™ Som i 0 W ey LSS Sl 7 o
g e 0|
Remized deductions, on his or her tax return, m?;ng into wngﬁoun 5"83.,3,',‘03';" b at www.irs.goviwd, i
Personal Allowances Worksheet (Keep for your records.)
A Enter “1” for yourself if no one else can claim you as a dependent . . . A
* You're singie and have only one job; or
B  Enter*1”if * You're married, have only one Job, and your spouse doesn't work; or o B
® Your wages from a second Job or your spouse’s wages (or the total of both) are $1,500 or jess,
C  Enter *1” for your spouse. But, you may choose to enter “-0-* if you are married and have elther a working spouse or more
than one job. (Entering “-0-* may help you avoid having too fittle tax withheid) . . . . , ., . . . . . .. ©
D Enter number of dependents (other than your spouse or yourself) you will ciaim on your tax retum . . - ... D
E  Enter 1" if you will file as head of household on your tax retum (see conditions under Head of housshold above) . . E
F  Enter *1”  you have at least $2,000 of child or dependent care expenses for which youplantociaimacredit . . . F

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

* if your total income will be less than $70,000 ($100,000 if maried), enter “2" for each eligible child; then less *1” if you

have two to four eligibie children or less *2* if you have five or more eligible chiidren.

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

© If you plan to itemize or elaim adjustments to income and want to reducs your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2,
complete all * If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets samings from all jobs exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avold having too little tax withheld,

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

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

w_4 Employee’s Withholding Allowance Certificate OMB No. 1545-0074
Eom » Whether you are entitied to clalm a certaln number of allowances or exemption from withholding is 2 @ 1 7
m gﬁ;’ﬂgﬁz‘” subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1 Your first name and middle inftial ame ( 2 Your soclal security number
. R aehag { Yyl ~28 ~353

Home address (numbeg ani straet or rural 'W*BS ! { 83 single [ 1 Mamied [T Manied, but withhold at higher Singie rata,
l,h [el/ 'Zl\-z B%UL Ngte: Mwamied, but legally Separated, or spousa is a nonresident allenl,g check thge “Singla” box.
City or town, stats, and ZIp code 4 Wfyour last name differs from that shown on your soclal seotnrity card,
&M& 'E_%P iCS AA }d Sr (-2 7 67 check here. You must call 1-800-772-1218 for a replacement card, P |
§  Total number of allowances you are claiming (from line H gove or from the applicable workshest on page 2) 5
6  Additional amount, if any, you want withheld from sach paycheck . . . . ., ., . [gF 1
7 | claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. !

* Last year | had a right to a refund of all federal income tax withheld because | had no tax llabllity, and

® This year | expect a refund of ail federal income tax withheld because | expect to have no tax flabllity.
If you meet both conditions, write “Exempt” here . e 7]

y knowledge and bellef, it Is trus, correct, and complste.

Under penalties of perjury, | declare that | have examined this ¢ and, to the
Employee's signature = % :
(This form s not valld unless you sign it.) » > Date > '_% / I 7

8 Employer's name and address (Employar: Complate lines 8 and 10 onlyifsendingtothe IRS.) | 8 Office code {optional) | 10 Employer Identification number m

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 Form I-9

U.S. Citizenship and Immigration Services m"&,ﬁ’fé%?f

P> START HERE: Read Instructions carsfully before completing this form. The

Instructions must be avallable, elther in paper or electronically,
during complation of this form, Employers are liabls for errors in the completion of this form,

ANTI-DISCRIMINATION NOTICE: It is filegal to discriminate against work-authorized Individuals. Employers CANNOT specify which

document(s) an employee may present to establish empioyment authorization and Identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date ma; onstitute-Hegat-discrimination:

Sectlon 1, Employee Infermation and 2 testatlon (Employess musl sampiste and sibn Gedtion T o7 Farm 1-9 po lafer
than the first diy of employmens, but nét before guospling & job offer )

Laag:ltme (Fampily Name) ‘ First Name .(leen Name) Middie Initial . Other Lalst Names Used ﬂfanyj
e K

), [ 7 C
{gre\ss ﬁmm?ungu mz E H City or Town -RKP: c() Em?v\'“T zllfgfgge??

