oo E-Verify: Print Case Detalis - Preview

EVerty

_ SENSITIVE BUT UNCLASSIFIED
Case Verification Number: 2017128133814KN
Report Preparad; 05/08/2017
comEﬂ Information
Campany ID; 47428 Company Name: Employer Solutions Staffing Group
Em Information :
Last Name: hare * FirstName: denleva
Date of Birth: 04/07/1985 I Soclal Security Number; 4%+ 7081
Hire Dats; 05/08/2017 Ciiizenship Status: A ciizen of the United States
Document Information :
List B Document: Dﬂver’sbansaorlboardbausdbyaU.S.shhorouMngposaessbn List C Dosument; Soalal Security Card
Document Name: ID card : Dosument State; Minnesota
Driver's License or ID Card Number: : Dmumm&phbuuab:mbdonmmhmmmh!bndah
Casa Status Information
Current Case Result; Employment Authorized Employer Case iD;
Case Submitted On: 05/08/2017 Case Submitted By: SGLASB32
SENSITIVE BUT UNCLASSIFIED
https'Jle-verifymcis.guvlwablPrinlCasaDamiIs.aspt?CaseVeern=2017128133814m i
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employer solutions staffing group..

New Hire Application
Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name “rcwm First Name-Dw' Middle Initial _|_

Street Address__ | ~7¢~ (. Aptiste |26 €
City/State/zip t | Man ek Social Security Last Four Xxx-xx--0®|
Phone Number - 249 2805 Email Address @

Staffing Agency/Recruitment Partner

All offers of empioyment are conditionai upon satisfactory proof of Identity and legai abllity to work in the U.S.A.
Are you legaily authorized to work in the United States of America? [JYES [ONo

Applicant Certification and Authorization

iﬁﬂ.\&m_\;\\‘ oV Deamiensa V\ove 5717
Name (Print or type) Applicant's Signature Date

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

For ESSG Office Use Only
DOH NHw 1-9 8850 W4
Emergency Contact Info | Background Release Form Background Results Unemployment Letter ESC Appilcation
(of applicable)
For ESSG Client Use
DOH ROP Work Site Loc. WC Code
ESSG - cMG Rev. 0472017



Form W4 (2017)

The excaptions don't agply 1o supplemanta) wages

Nonwage Income, lm:u have a large amouy

nt of
as Interest or dividends,

greater than $1,000,00 nonvfgga'mgme. su| i L

Basio Instructions. if you arentt exem, leta considsr meking 'Fayme ng Form
Purpose, Complete Form W-4 so that your @ Personal Allowansee Worksheet below., The 1040-E5, Esﬁg'daf‘%’ T‘gl"g‘? viduals, 0"‘9?”'39'
employer can withhold the corract federal income Worlsheets on page 2 further adjust your you rna¥ i oPub 506 1 i m”;"’ °",f’ d
tax from your pay. Consider completing a new Form Wwithholding allowances based on temized anm;tlty 1 °'“5-hs°|§| " Fo \0'11 7 w_lz"’,“ Sho|
W-4 each ysar and when Your personal or financial deductions, certain cradits, agj ustments to Income, your withholding on Form W-4 or .

on changes, or ers/multiple jobs g ations, Ngﬂeamars or mulﬂpled!‘obs. if )Jrog ve ath

Exemption from withholding, if you are exempt, Complets all workshests that apply, However, you otep g SPOUSS or more than one job, figr 2
compl';g only fines 1, 2, 8, 4, and 7 and sign e may ciam fewer (or zerg allowangge'a’.! For reguier - mt:lllnu'l;ls 5';,“ auomues Y?rga'a:l ed;g claim
form to validats it Your axamgﬂon for 2017 Wages, withholding must be baged of, allowances W iy %ur wit;: c};g’mg um,y mo 3,/"‘;';? "“m
mw 18§, 29'_1& See Pub, 505, Tax Withholding gou olalnaeéd oafnv?a rgn:sy not be a fiat amount or when all allowances are claimed on the Form, W-4

