816/2017 E-Verify: Print Case Details - Preview

EVerify

SENSITIVE BUT UNCLASSIFIED

Case Verification Number: 2017136134240WA

Report Prepared: 05/16/2017

comm Information

Company ID; 47429 cmnpanyNana:EmpbyarBumﬂmnsmemup

Em e Information )

Last Name: Harper First Name: Deja

Date of Bith: 08/01/1881 Sovlal Sacurlty Numbar: ** * 2310

Hire Date: 05/18/2017 Citizenship Status; A cliizen of the Unitad States

Documant Information .

List B Dosumant: moardbsuedbyau.s.fadsml.slahnrboalqwammrnagemy List C Document: Sooial Security Card

Casoe Status Information .

Current Case Result: Employment Authorized i Employer Case ID;

Case Submitted On: 05/16/2017 Case Submitted By: SGLAB832
SENSITIVE BUT UNCLASSIFIED

hﬂps:lle-vﬁfymcls.govhueblPrImCmDetails,aspx?CaseVaNwn=2017136134240WA

n



i employer SOlUtiOﬂS Sta.fﬁng group‘] 7301 Ohms Lane Suite 405

Edina, MN 55439
Leveraging Resources in a Changing Market Tel: 952,835.1288

www.esgstaffingsolutions.com

New Hire Application

Personal Data— PLEASE PRINT LEGIBLY IN INK

Last Name_Bch_ﬁg First Name Dé)(k Middie Initial D

StrestAddress (28  CModQuoneth St ceet- AptiSte P
City/State/zip _S\. Yo L\ AN €S~ oY  Ssocial Security Last Four XXX-XX- 22/ 0
Phone Number _0S\ ~H/ 7134, Email Address "O\Q!g-egé J‘\jzg @ .(,"mi ]

ng Agency/Recruitment Partner -

All offers of employment are conditional upon satisfactory proof of Identity and legai abllity to work in the U.S.A.

Are you legally authorized to work in the United States of America? [JYES []NO

Applicant Certification and Authorization
1 authorize Employer Solutions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
qualifications for empioyment. 1 authorize ESSG to make inquiries of my former employers, except as indicated in this appiication,
regarding my previous duties, responsibilities, performancs, compensation and eligibility for rehire.
I understand that a comprehensive background check may be conducted to determine my eliglbility for hire by certsin clients of ESSG.
This may include but Is not limited fo, investigations of criminal and/or conviction records, driving records and/or a drug screen test as
required by clients, government regulations or by ESSG policies. .
I release ESSG and other persons or entities from any claims that might be based on ESSG's decision to conduct a background check.
I certify that all statements made In my application are true and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any material omission or misrepresentation will result In my disqualification from
consideration for employment or, if discovered after | begin employment, will resuit in my termination.

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

e Q%L_M_—M]ﬁg Sic i leilad
Applicantg/Signature Date

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

Deya

@ (Print or type)