Date of Birth (mm/ddlyyyy) | u.s. Social Security Number | Employee's E-mail Address

Apt. Number

W /o] FH i g, Do tierr 47

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

1 ﬂﬂaﬁ,umer penalty of perjury, that | am (check one of the following boxes):
] 1. A citizen of the United States

Cg A noncitizen national of the United States {See instructions)

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

|:| 4. An allen authorized towork  until (expiration date, if applicable, mm/dd/yyyy):
Some allens may write "N/A" in the expiration date field. (Ses Instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9; Do ﬁ‘;‘,’,;‘;,g;,f:;;‘;“ggm
An Allen Registration Number/USCIS Number OR Form -84 Admission Number OR Foreign Passport Number,

1. Alien Registration Number/USCIS Number:
OR

2. Form [-84 Admisslon Number:
OR
3. Forelgn Passport Number:

Country of Issuance;

Signature of Employee ~ W Today's Date (mm/t

el > NN i Sy
[Prépater andlar Translator Dertfioation [aheak one); |

| e et use o proparar of tranelgar. (] A prapaler(s) anddbt ranetatorts) sisitied the artiployes in esmptating Section 1.

(Fleids below must be oarholeted ahy signed when mqm% Irgnslators assist an srhplgyes In ehmpleting Sagtion 1 )

| attest, 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/ddsyyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ | Employar Completes Next Page @

Form I-9 11/14/2016 N




Employment Eligibility Verification
Department of Homeland Security
U.S. Citizenship and Immigration Services

USCIS

Form I-9
OMB No. 1615-0047
Expires 08/31/2019

A R @ Revisw and Verifloallan
crt documan o Lok A O & combietn mmmm o o e f emptort o
Employes Info from Sectionq | L8t Neme (Family Name) First Name (Given Name) M.I. | CitizenshipAimmigration Status
ListA OR ListB AND ListC_
Identity .?.E' Employment Authorization Identity Employment Authorization

Document Title [ | Document Title Document Title

Issuing Authority Issuing Authority Issuing Authority

Document Number Document Number Document Number

Expiration Date (if any)(mm/ddpyyy) Expiration Date (if any)(mm/dd/yyyy) Expiration Date (i any)(mm/ddsyyyy)
Document Title

lssuing Authority Additional Information e L
Document Number

Expiration Date (i any)(mm/ddsyyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (i any)(mm/dd/yyyy)
Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employes,

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

The employee's first day of employment (mnvdd/yyyy):

{Sea instructions for exemptions)

Slignature of Employer or Authorized Representative

Today's Datefmm/dd/yyyy)

Title of Employer or Authorized Representative

Last Name of Employer or Authorized Representative

First Name of Employer or Authorized Representative

Employer's Business or Organization Name
EMPLOYER SOLUTIONS STAFFING GROUP LLC

7301 OHMS LANE SUITE 405

Employer's Business or Organization Address (Street Number and Name)

City or Town
EDINA

State ZIP Code
MN 55439

Bgelion 3. Revérffieation and Nehifes (T be eagnpleiea Bid signed ty empityer or suthareed repleseniaiive))
> : , _

. New Name (i applicatile

8. Dafg of Rehire (¥ applieable]

Last Name (Family Nams)

First Name (Given Name)

Middle Initial

Date (mm/dd/yyyy)

U, ifie emplyee's previons Grant of empldyme
continuing employment authg

me alfharizahign ha expired, provide The nformation Tor the docurert &F réceipt thal gstablishes ]

ation In the space pravided below.

Document Title

Document Number

Expiration Date (i any) {mm/ddAyyy)

the employee presented document(s),

| attest, under penalty of perjury, that to the best of my knowled
the document(s) | have examined a

ge, this employes is authorized to work In the United States, and If
ppear to be genuine and to relate to the Individual.