Note: If another person can claim you ag g dependent

Head of household, Generally, you can claim head

ng job and zerp allowances are
arg.JSee Pub, 505 for details,

is b 't household filing status retum only if
o g T s i e VDL r i S on Yo ot oy Nt sy e a oot e, e
and Includes more than $360 of uneameg Income ffor Sasts of kesping up a home for youragif and your Non%d AL el;rel?o{rrtaalcor:lmlaﬂn this form = ©
eXample, interest and dividends), degsnde sfor ather qualifying Individuals, Sea ent Aliens, pisting b
ns. An emplo may be able to clajm Pub, 501, ptions, Standard Deduction, and Check your withholding. After your Form W-4 takes
exemption from wlmholdﬁgeaven ifthe empioyes I Filing Information, for Information, . use l;u:::’ 505 to see how the amount you ars
& dependent, If the employge: Tax credits, You can take projected tax credits Into oo withheld compares to your projecteq total tax
ascount In figuring your allowable number of for 2017, Sea Pub, 5 5, especially gour eamings
* I8 age 65 or older, withholding allowances, orchld or dependent  exceed $130,000 (Singls) or o (Married),
e s blind, or Gare expenses and the child tax credit may be claimad Future developments. Information about any futura
» Wil clalm acjustments o Income; tax credits: - usin%ﬁll)a Personal Allowances Worksheet bejow lde»{:llo ments aﬁgcggg Form }N-4 (aucw" :lag
temized deductions, on his or her tax return, ' gre:dlt: sovgr{ho}:cl:?&nr?" Zﬁé’&:&“""’"""” S aetgwww.c;r';ag?;%a. St i
Personal Allowances Worksheet (Keep for your records.)
A Enter“{” for yourself if no one eise can claimyouas a dependent , 0 A !
* You're single and have only one Jjob; or ;
B Enter*1”j. { * You're married, 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 total of both) are $1,500 or less,
C  Enter “1” for your spouse. But, you may choose to enter *-p-" i You are married and haye either a working spouse or more
than one job, (Entering *.0-» may help you avoid having too little tax withheld) . . | . e e ., c Q
D Enter number of dependents (other than your spouse or yourself) you will claim on yourtax retum, , | . o o b H
E  Enter*1*j Yyou will file as head of housshoid on your tax return (see conditions under Head of household above) E ?
F  Enter*1*i you have at least $2,000 of child or dependent care expenses for which You pian to claim a credit F
(Note: Do not Inciude chiid Support payments, Seg Pub, 508, Child ang Dependent Care Expenses, for detalls.)
G Child Tax Credit (including additiona child tax credit). See Pup, 972, Child Tax Credit, for more Information,
® if your total Income will be less than $70,000 ($100,000 i Mmarried), enter “2” for each eliglble child; then less *1* if you
have two to four eligible chiidren or less “2” if you have five or more eligible chiidren,
* If your total Income will be between $70,000 ang $84,000 ($100,000 and §119,000 i married), enter “1” for each elighlechild. @ L
H  Addiines Athrough G and enter total here, (Note; This may be different from the number of exemptions you claim on your tax retum,) > H

Foraccuracy, [ ane Adjustments Worksheet on page 2.

complete all * If you are single and have more than one job or are married ang you and your
worksheets eamln?s from all jobs excesd $50,000 ($20,000 if married), see the Two-Earne,
that apply. to avoid having too [ittle tax withheld,

* if neither of the above situations applies, stop here ang enter the number fro,

® If you plan 1o Remize or clalm adjustments to Income and want 1o reduce your

Spouse both work
rs/Multiple Jobs Worksheet on page 2

withholding, see the Deductions

and the combined

Form w-4

Separate here and give Form W-4 1p your employer. Keep the top part

Employee’s Wlthholding Allowance Ce

rtificate

OMB No. 1545-0074

Depariment of the Traasury P Whether you are entitled to clalm a certain number of allowances or exemption from withholding Is 2 @ 1 7
Intemal Revenue Servica subject to review by the IRS. Your employer may he required to send a copy of this form to the IRS.
1 Your first name and middle Inftial Last n 2  Your soclal Sacurity number
—\V)2aNign/a L J M 108)
Home address (umber and sireat or rural route) 3 &Slngle [J Married 0 Married, but withhold at higher Single rate,
Note: If married, but legally Separated, orspousais g nonresident alien, check ths "Single” box.