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

ESSG - Supermoms CMG Rev. 05/2015



Form W4 (2017)  ecwmuingr - o oo Ty

Basio Instructions. If you aren't exempt, complete canslder making estimated tax ents using Form
Purpose. Complete Form W~4 so that your the Personal Allowances Workshset below. ?he 1 gy-a%mﬂm&%ﬁ% og'ngmsg;
employer can withhold the comect faderal Income workshests on page 2 further adjust your gnnulty ncome, see Pub. 505 o find out If you should
tax from your pay. Consider completing a new Form withholding allowances based on Remized ust withholding o Form W-4 or W-y4P
W-4 each year and when your personal or financlal deductions, certaln credits, adjustments to income, adjust your g on Form 0
situation cmes. or two-eamers/multiple jobs sftuations, mr?dnmm or multiple jobs. if %og l'gave am
Exemption from withholding. If you are exempt, Complets all worisheets that apply. Howaver, you ‘”t °| e e ""°'°| one jon, figure the
compflg onlylines 1,2, 8, 4, antr; and sign the may clalpm fewer (or zel:'gz allowancgé.y Far ragularyu on a,,'“;'!,,‘, Sral?.,f auoﬂ@h?:myofr%:ﬁ:ly or?g ,Eg ik
form to valldate it. Your exemption for 2017 axpires wages, withholding must be based on allowances W-=4. Your withRoldin, will be most ""m
February 15, 2018. See Pub. 505, Tax Withholding you claimed and may not be a fiat amount or when ail Sllewanom, 3;'2'1’3'3“ onthe Fonnmwu 4
and Tax. percentage of wages. for tha highest paying job and zero allowances are
Noter If another person can claim you as a dependent Head of househeld. Generally, you can claim head claimed on the otgers 8ea Pub. 505 for detalls,
on his or her tax retum, you can't claim exemption of household filing status an youir tax return or\tz I Nonresident allen. If onresident allen, se
from withholding If your iotal Income excosds §1,050 you are unmarried and pay more than 509 of the Notios 1300 ol Diemonta] Ee g et otions foo
and Includes more than 350 of uneamed income (for costs of kesping cl.llﬁ a home for yoursslf and your Nonresidert Al P eg'sfo 'mletl this fo n
example, interest and dividends), . gegagttir| as't'.vrpﬁ or qualﬂ%lgrgd lrédel\él:‘:lgﬂals. e ch" z °"‘:’ ; re::p "io w":'
ub. 501, ons, Stan jon, an eck your withholding. After your Form takss
8. An emplglvnee may be able o claim Flling Information, for informaticn. effect, o0 Pub. 505 to s how the amount you are
exemption from withholding even if the employes is having withheld com to your projectad otal tax
& dependent, if the employee: Tamax ,_,m: L Iln"flg!' T,ﬁu mmgﬂgﬁuﬂ;'&: fis Into forz?lgll Ses Pub, 58; sepscyl:lly your earnings
* ls age 85 or older, withholding allowarces. Credia or o or dependent ~ Sxceed $130,000 (Single) or $180,000 (Married).
® s biind, or care expenses and the child tax credit may be claimed Future developments. Information about any future
o Wil clalm adj ents to Income; tax & galn%thba ggsmfangfgllmnm Wo;lgﬂheat below, Fevlae'lo ments affgmlng Form }I\M (ant)tcwh" lais:
ustm or ad]h. o rmatis enacted after we (2120 e posted
itemized deduotions, on his or her tax retum. cr?dlts Into w]ﬂ-.]:g]d]n a.,g',},:.?c?;“ LY cther aetg wwwgps.gov/m. = R g
Personal Allowances Worksheet (Keep for your records.)
A Enter"1"foryourselfifnooneelsecanclaimyouasadependent. S 0 0 0 0 006 0 0 b6 .8 006050 0 a IN t
* You're single and have only one Jjob; or
B  Enter*1”if: * 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 °-0-" if you are married and have either a working spouse or more
than one job. (Entering ®-0-" may help you avoid having too [ittie tax withheld.) . 5 0 owWo o

Enter number of dependents (other than your spouse or yourself) you wiil claim on your tax retum . 5 0 o

Enter *1” i you will 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 a credit

(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)

G  Child Tax Credit {including 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 married), enter “2” for each eligibie child; then less “1" if you
have two to four eligible children or less “2” if you have five or more eligible children.

® If your total income will be between $70,000 and $84,000 ($100,000 and $118,000 if married), enter “1” for each eliglbie child. G
H  Addines A through G and enter total here, {Note: This may be different from the number of exemptions you qlaim on your tax retum.) » H

® if you pian to itemize or olaim adjustments to income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2. '

mmo

——

= CHEF

complete all ® If you are single and have more than one Job or are marvied and you and your spouse both work and the combined
worksheets sarnings from all jobs exceed $50,000 ($20,000 i married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avold having too littie tax withheld,

® |f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.
‘Separate here and give Form W-4 to your employer. Keep the top part for your records.

1 W"'4 Employee’s Withholding Aliowance Certificate OMB No. 1645-0074
orm

» Whether you are entitled to clalm a certaln number of allowances or exemption from withholding Is
f’,,‘,’;’,",‘,'}“,?;,“,,:'m‘gi.fm“" 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 You[_ first name and middie Initial

Deion 0. Lﬂ?iww,ocf/
£,

2  Your social security number

\

&.2"&5 8““'9“: ("""'lbzf and sireet or rural routs) 3 NAaingle [ Marmied L1 Marred, but witthold at higher Sings rats.
‘7\" Note: If married, but legally saparated, or spouse is a nonresident allen, oheck the "Single” box.