Signature of Employer or Authorized Representative

Today's Date (mm/ddAyyyy)

Name of Employer or Authorized Representative

Form1-9 11/14/2016 N






EMERGENCY CONTACT INFORMATION

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

Employee Name: Eé‘ :Q ‘H U\“P /\Q

s 1010 904 Aoe Soukn S F Egp,'fg /MA
Home Phone: 240 ™ b[oi’)— ~ %0/ 3T _

e EMERCENCY CONTAGTS o
Pleasa list two peaple (in Priority drdef) who could be santagted In case of 4n erhergency

Home Phone:
Cell Phone:

Work Phone:

Contact #2 Home Phone: BZO" ég L( = / 2 (/
Name: k.‘l"\ 5&‘4&(\0\_ Cell Phone: %23(2 (,{?’, 2d 73

Relationship: /\AO x/ L\Q[ Work Phone: ?)ZG __?/b(& = ?// @é

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

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



. employer solutions staffing group..
Leveraging Resources in a Changing Market
Wage Payment Method Authorization (Minnesota)

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

Nate:Dbdeepusitaccomtsmaytakeuptn?daystnbeadfvatzd

Debit Card (Please complete Sections 4 and 5 below) | | Paper Check (Please complete Section 5 below)

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

Initial Date

Account Type: [ Checking [J Savings [1Other ______

Tohelpuswoidmaldngsnm,pleasemchacopyofavoidedched:. (a depositslipwlllnotwoi'k)
Ifyonchangebnnkn,donotcloseyonroMbmkamummﬂyomdkeﬁdeposithusmrmdmmenewbmlgwhichmaymkﬂpaypeﬁnd&

SECTION [ DAN RO

DERBECARD (GLOBAL CASE G INEH]

Exceptfmtheromingandncoountnumber,BSSGdoesnothaveaccesstoanyinfmmaﬁonmgmdingyourPayroll Debit Card account or
ﬁ‘ansacﬁuns.Onyomﬁrstpnyday.youwillreceiveyownewPaymllDebitCard,andapacketmnminingallofthetmmsandcundiﬁnns.Yonwi]l
then sign acknowledging that you received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages,

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

First Name Ml Last Name Date of Birth
Street Address (PO BOX NOT 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

1 have received my Payroll Debit Card, welcumehmnhnre,pmgmmﬂﬂ,pmgmntmms, conditions, and disclosures, By activating my Payroll Debit Card,
Iamagreeingtoﬂaeprogrmnterms,condiﬁons,anddisclosuresﬂmtareincludedormadeavnilahletomeﬁumﬁmetoﬁmeﬁ'omtheﬁnmcialinstimtinn.I
authorize the financial institution to dehitmyPayro]]DebitCardacwnntﬁn'theﬁesdescribedintheﬁeschednlethatispm'tofthepmgmmtmma,

conditions, and disclosures,

w

Employee’s Signature: ?,;%—

SEERIONSS AV OR AN L0

I authorize ESSG to directly deposit my perindic wages/compensation payments, net of required tax withholdings, other required withholdings

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

*E-mail: @
this information will only be used to send your paystubs electronically

Employee's Signature: Date:




Authorization

Authorization: By signing beiow, you authorize: {a) backgroundchecks.com (“BGC"} and/or Orange Tree
Employment Screening to request information about you from any public or private information source;
(b) anyone to provide information about you to BGC and/or Orange Tree Employment Screening; {c)

BGC and/or Orange Tree Em ployment Screenin
or more reports based on that information; and (d

share those reports with others for leg

and/or Orange Tree Employment Scree

licenses and credentials, references,
nal record, lawsulits, driving record, c

mation sources. You acknowledge that a fax, imag

nal. You make this authorization tob

The Consumer Financial Protection B

Act” is attached to this authorization. If you
use of criminal records is attached. By signi

ilig) ¢

g to provide Employer Soiutions Staffing Group, LLC one

) Employer Solutions Staffing Group, LLC ("ESSG”) to
Al O TtoO VYOt < ajfw}r = "

NESS purn

ning may investigate your education, work history, professional

address history, social security number vaiidity, right to work, crimi-

redit history,
e valid for as

ureau’s “Sum

Printed name: @( . C

and any other information with public or private infor-

e, or copy of this authorization is as valid as the origi-
iong as you are an employee of ESSG.