City or town, stats, and ZIP coda

ol g ——— __l e ——
5" Total number of allowances you are claiming (from jine H above or from the applicable worksheet on page 2)

you want withheld from each paycheck

Under penalties of perjury, | declare that | have examined this certificate and
Employee's signature
(This form Is not valid unless you signit) » i X

4 Wyour last name differs from that shown on your soclal security card,
check here. You must cajj 1-800-772-1213 for & replacement card. P[]

et

correct, and complete,

Date» &~ 7 17

8 Employer's name and address (Employer: Complets lines 8 ang 10 Snly if sending to the IRS.)

9 Offics code {optional)

10  Employer Identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

EE——

Cat. No. 10220Q

Form W-4 (2017



Employment Eligibility Verification USCIS

Department of Homeland Security Form 1-9

0re . . . 4 . 1615-00
U.S. Citizenship and Immigration Services %ﬁrzoosglégg

'%: a3
i
£
It
g
g
g
<
i
3
2

First Name (Given Name) Middie initial Other Last Names Used (ifany)
Address (Street Number and Name) Apt. Number City or Town State ZIP Code

C
UIC  Chavlig as 125 9\—%.;\ ¥ M !
Date of Birth (mm/ddlyyyy) |u.s, Social Security Number Employee's E-méil Address

Employes's Telephone Number

| Y 719¢9¢ -17ld - [l MOl 2808
1am aware that federaj law provides for im

prisonment and/or fines for faise statements or use of false documents in
cohnection with the compietion of this form.

| attest, under penaity of perjury, that | am (check one of the following boxes):
[J8J3. A cltizen of the United States

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

l:] 3. A lawful permanent resident (Afien Registration Number/USCIs Number):

D 4. An allen authorized to work  until (expiration date, if appiicable, mmiddlyyyy):
Some aliens may write "N/A” In the expiration date field. (See Instructions)

QR Code - Section 1
numbers to complete Form -9 Do Not Wits In This §
mber OR Foreign Passport Number. E

1. Allen Registration Number/uscis Number:
OR

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

Country of Issuance:

Signature of Employee

i Today's D, nm/d /)
Dunfam Puwe i R
me and/Br Tranalatay Gor catloh {chéok Y T e e st e ——
g did nat uss g Prepandt of tansiator. D 3 Rreparer(s) and/or translator(s) assisted the employea in aomplating Béotion 1.

wh

(Piolds helow must be gompalding ald signed when preparers Aridr fransigtars gasist an emplayes Sampleting Section 1)
1 attest, under Penaity of perjury, that | have assisted In the compietion of Section 1 of this form and that to the best of my
knowlef_gi the information is true and correct.

Signature of Preparer or Transiator Today's Date (mmAddhyyyy)
A
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Cade o

@ Employer Completes Naxt Page @

Form 19 11/14/2016 N

D ——



Employment Eligibility Verification USCIS
Department of Homeland Security Form 1-9
U.S. Citizenship and Immigration Services OMB No. 1615-0047

A
R ah Expires 08/31/2019
3ection 2. Employer or Authorize epresentative Review and Verlfication '
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You

must physically examine one document from List A OR g combination of one document from List B and one document from List C as listed on the "Lists
of Acceptable Documents.”

Employee Info from Section 1 ,tr Name (Family Name) Bi zam';\lﬁfznm I 'cml\e@hm"mmlﬂmﬁmsm
ListA i OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Do Title
mﬂ D g&c;
Issuing Authority Isguing Autho, Issul;
dale o0 Ny udgvy
Document Number Document Number Document Efer E -7 G Z E
Expiration Date (T any)(mm/ddfyyyy) Expiration Date (& any)(mm/ddpyyyy) Expiration Date (# a?f)(mm/dd/yyyy)
= 2499 (94349522 > N /A
Document Title (S
issuing Authority Additional Information ;;Rug,wv;;:m:g;;
Document Number
Expiration Date (if any){mm/dd/yyyy)
Document Title
Issuing Authority
Document Number
Expiration Date (i any)(mm/ddfyyyy)

Cortification: | attest, under penalty of perjury, that (1) I have examined 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 employes's first day of employment (mm/ddlyyyy): O ADR-261 Isee instructions for exemptions)
P |

iatuge of Employsr or Ayfihpiizpd Representative Today's Date(mm/dd/yyyy) Title of loyer or Autho Representative
N\ . - 8- a4\ ) roL
Bt Name of Employer qr Aty Representative ) First loyer or Authorized Representafive Employer's Business or Organization Name
A las v 1ﬁfe ,c\r’ N, EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's'Buslness or Organizition Address (Street Number and Name) |Cityor State ZIP Code
7480 FLYING CLOUD SUITE 200 'OLIS MN 55344
P
ection 3 Reverification and Rehires (To be completed and signed By employer or authonzed representative.)
A. New Name (if applicable) B. Date of Rehire (/f applicable)
Last Name (Famiy Name) First Name (Given Name) Middie Initial | Date (mmiddsyyyy)

- i'the employee's previous grant of employment authorizatlon has expired, provide the informalion for the document or receipt that esfablishes
continuing employment authorization in the space provided below.