City or town, state, and ZIP code 4 I your last name differs from that shown on your soclal security card,

- Pau) IAAT % T /64 check here. You must call 1-800-772-1213 for a replacement card, P> ]
Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld from each paycheck . . . . . 5 5 6 0 oo a0 o OB S
| claim exemption from withholding for 2017, and | certify that | meet both of the following conditions for exemption. i
® Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and

* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
If you meet both conditions, write “Exempt” here. . . . e akll

Under penalties of perjury, | declare that | have examined this certificate and, to the best of my knowledge and beilef, it is true, correct, and complete,

Employee’s signature Dok g“, / ‘@ - / ~7

(This form is not valid unless you signit) »
9 Office code (optional) | 10 Employer identification number (EIN)

~N o,

e}

8 Employer’s name and address (Employer:

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 OME ;:TJ;%O T
U.S. Citizenship and Immigration Services Expires 08/31/2019

P>START HERE: Read Instructions carafully before completing this form. The Instructions must be avallable, either In paper or electronically,
during complstion of this form. Employers are liable for errors In the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is llegal to discriminate against work-authorized Indlviduals. Employers CANNOT specify which
document(s) an employee may present to estabiish 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 constitute illegai discrimination.

Section 1. Emplayée Information and AHestation (Employsés must vemplete and sign Sedtion 1 of Form 1-0 fio lator
that the first day of employment, but riat before aqospting a fob offer) ;

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)
| Havoer Deja 0

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

L2S  Chateworts &y, B[ g Y. Paul pt | Ser04
Date of Bith (mm/ddfyyy) | U.8. Social Security Number Employee's E-mail Address Employee's Telephone Number
0b-01- (99! |M{d-Rl4-REd 1ol abeauty R gl | yo\-LiT1~34y,

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

| attest, under penalty of perjury, that | am (check one of the following boxes):
T#4~ A citizen of the United States

" {[C] 2. A noncitizen national of the Urited States (See instructions)

|:] 3. Alawful permanent resident (Alien Registration Number/USCIS Number):

|:| 4. An alien authorized to work  uniil {expiration date, if applicable, mm/ddiyyyy):
Some allens may write "N/A" in the expiration date field. (See Instructions)

Allens authorized to work must provide only one of the following document numbers fo compiete Form 1-9; Do ?,’,},53;;',,?;‘;,;2;“
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number,

1. Alien Registration Number/USCIS Number:
OR

2. Form |-84 Admisslon Number:
OR
3. Foreign Passport Number:

Country of Issuance;

Signature of Employee [ st . . , Todgnitt; {mr_r_t/ddg/yy!)7
[Fréparér andlor Translator Dertification (ahetk el T T T i
I:] 1 did nol Use & preparer or translator [C] A preparer(s) andror trahstator(s) asslsiad thy einployee in eempleting Section 1.

(Fieits below must be aemplsjed and signed when preparars antior frensiataly gesist an empioype in ourfipletiig Shotien 1)
| attest, under penaity 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.

Slgnature of Preparer or Translator Today's Date (mm/ddyyyy)
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 Eligibility Verification : USCIS

Department of Homeland Security Form I-9

. N A OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

ec mp ‘W-"’ or/ uthorized Repreesntative R view and Verl cation AT & R
(W%Wd'quMed' o3 P must compiete and sign Seotion 2 within 3 business days of the employee’s first day of emplaym ;
must physicelly examine ® document from List A OR 8 combinalion of ane document fromList 8 and one document from List G as listed on the
of Aacepiable Documents.) 5 LI A R N L e S e i
Employes Info from Section 1 ﬁ"m Famﬂy:ame) mamefslmﬂama) L& cmm‘ipﬂl'ﬂﬂﬂnmﬂonsubm

ListA unﬁ'& AND ListC

Identity and Employment Authorizatlo Identity Employment Authorization

Document Title : Dom'lﬂme Document Title
"_-I‘ w\ t\{)
i

S 1T of N e
n Date (7 any)

| Document Number | Document Nlaher U D nt Number
Expiration Date (i any) (mmvediyyy) | Expiratio i ) Expiration Date %m o )E
Z;: :; ;oﬁ YLJ’K
L 8

Document Title

Iseuing Authorfty | [Addttional Information 50 Nk Ve o e

Document Number

Expiration Date (if any)(mm/ddiyyyy)

Document Title

1ssuing Authority

Document Number

Expiration Date (i any)(mm/ddyyyy)

Certification: | attest, under penaity of perjury, that (1) | have examined the document(s) presented 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 knowladge the
employee is authorized to work in the United States,

The meloyee's first day of smployment (mm/dd/yyyy): 0fs14 201 )  (See instructions for exemptions)