mary of Your Rights under the Fair Credit Reporting

are a New York applicant, a copy of New York’s law on the
ng below, you acknowledge receipt of these documents.

ersonal Information: Please’print the information requested below to iden& yourself fqr BGC,

al

First

Middle (O

none)

Ht«ﬁ
Last

Other names used: ¥€ N "' DN

Current county of residence:

Current and former addresses:

’ TNCa 4 I'-' |

current e} i N
from Mo/Yr to Mo/Yr Street City, State &
from Mo/Yr to Mo/Yr Street City, State & Zip
from Mo/Yr to Mo/Yr Street City, State & Zip
Some government agencies and other information sources require the following information when

checking for records. BGC will n7 usce1 it for any other purposes.

1%

Date of birth

Social security number

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

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request

a copy of the report b\g checking this box; 1.

O Elres

\Signature

N2y [



employer solutions staff INg group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY
210 TEN] OF CONFIDENTIALITY
This agreement made this&day ; 20’I7_, between

Employer Solutions Staffing Group LLC, hereinaﬂer?ﬁerred to as “employer”,
and_T(;c éw& hﬁt [ 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.

damages for every such violation; provided, however, th g
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.

L dbunr/

e Signature /

Y

yer Solutions Staffing Group LLC, Representative




employer solutions staffing group.

Leveraging Resources in a Changing Market

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed}_ lest in the mail, etc.), 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 notificar a su reclutador de personal que el cheque no
se puede encontray! Si se piede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque te 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 e 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):

SignaturelFirma:éW W
T /




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 répresentative advised of your

ifitis 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.

B s




rom SO0 Pre-Screening Notice and Certification Request for
(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1600

R,.,;},’.f.’%l,m Y P Information about Form 8850 and its separate instructions is at WWW.irs.gov/form8850.

Job applicant: Fill in the lines Eilow and check any boxes that apply. Complete only this side.

Your name ﬁf: [/ H f/\e, ﬂ@ i Soclal security number > H 7[ rZQ -'3 7?2
Street address where you live 1@( 2 {Q@f}kb\

City or town, state, and ZIP code ml(, ‘er P ; C(S /MJ\/

County &04 VAN Telephone number @5 - L{ Q‘Z. o c{b{ ?Z
If you are under age 40, enter your date of birth (month, day, year) C{ / g / / Gg qi Lf

1 [ Check here if you received a conditional certification from the state workforce agency (SWA) or a particlpating local agency

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

® |am a member of a family that has recelved assistance from Temporary Assistance for Needy Families (TANF) for any 9
months during the past 18 months.

® lam a veteran and a member of a family that received Supplemental Nutrition Assistance Program (SNAP) benefits (food
stamps) for at least a 3-month period during the past 15 months,

® | was referred here by a rehabllitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

® lam at 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 6 months; or
b. Received SNAP benefits {food stamps) for at least 3 of the past & months, but is no ionger eligible to receive them.

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

* |received supplemental security income (SSI) benefits for any month ending during the past 60 days.

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

8 [1 Check here if you are a veteran and you wera 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 disability and you were discharged or
released from active duty in the U.S. Armed Forces during the past year.

5 [ Check here if Yyou are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 6 months during the past year.

6 [ Check here if you are a member of a family that;
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1997, ended during the past 2 years; or

* Stopped belng ellgible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

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

Signature—All Applicants Must Sign

Under penalties of perjury, | dactare that | gave the above Information to the employer on or before the day | was offered a job, and it is, to the best of my knowledge, true,
correct, and complete.