Document Title Document Number Expiration Date (if any) (mmAddsyyy)

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

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

Form1-9 11/14/2016 N







ﬂqn yours pleasaretum’;t to: ,-«35
- B Sgcm]‘Secunty Administration f i
_ R £ 90,30}3300’&9arnmmmn 21290- 008 /e




T TTTeen anSIRULLIUN FERMIT APPLICATION LA h r V ° NO m. _N

4 {
APPLICATION RECEIPT :
@\ : IYPE RX# - RESTRICT/ENDORSE VISION
mggvgsgzgzg . Borrss Dave (MowT/Dar/ Yenr) BREG  [JEpL - - -JESTS PASSED - O MC QRIGINAL ] NR
N = 5 7 lh T n~ 3 m ~ (STATE EXAM USE ONLY) £] MC RENEWAL 3 PAS§ with CL.
STEIVITICI |l _ ~ [958 OA Obw [op [ ADD/REMOVE | OO INCOVPLETE
z : os Obur Omc _ O ATTACKD:
ac ODUP 3 mMBOP
Ob ObuP ek EEES PAID
PROV. OODUP [JAR APPLICATION
T
COMBOP [CIDUP [ DBUTRIPLE
O e .- CIPASSENGER- .| - OTHERFEss ‘
ORGP | OscHooLsus | mc ssprys | L
; Lo E1TANKER 13 $
¢ ANDICATORS .. []HAZMAT 2.2
1 SENIOR ] DwI REIN FEE  OTHER gl
CJ LTD MOBILITY $ $
[ SNOWMOBILE [ RT Passed
1 FIREARM O RT Waived ORGAN DONATION
OSorTC ﬂ EE.DDHMM .
[ VETERAN i |  DL/ID/IP
Nores: : Mo ST
‘ e TIDASHYIY Yoy s Be2 e
oy * : F y .._ 4 was provideq m.&nlvmnw%mﬂ\:.uw _mwmac&iﬁ.gaﬁﬁ and faderal law. .wcwiumﬁ»h%msw mh.“s&w@v\
: : el = e " conetitutes : With the-sel ica aystem, if required. llaw. b that
e | T e i g e ot
X — 3 ; - = = IS rding the safety of children around school buses,
= ) BRA LT O
—EviCoor Hear WesiriPounos iz Fowan

Application Date
Mt | . (Vs USEONLY) | :
Isit dvs.dps.mn.gov to: - JHIS DOCUMENT IS A RECEIPT FOR THE TypE OF CARD INDICATED,
e (C the status Oﬁ your Q1<=‘_Q _ul<m_m©mm , - ‘ t>—°’ g .%Z-Vmﬁ NOT A M.SZU>PQZm Emz._ﬂmh}._ﬂcz DOCUMENT
* Sehedule aroad test APR=-T2017.]° » This teceipt, in conjunction with an invalidated Previous license, instruction
= . : ¢ | permit or ID card; may be used s identification,
: ) _ ; B £ gé 140 12~ -, - This.eceipt is valid-forthe type of card indicated, when stamped with the

D:mmﬁozm. n_O:n.mmH Us: = [ .-$ - " ‘propet validation stamp, for a maximum of 60 days from the application
Driver’s License Questions: 651-297-3298 o : date shown above. e
License Status, m<m=m_u_.o 24/7 651-284-1234 . *  This recgipt is void if the applicant is not in compliance with alf restrictions
DVS Locations: 651-297-2005 indicated on the driving record, - -
Motor Vehicle Questions: 651-297-2126 *  Notvalid as Enhanced Driver’s License (EDL) for horder crassings.
TDD/TTY: : 1. 651-282-6555. oo Tl oo aets stalen and duplicate EDL cards are deactivated.and may not:be

. : e N g 7 L.~ .. used for horder crossings. T s

PsS33100-36




EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTT

ONS STAFFING GROUP
IN CASE OF AN EMERGENC

Y - NOTIFICATION INFORMATION

Employee Name; I: M W-easm, \\-M

Address:

A.'Lo'f’ legc

Home Phone: Z n:LLf 1-282085

BT EMERGENGY CONTACTS
Please list wo peapla (i priopity ofdgr) who could be :}mtaqtégi In cas

Home Phone:

é of an emergency

Contact #1

Name: Pamela \Newre-

Relationship: yw gHrer~

Cell Phone: (051 237 Al

Work Phone;
Contact #2 Home Phone:
&S
Name: AAvandia Lacte Cell Phone: %@ﬂp Y3z 7296
Relationship: [yy.end Work Phone:

This information wijl remain confidential and wij only be used in the case of an emergency



v

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

.A;'J" 1’44" i\

PANRO BRRCHIEN
| Direct Deposit (Please complete Sections 3 and 5 below)
) Payroll Debit Carg (Please complete Sections 4
DIRT-¢ ] DEROSI

Ry take up Ip 7 days to be activated
(Please complste Section § below)

T understand and acknowledge that if I do not provide a
voided check with thig direct deposit form,1am
responsible for any delays in payroll or extra costs
incurred if the account number that I provide is incorrect,

mital DA pp & i)
Account Type: [] Checking [] Savings [Jother

To help us avoid making an error, please attach a copy of a voided check. (= deposit slip will not work)
* Ifyou change banks, donotcloseyonroldbankacconntnnﬁlyunrdirectdeposithasstm'ted atmenewbank,whichmaymke2 Pay periods,

First N Last Name Date of Birth
lL-outse }g&v’& H 7 98¢
Street Address (POBOX NOT ACCEPTARLE) Social Security#
331 T 706

City 'S l i%e v, Zip S 103 Cell Phone {mobile) kql 2805

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

Payroll Debit Card Routing # Payroll Debit Card Account #
1have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,
lam agreeing to the program terms, conditions, and disclosures that are included or made avail i i ial instituti

made in error to my account(s). red for pay stub information.

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

Employee's Signature: Q&lﬂg Meve Date:_ ¢~ =7 |5
B——




Authorization

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

The Consumer Financial Protection Bureay’s “Summary of Your Rights under the Fair Credit Reporting
Act” s attached to this authorization. if yoy 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: D:g A\ /0 L.oyise YN

First Middle (O Last
none)

Other names used:
Current county of residence:

A
Current and former addresses: SA’W\ A

current ol \nen\es Avg Mt Lz © sol3

from Mo/Yr to Mo/Yr Street %ﬁtﬁi\& Zip
1 ] <3103

from Mo/Yr to Mo/Yr 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 not use it for any other purposes.

“ 71988 357 b 108

Date of hirth Social security number
$94Y919 Y9 4¢BTZ ~_Denina Yow
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: [,

Dentinm Yo g 117

Signature Date
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employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this_ § day of 1 » 2017, between
Emplo§§r Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and \ % hereafter referred to as “employee”.
WITNESSETH:

Employee Signature

Dt _n/a M‘L
Employer Solutions Staffing Group LLC, Representative




employer solutions staffing group..

lmportantllmportante

LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you
must notify your staffing recruiter that the check cannot be found. if 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

Si su cheque de Pago fue robado, primero debe denunciar el robo a Ia policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):

Signature/Firma: M




-

employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

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;:

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,



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 recejve
Compensation for the time away from work. The physician must complete a

Report of Workability.

Printed Name:_Doniomn Neve




rom OOD0) Pre-Screening Notice and Certification Request for

(Rev. March 201g) the Work 0pportun]ty Credit OMB No. 16451500
E?Em”a'}’.‘q‘é"v;,'.}.',’ %Irrsj?;"'y P Information about Form 8850 and its Separate instructions is at Www.irs.gov/formssso,

Job applicant: Fil| in the lines below and check any boxes that apply. Complete only this side,

Your name 0 LANL-RA o | Bm Soclal security number b 221 76 ZOQ[
Street address where you [ive 11 S thﬁ-&b A\ )
— —_—

Chy or town, state, and ZIP code w

(2
County Telephone number 29 280%
If you are under age 40, enter your date of birth {(month, day, year) 44 »—I- H @Q—

1 [ Check here i you received a conditiong] certification from the state workforce agency (SWA) or a Participating local agency
for the work Opportunity credit.