Sig Empl r Representative Today's Date(mm#id/yyyy) Title of Employer or Authorized Representative
‘ =S -\o 2030
Last Employer or Representative \Fitst Employer of Authorized Representative Emplayer's Business or Organization Name

' IV A 1. ™ 1 EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Orpanization Address (Strest Number and Name) | City or Town State | ZIP Code

7480 FLYING CLOUD DRIVE  SUITE 200 MINNEAPOLIS MN 85344
i

Bection 3. Revaerilication and Rehires (To be completed and sined by employer or authiorizéd reprosentative) T
A. New Name (If appiicable) B. Date of Rehire (if applicabia)
Last Name (Family Name) First Name (Given Nams) Middie Initial Date (mmv/dd/yyy)

WWW_"W_WWMWN information for The documént or recelpt Thal establishes
continuing employment authorization in the space provided below.

Document Tille Document Number Expiration Date (7 any) (mm/ddyyy)

1 attest, under penalty of perjury, that to the best of my knowledge, this employee Is authorized to work In the United States, and If
the 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/dd/yyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N
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ef,.uscr:) this,cil%' Y
ys%mhdu or both J’ Ty
' arctbelonts o me Socmi Sccunty Adrfymstrauon and"
tit e ask for u— T N Sy A :

nd?n tnrd tﬁht lsn 't yours. pleaselretu

i Social Socumy Administration
" PO.Box 17087, Bultlm{re,rMD 21235 4
i y“othqr Soclal Sccunty busnnessllnformanon.,comact your. nx'l
cal ocul Secumy office. lﬁm ‘write-to the abo e address for any

er | hagfrptummg a found card it will take longer _fggxg}
o p e O




EMERGENCY CONTACT INFORMATION

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

A X w0
: Employee Name: m \_—-bg({)ﬂ/

Address: %Z-J I\_ﬂvﬁ\ Zed S _\M~esy Abtﬂ vih MM St'?d
Home Phone: bl “AS0 —BSRF P

T EMPROENCY CONTATT e
_Please list two peaple (in priority order) who oould be contavted In case of an emargency
Contact #1 Home Phone:
Name: WOM I~ 0N Wwi—piny Cell Phone: {5\ - AR 1-0658~
Relationship: 6&1 lervend Work Phone:
Contact #2 : Home Phone:

Name: JepGe (~0Ode Cell Phone: (g2~ S3 10765~
Relationship: <,C4-¢p” Work Phone:
dditional 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)

Employess have the option of receiving wages by Direct Deposit and/or Payroll Debit Card.
If you do not provide a writfen election, wages will be paid by T aper Check.

Direct Deposit (Please complete Sections 3 and 5 below)  Note: Direct Deposit accounts may take up to 7 days to be activated
| Payroll Debit Card (Please complete Sections 4 snd 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
incurred if the account number that I provide is incorrect,

Account#

Account Type: [ Checking [] Savings [JOther

e Tohelpus avnidmaldnganm,pleaseattachacopyofnvoidedcheck. (a deposit slip will not work)
- ]fyouchangebanks,donntnloseyomoldbmkacconmlmﬁlyomdirectdepnsithassmtadatmenewbank,whichmaymkezpaypmiods.

SEGTION L PANROL

Initial Date

DEBEL CARD IGEOBAL GASTECARD)

Federallawrequiresaﬂﬁnancia]insﬁmﬁonsmobtain,variﬁ, mdmpordinﬁ)rmaﬁonthmidenﬁﬁeseachpersonwho opens an account. In order to
request & Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you. If
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, For your protection, the financial institution may ask you to provide them additional identification information so they can
verify your identity.

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

e = =i ]

L T S PRTE T i
i tate i ‘mobile

Yo Pa_ul MM ' &o0d (~54) 9~ 1296

RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account#
o s - o € . 400 NI D °l‘+gfo1

: Date: 5—"/& ‘/7
SECHION S NUHITORTZ O

I anthorize ESSG to directly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or autharized 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: ,Ola b‘l"&-"("‘-]@% @ Ohﬂal /.\ Cohn

this information will only be used to sénd your paystubs electronically

-

Employee's Signature: _%—M(IL Date: § —'/ 67/ 7

L [




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 legjtimate 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 Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” s attached to this authorization. If you are a New York a pplicant, 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 €1a \-\‘QL\P(P—EV
First ~ Middle (O Last
none)

Other names used:
Current county of residence:

Current and former addresses:

Pt
JeC. (e current ng’ Cliaxe e 9‘3‘% =K ?QQ‘ sy
from Mo/Yr to Mo/Yr Street : City, State & Zip

(<
M"r_’z_oﬁ_ DeC _20e 5222 [Mianeunaby  fee Sooen WS
from Mo/Yr to Mo/Yr Street City, State & Zip H/p

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.

blb-ol—19q) Y 70-R3~23(D

Date of birth Social security number
5339 W4 Lo (% D82 vuer  davpar

Driver’s license number & state Namé'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: (1.