%b applicant's signature > M W pate 5 [

“For Privacy Act and Paperwork Reduction Act Notice, see page 2, Cat. No, 22851L Form 8850 (rev. 3-7b16)
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. Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE
EMPLOYER SECTION:

Client: Company:
Employer Solutions Group

Location: Position: Starting Wage: $

(\ EMPLOYEE SECTION:

Employee Name; , treftAd : /q(“ J% C}ty/Sta : .
8§8#: j Lg,l)ate of Birth; Age: Have y-‘fl?— Wﬁﬂ' Hﬁw
\U2(-29-3755) 8 108 |55 B

I~

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)
at any time since August 5, 19977 (If'yes, please provide information below.)
Name of the person receiving benefits: Relationship to you;
City: County: State;

O

2

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

Name of the person receiving benefits: Relationship to you;
City: County: State:

EL-

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

2>

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

If'yes, please indicate which type of agency yon worlcedwithandpmvidetheirlocaﬁoninfmmaﬁonbelow:

[ ] Vocational Rehabiitation Agency [_] Dept. of Veterans Affuirs ] Employment Network (Ticket to Work Program)
Name of Agency: Phone #;
City: County: State;

*Ifyou checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation,

Are you a Veteran of the U.S, Military? *If'yes, please provide a capy of your DD-214 and letter of separation,
(If yes, pleass provids information below, If no, please continus to question #6.)

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

O

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

If yes, dates of unemployment - From: / / To: / /
Did yon receive unemployment compensation at any point during your unemployment?
Ifyes, dates received unemployment compensation - From: / / To: / /

Y

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 this & [ ] Federal or [_] State conviction? If State - County: State:

O O O;.

_ _ Additiona) 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: D Are you the child of foster parents? D Do you receive CalWorks? D Workforce Investment Act?
D 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?

O

X | g %

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, 1 declare the information above 1o be trye and accurate 1o the best of my kmowledge, and 1 hereby authorize any agency, organization, or
individuals to supply such verification or information that may be needed to determine tax credit eligibility 1o my employer, employer representative (Associated

Consultants, Inc. dba Retrotax), or the Departmens of Labar.

Vew Employee Signature: %4 - /

e & 128 | )T

7



Qualified Long-Term Unemployment Recipient
ADDENDUM TO: IRS Form 8850 Pro-Screening Notice and Cestification Request for the Work Opporfunity Tax Credit

Client: Company:
Employer Solutions Group "

Locaion: BBl e [ T™U7(_2q 33

EMPLOYEE:

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

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

O If applicable, dates of unemployment - From; To:
From; / / To: / /
From: / / To: / /
[0 Ireceived unemployment compensation during my unemployment.
If applicable, dates you received compensation - From; To:
From: / / To: / /
From; / / To: / /

Please read, sign, and date:

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

Employee Signature: (2%; W Date: g / Zg / {7‘

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

Www.retrotax-aci.com



v

DRUG AND ALCOHOL
TESTING CONSENT FORM
1. | have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2 | have read the entire contents of this policy and | am aware and fully

understand that this policy in any form, and any employee handbook including this .
policy, are not a unilatera] 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,

e {’(&L}Vl@ (

Individual’'s Name

7/ 1

ate

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



TP TR @8O  ESNG 000
Ben
Enhanced MEC Plag Plan 1

Enroliment Form O New Em
Neme (First and Laa)

Aidrogs

ﬁ

i fahe [

Qv
Gandar Malo | Narita) Single Dato of Birth

LI Date of Hirg
L1 Maried / / Ay
o T e el & =

| 20- L{a2. —oqy37 [

\‘ Please Select Desired Coverage:

Employes Only - D Employee+Spouse - Employee-l-cmld(ren) =[] Family.
 $24.00/Week $38.00/Week $36.00/Waolk SBS.OQI_Waak |
Social Sacuity § BithDaty | 8ex Relationship
e i ] 8
e — ] Fl:alo = muom%u%
Sacind Gecurly 8 | aw.nm on Relationship
s Child
P Nama— —Wr— = Lt s i
. amqmma Blrlhﬂﬁ Sax Womblp
"Fist Name W E ::'.* 0 Spgu DoEenfchM
op COVERED {FIRST, LAST);
EFF, DATE
EFF. DATE

smpmnmwmmmmm-m apply for mmpm-)ummlmmummmm
wm%wﬂhuhumlnhmmmmmﬁnmabuhmmmmdmpfwmmmyﬁmmqﬂ. it any,
MMFMIaMmmpMMmuhmmmldﬁum dmmformmlhmﬂtm