* lama member of 5 famlly that has received assistance from Temporary Asslstance for Needy Familles {TANF) for any 9
months during the past 18 months,

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

* | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
Program, or the Department of Veterans Affajrs,

® | am at least age 18 but not age 40 or olderandlam g member of a family that:
a. Received SNAP benefits (food stamps) for the past 6 months; or
b. Received SNAP benefits (food stampes) for at least 3 of the past 5 months, but is no longer eligible to receive them,

® During the past year, | was convicted of 3 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 totallng at least 4 wesks but less than 6 months during the
past year,

3 [ Check here i you are a veteran and you were unemployed for a period or periods totaling at least 8 months during the past
year,

4 [ Check hers jf you are a veteran entitied to compensation for g 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 Yyou are a veteran entitled to compensation for g service-connected disability and Yyou 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 g family that;
* Received TANF payments for at least the past 18 months; or
* Received TANF payments for any 18 months beginning ater August 5, 1997, and the earllest 18-month period beginning
after August 5, 19897, ended during the past 2 years; or

* Stopped belng 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—Aji Applicants Must Sign
Under penalties of perjury, | declare that | gavs the above Information to the employer on or before the day ! was offered a job, and it Is, to the best of my knowledge, true,
correct, and complete,

Job applicant's signature p t 261} tg! e }-IMQ Date &~ 7 { 7

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851 Form 8850 (Rev. 3-2016)
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. Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE
EmLOYER SEC'I‘ION= ax Crogfs Adininistiation
Client: Company:
Location: Position; Starting Wage: §
EMPLOYEE SECTION:
First Name: Last Name: Suffix: Street Address; City/State: Zip:
\ e TS Ohordes, pue Stpwl. My |SC1p2
SS#: Date of Birth: e: Have yon worked for If yes, location:
33 7 7‘6 709 q ‘7 /qgr A3gZ this company before?
Yes[ | No
Please complete all questions, and sign and date the form, Yes No
1. Have you or hag anyone living with you received Temporary Assistance to Needy Families (TANF) a ﬂ\

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

2. Have you or has anyone living with yon received Food Stamps (SNAP) at any time during the past 15 months? || 0
(If yes, please provide information below.)

Name of the Person recejving benefits; —— Relationship to you: __
City: County: State;

3. Have you received Supplemental Security Income (SSD) 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,
*fyou checked yes plegse Provide a copy of your SSI documentation,

Have you received any type of vocational rehabilitation services Within the past two years? || O
Ifyes, please indicate which type of agency you worked with and provide thejr location information below:

O Vocational Rehabilitation Agency  [] Dept. of Veterans Affais [ Employment Network (Ticket to Work Program)

Name of Agency: —— Phone#: __

City: County: ___ State: e B

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

5. Areyoua Veteran of the U.S, Military? *If yes, please provide q copy of your DD-214 and letter of separation,
(If yes, please provide information below, If no, please continue to question #6,)

Dates of Service - From; To:
Branch of Service:

O
O

6. Have you been unemployed at any time during the Iast 12 months?

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

O O oo
El NIl o]

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

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

—

Adﬂitiﬁnal Tax Credits

PLEASE READ, SIGN, AND DATE:
Under penalties of perfury, 1 declare the information above 1o pe frue and accurate 10 the pegy of my knowledge, ang | hereby authorize Aany agency, organization, or

individuals 1o supply such verification or information that may be needed o determine tax credit eligibility 1o my employer, employer representative (Associated
Consultants, Inc. dpa Retrotax), or the Department of Laor.

New Employee Signature: M{M m/}"{ Date: &~ 7 /7]
B ——




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date; January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION F ORM
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 9081 (or ETA Form 9062) for each certification request filed for the new target
group,

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

New Hire’s Signature: _Z);Jml-m/a l—\-{/v-e_ Date §—7 /7

New Hire Name: 1) s07ce4s0 Hgree

Social Security Number: 337 76 08|

Employer Name: Mm Hmm

Please check the statements below if they apply to you.

O I declare that | was in a period of unemployment that is at least 27
consecutive weeks and for all or Part of that period I received unemployment
compensation.

O I declare that | haye been in a period of unemployment since

(Enter start date)

Privacy Act Notice;

The Intemal Revenue Code of 1986, Section 51, as amended and its enacting legislation, P.L_ 104-188, specify that the State Workforce Agencies are the
"designated" agencies responsible for administering the WOTC certification procedures of this program, The Information you have provided completing this
form will be disclosed by your employer to the State Workforce Agency. Provision of this Information is voluntary; however the Information is required to
determine your emplayer's eligiblity for the federal tax credit

red fo obligation to
required (P.L. 111-5). Public reporting burden Is estimated to average 10 minutes per Tesponse, including the
fime for reviewing Instrucions, searching existing data Sources, gathering and maintaining the data needed, and completing and reviewing the collection of
Information. Sand comments regarding this burden estimate to the U.S. Department of Labor, Division of National Programs Tools Technlcal Assistance,
Room C-4510, Washington, D.C, 20210 (Paperwork Reduction Project 12050371). Please do not submit completed forms to this address,
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employer solutions staffing gro.upAc