?ge%ﬂu bﬁiﬂ:{/Zq 516~

Date



-
= uab

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this Z lo_dayof (M A , 201 7 between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and ;é‘%&_\é&w&w_ hereafter referred to as “employee”.
WITNESSETH:

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

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

Employge Signattire i

Umg Moag.

Employ@lutiqns 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, Iost 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 e pierde (qbe falta, fuera de lugar, destruido, perdido en
el correo, etc)Aisted debe notificar a\su reclutador de personal que el cheque no
se puede endontrar. Si se puede verifigar que el cheqgue no ha sido cobrado,
ESSG se defendra el cheque de pagoly reemitir el cheque a usted, descontando
un cargo de antre $ 25 - $ 35.

Si su cheque de\pago fue robado frimero debe denunciar el robo a |a policia
antes de que poda volv 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): DCI Q H-Qvg) eV

Signature/Firma: Q?ﬂ" M%‘
=3 % L




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.



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.

our employer immediately of any new injuries or conditions that impact

your physical condition.

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

I have read my responsibilities and agree to abide by these guidelines.

Signed:_%/ /
Printed Name: _%L l"&tgj/




- 8850 Pre-Screening Notice and Certification Request for
Sl the Work Opportunity Credit OMB No, 1645-1500

Emma]' m&%mce ) » Information about Form 8850 and its separate instructions is at www.irs.gov/form8850.

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.
Your name _&é\m \&Q\r eV’ Social security number P L'f7o 25”0
pu ) 1)

Strest address whereyou live {p2& - C“:Q S ihmrt-  Cdreet . H‘-ﬁ
City or town, state, and ZIP code QL ﬁ? Qv( M s gz? (=il

County ﬂamﬁoy Telephone number bS( -1 713U &

'ou are under age 40, enter your date of birth {month, day, year) _w —= Q /

1 [ 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 foilowing statements apply to you.
* 1 am a member of a family that has recelved assistance from Temporary Assistance for Needy Familles (TANF) for any 9
months during the past 18 months.
* | ama veteran and a member of a family that received Suppiemental Nutrition Assistance Program (SNAF) benefits (food
stamps) for at least a 3-month period during the past 15 months.

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

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

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

* Ireceived suppiemental security income (8Si) 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. i

8 [ Check here if you are a veteran and you were unempioyed for a period or periods totaling at least 8 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 [J Check here if you are a veteran entitled to compensation for a service-connected disabllity and you were unemplioyed for a
period or periods totaling at ieast 6 months during the past year.

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

* Stopped being eligible for TANF payments during the past 2 years because federal or state law limited the maximum time
those payments couid be made.

[J Check here if you are in a period of unemployment that Is at ieast 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 ajob, and it Is, to the best of my knowledge, true,
correct, and complete.

cant's signature P M’TM’ Date § ~/ é i 7
For Privacy Act and Paperwork Re cﬁoy(ct Notice, sée page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)




. Form A (rev. 01/2016) TAX CREDIT QUESTIONNAIRE

EMPLOYER SECTION:
Client: Company:
Employer Solutions Group
Location: Position: Starting Wage: $
EMPLOYEE SECTION:
Employee Name; . Street Address: City/State; Zip:
Dha B L2E Chrsusr S g poul  wel 0
\
SS#: v Date of Birth: Age: Have yon worked for | If yes, location:
_ _ this company before?
{0 - 22~ 2D | O/ oy \AY 251 [ ves RENo
.
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) D D
at any time since Angust 5, 19972 (Ifyes, 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? D |:|
(If yes, please provide information below.)
Name of the person receiving benefits; Relationship to you:
City: County: State: '
3. Have you received Supplemental Security Income (SSI) at any time within the past 3 months? ] ]

Please note, this is not the same as Social Security benefits (8S) or Social Security Disability (SSDI) benefits,
*If you checked yes please provide a copy of your SSI documentation.

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

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

City: County: State: ;

*If you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work documentation.