- [IF ENROLLING - YOU MUST SIGN HERE

Employse Signature % Date

EMPLOYEES DEGLINING lamD CLINING coverage

lunﬂonhndﬂmundlcrmy walve wmdnhhmﬂhmlnﬂumn-hh%hwhwm
mmmﬁ-mmmmhﬂnnlumocm“d?

average for the com 8 medical or dentaj
(lncludlnymymnu) huuuo!cﬂmmng.,lmy. in future be T

my
lﬂchlnmllmyuuorlwdomd mmhm.mdmmummmmwmm
dapmﬂuoﬂmmmnuu.lnmmnnmmnmomhlpbmunmundm mum.mpum.plmmhradomnumngmn
of adaption, | may be abla to enroll myulformyd-nmm. provided | requsst enroliment within 31 days of the svant.

IF DECLINING-

YOU MUST SIGN HERE

Employer Solutions Staffing Gra
7301 Ohms Lane
Edina, MN 55439
Phone: 852.767-9519 Fax: 952-787-8515
Emall; Heallh@employemoiuﬂonsgroup.com




z TR ASwALWARLY K Laid &
L SO

3 i..:'véjm 219301-E5G-1 OFFICE USE ONLY '

LOCATION Rehire = R
ENROLLMENT FORM ESC CUUNAC-MN) p1
A REQUIRED EMPLOYVEE INFORMATION
Na

PRINT USING BLACK o BLUE INK (Must Bo Filod Gy~~~ -
ol NNe_ ( S?'c}al Security # Home Phone

S o 7 — “7( = Zﬁ%?? ? C?_L '~
Address lOfL 9 Qé )‘4\)&

me ’ECIC..

“2ovene ot estemy tome. -

== e LT s SV LW G

8- DO YOU OR ANY OF YOUR DEPENDENTS RECE|VE MEDICARE BENEF|TS»
Medicare Health Insurance Clajm Number (HICN)

e

..YesD.N&Jf.!gs;eless.s_ebnﬁnu

Medicare Effective Data "~
1. ) ;
C. LIMITED BENEF

You MUST select a

coverage level before any benefits in Section C, Your
identical. The Fixed Indemnity Medical Plan, Dental P

and Short-Term Disability plans are unde
Insurance Company. The Vision plan is underwritten by Companion Life |

rwritten by B
SELECT COVERAGE LEVEL "",‘En':a'ggi'f?m DENTAL VISION TERM LIFE sn",'g’gm",
* Employee Cnly\%K | $2028 63 se7 33| - 22 Bl s o3  sh20
Employee + 1 seri0 $12.34 $4.92 $0.50
" Employee + Family LI semes | 2036 | sssa | gqup ;
.. NowAL et (| [Ty, Clne | Clves Clve | Clves Clie | e CIe | Clves Tl
- Tmb_ig_coverage i8 not available to residents of NH, Hj

Name

Relationship

ate of Birth | Sex '

D. REQUIRED DEPENDENT INFORMATION
Name Social Security # | D
|

Relationship
i oneae b AT S T B 27 [IMIE] ED.S..E?.E'?PD.C!!i!F’I:l_'?‘.’.f!'?sﬂ!:.'_’arha_ﬁ!
Name Social Security # Date of Birth | Sex Relationshi
S e I [T my et /) @Egﬂswma Child [ ]Domestic Partne:
"Name Social Security#‘ Date of Birth | Sex i Relationship
el o SRR G il il - Spouse [Ichid [ Domestic Partner
Name Social Security#; Date of Birth ! iy

 Relationship

Sex '
e e R T ...alf_].sequseD.....Ch".s*D'?emesﬂ.c,!“_arsner
E. REQUIRED SIGNATURE

YOU_*yU_ST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE
nefit packet and understand its limitations, | understand that open enroliment is only avajlable for
2 Imited time and | undirstand that making no benf selecti

5 ___*.,_..._...__...~._'._°_.".E.aS!Sc'.i.’.??f‘.’?.'..'j’f.,cﬁ‘!?'? ge.
quats._‘éﬁil.%ﬁz_égéz 4] rezr

P> siGNATURE £

This is an Edéential StaffCARE Enroliment Forr