ESSG WORKPLACE SAFETY POLICY

It is ESSG's policy that all employees should he able to enjoy a hazard free and safe
work environment, Tt ig ESSG’s duty to;

recognized hazards and comply with standards, rules and regulations issued
under the OSH Act,

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

* Responsibility to work in compliance with OSHA laws and regulations

° Responsibi]ity to use personal protective equipment and clothing as directeq
by the host employer

° Responsibi]ity to report workplace hazards and dangers

) Responsibi]iw to work in a manner a5 required by the employer and use the
Prescribed safety equipment,

You have the following basic rights:

® Right to refuse unsafe work
° Right to know or be informed about actual and potentig] dangers in the
workplace



L

employer solutions staffing group..

“

Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and agk my supervisor, a member of management or to telephone

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

Employee Name (Please Print)

Employee’s Signature:

M&Mﬁﬂ Date:_ § 77




TG

employer solutions staffing group..

Notification of Minnesota Law Requirement —
Unemgloxment 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 fo
affirmatively request an additional sujtabje Job assignment, (2) refuses
without good cayse an additional suitaple Job assignment offered, or (3)
accepts employment with the client of the staffing service, s 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 additionaj assignments. If you fail to do so, it
may affect your unemployment benefits.

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

& 7/7

Employee Signature: Date:

A
Employee (please print your name here)

CMG_SM - Rev. 09.2013



Aclmowledgement of Receipt Antiharassment Policy

| certify that I have received g copy of Employer Solutiong Staffing Group’s Antih
understang that it is my reeponsibmty to read thig Policy ang ask my Supervisor
Management o to telephone Employer Solutions Group (ESSG) at 962,835,
any questiong | may have aboyt this policy. 1 agree to camply with ESSsc’s policy on A
and Understang failure to comiply is grounds for dlscipllnary action, up to and including te

l also agres that if ot any time during My employment m i
Subjected to any type of discrimination, includlng discriming
color, nationa| origin, disabm'ty, Mmaritaj, sexygj orientation o veteran status,

Employee Name (Please Print)
'

Employeg’s Signature:
[ &ﬂ"—% M Date: §— 7 /-7

22

=i S

y Supervisor,
7573 in orde

Manager,
I to obtaijn



WILL STATEMENT

23



E ACKNOWLEDGMENT

terminated at the will of either party gt any time, '

2. The changing needs of the business wijj require alteration in method, practices and
policies, and the Company wij| Unilaterally revise, as Necessary, to meet these
changing Needs,

3. lagreeto notify my ESsg Consultant immediately of any change in my persona]
data such ag phone Number, address, emergency Notification, ete,

Date: 71 1

Associate's Signature; [ 2:54:. 16X 44 M
Associate's Printed Name\ ? ' i o
Orientation Provided by: =

24
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DRUG AND ALCGHOI-.- -
TESTING CONSENT FORM
1. I have been allowed to read ang inspect a written copy of ESSG policy on
drugs and alcohol,
2 I have read the.entlre contents of this policy and | am aware and fully

related to the test.

Lo

Individual's Name

257 Sy

Date

SIGN THIS VERSION OF CONSENT—SAME As PAGE 6

10



* employer solutions staffin

Leveraging Recousies in 2 Changing Movkes

Enhanced MEC Plan_Plan 1

Benesfits Enrollment Form
Employee Information

Name (First and Last)

L1 New Empioyee i |

g group

f .-"' '-'\".'-‘ !
e

:nzluyer sohiions gtmp.

SOV et Uit e

Rehire Rehire Date

€29)

Benefit Plan Administrators, Inc

Socfal Security Number
|Address City State Zip Code
S< 102 MAu §%103
Gender LI Male | Marital Status BR Single [ Dats of Birth Date of Hire
3, Female | L[] Married [ Divorced 1/ qgg—
Phone Numher: ot - Emall Address:
249 -2¢405
Please Select Desired Coverage:
Employee Only - D Employee+Spouse - 'Employee-l-Child(ren) - E Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week