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

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

Are you entitled to or are yon receiving compensation for a service-connected disability?

[
O

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

If yes, dates of unemployment - From: / / To: / /
Did you receive unemployment compensation at any point during your unemployment?
I yes, dates recelved uncmployment compensation - From: / / To: / /

]SS ]y | 5}
Oy O O

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 this a D 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? D I:I
*If you checked yes please provide a copy of your CDIB card,
CA Residents: Are you the child of foster parents? I:I Do you receive CalWorks? D Workforce Investment Act?
Are you a migrant or seasonal farm worker? I:I Have you ever been convicted of a misdemeanor?
SC Residents: D Do you receive Family Independence Benefits?

L~

PLEASE READ, SIGN, AND DATE:

Under penalties of perjury, 1declare the information above 1o be true and accurate to the best of my knowledge, and I hereby authorize any agency, organization, or
(ndividuals to supply such verification or information that may be needed to determine tax credit eligibility to my employer, employer representative (Associated
nsultants, Inc. dba Retrotax), or the Department of Labor.

NewEmployee Signature: : Date: S — b"/ 7




Qualified Long-Term Unemployment Recipient

ADDENDUM TO: IRS Form 8830 Pre-Screening Notice and Certification Request for the Work Opportunity Tax Credit

Client: Company:

Employer Solutions Group

Location: ~JEmployee Name: ) SS#:
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.

If applicable, dates of unemployment - From: ' To:
From: / / To: / /
From: / / To: / /

O I received unemployment compensation during my unemployment.

If applicable, dates you received compensation - From; To:
From: / / To: / /
From: ) / To: / /

Please read, sign, and date:

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

e B r

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.retrotax-aci.com




. employer 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

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

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

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignmeni ends. | also acknowledge that | have received
a separate copy of this form. [). 1= (Initial)

/

[ 2%&‘ é%‘/ SR
Emp oy‘le ignature: “ Date:

Dea V\Q oer

Employee (please print your name here)

CMG_SM - Rev. 09.2013



Lot %
fivas

T T e e ]

Acknowiedgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group's Antiharassment Palicy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with
any questions I may have about this policy. Iagree 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)
j a
M Q‘% / Ha =

Employee’s Signature:;

% Date: $'7é'/'7

/




I understang the foregolng agreement Concerning my at-wiil empiloyment status and the
Company’s right to determine and mod -]

and entire agreement between me and ESSG concerning the duration of my employment, the

If 1 have questions regarding the content or interpretation of this Handbook, I will bring them to the
attention of ESSG.

DATE_ S -[L~1~7 -
EMPLOYEE  _
NAME_ 1 A2 Yaper o

PLEASE PRINT
EMPLOYEE ~ _ _
SIGNATURE—M & —
/ [

ESSG :3 ? - ;
REPRESENTAT|VE W o =

23




E ACKNOWLEDGMENT

2. The changing Needs of the business wij| require alteration in method, practices and

Policies, and the company will unilaterajly revise, as Necessary, to meet these
changing needs, -

- 3. lagreeto notify my ESsG Consuitant immedfataly of any change in my personal
data such ag phone number, address, emergency notification, etc.

4.  lam responsible for the iﬁformation Provided herein and will, upon My separation,
return thig handbook to my ESSG Consuiltant,

Date:

Sl é~h

Associate's Signature;

Ssociate's Printeg Name:

Orientation Provided by:

24




Acknowledgement of Receipt Antiharassmen¢ Policy

| certify that | have receiveg a copy of Employer Solutions Staffing Group’s Antiharassment Policy, |
understand that it is my responsibility to read this Policy and agk my Supervisor, g member of
ma_nagement_or to telephone Employer Solutions Group (ESSG) at 952.835.1288[1.868.498.7573 with
any questions I'may hava about this Policy. | agreg tg comply with ESSG's policy on Anﬁh'a"ré'sé'ment
and understang failure tg Comply is grounds for dnsclplinary action, up to ang including termination,

Subjected 1o any type of dlscrimlnaﬂon, including discrimlnation becauseg of race, sey, age, religion,
color, nationaj origin, disabliity, Marital, sexyg| orientation or veteran status, or if | am subjected tq any

Employee Name (Please Print)

Deya WMvper | =

Employeg’s Slgnatufe: | ' :
_Q:.—///;\- M\_ﬁmﬁ Wl Z
. V4 :

22



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.

;D%!&_J&r_&ev_
Individdal's Name

S -1to-17)
Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