Social Seourity # Birth Date | Sex Relationship
O Mae O Spouse [J chig
W1 Last Name I Femals Domestic Partner
Social Seourity # Birth Date | Sex Relationship
O Male [ISponse [ Child
AR Last Name [0 Female [0 Domestic Partner
Social Security # Birth Date | Sex Relationship
O Mae Spouse [ Child
| First Name ML LastName O Femue ] PD . .
O 0 0
NAME OF PERSON COVERED (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employsa Acknowledgemant and Authorization - | hereby apply for the group benefit(s) as indicated. | acknowledge that alj entries are true and complete and that
any misstatements or faflure to report Information may be used as the basis for cancellation of covarage for me and my dependentys), if any, from the original
effective date, Further, | authorize L

my employer to make the necessary payroll deduction of premiums for covarages | have ejected,

IF ENROLLING

Tunderstand that | and/or my dependents,
must meet the raquirements defined in
(including
days after

itany,

my spouse) because of other Coverage, | may,
the other coverage ends. In addition,

Employee Signature i z ﬂ:&:lﬁ !ﬁ!& dﬂ EM
EMPLOYEES DECLINING & _1am DECLINING coverage

walve any coverage and desire to participate in the
the Certificate of Coverage for the company’s medical or dentaj p!
in future be able to enroll myseif or my depend

p forms as a result of marriage, birth, adoption, placement for adoption of parting sult

- YOU MUST SIGN HERE

pate

—

of adoption, | may be able to enrolj myself or my dependent, provided | request enroliment within 31 days of the event.
IF DECLINING- YOU MUST SIGN HERE
Employee Signature Q/l/l l‘ AL M Date g—T 17

Plan at a later date. I/we may be considered a fate enrolles and

8. if I decline enroliment for myself or my dependents
ts In this plan, Provided | request enroliment within 31

Employer Solutions Staffi

ng Group Health Benefits Team

PO Box 46270 Minneapolis, MN 55344-9956
Phone: 862-767-9519 Fax: 952-767-9515
Email: Health@employersoluﬂonsgroup.com



T ———e—asaasscy AVAGSLILEL DCNCIITS Plan 2

+ VS| 219301-ESG-1 OFFICE USE ONLY LOCATION \ | RehireDate___/ _ / _ L
ENROLLMENT FORM ESC CU(UNAC-MN) P1 v18.2
inmN'r USING BLACK or BLUE INK (Must B Filed owy

Name .  Social Security # Home Phone &1 ‘s 5
Deniomn W 357 76 208] _{ 249 72086 > MIX
Address Apt. #
(I Chawleg | 126 ¢
City ' State zip Date of Birth
S-}ﬂxowl M L _§§to3 Y’/ 71798C

RSN | Tves[ N . f¥es, please continue,
Medicare Health Insurance Claim Number (HICN) ' Medicare Effective Date

B.DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE ME

e U S T e T o7 St e £ v s om0 e s R S e S e o v oo

.Name of Covered l;;;s-on (s): !
3.

1. [ 2
Payrol Daductad Weekly Rate
You MUST select a coverage level before any benefits in Section C. Your coverage level for the all benefits in Section C will be

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

SELECT COVERAGE LEVEL F© "‘E,v'?s'l';'lgi’;‘_'!“m DENTAL VISION TERMUFE | SHORETERM
Employee Only [ ] s2025 [ se7 D] saaa B soeo | sa20 @
Employee +1 [] $41.10 $12.34 $4.92 $0.90

Employee + Family D $54.88 $20.36 $6.56 $1.80

i _!\lOtoALLBeneﬁtsE | DYes ':!l\_lf) DYes DNO_ DYes D“NO DYes DNO J_DYes.DNo ;

Thi ge i i j , Hi, or PR, ZS'I: Dis nc;t available to persons who work in CA, HI, -Nj,_ N‘R?l;l:_

e resttrrerse s ettt Hreest e v e spvroearemesymne,

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 | Relationship
/7

Sex
] e L0 [MITE] | Cspouse[Jchia[] Domestic Partner
Name | Social Security # Date of Birth Sex ' Relationship
I _ e ,E (] Spouse [_] Child [ 1Domestic Partner

Name " 'Social Security # Date of Birth | Sex Relationship
N1 | II[F] ([spowse[JchialT Domestic Partner
Name jSocial Security # | Date of Birth ! Sex | Relationship

.. e e 0 HMITED | O Spouse [T Child ] Domestic Partner

__5! MUST SIGN AND DATE, EVEN i YOUDECLINE COVERAGE

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

paE 5/ 1,817

s Duvrn o

This is an Essential StaffCARE Enrollment Form,




