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PO Box 46270
Minneapolis, MN 55344-995¢6

) Tel: 952.835.1288
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employer solutions staffing group..

/“ ‘www.esgstaffingsolutions.com

New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name _.':},ML First Name Jéeeldd‘lﬁid Middle Initial __ (/

Street Address lq 2@ &QZ [%MI{F\ AptiSte &S
City/Staterzip ST &g! MN _ SSqi9 Soclal Security Last Four Yox.xx. §5 3

Phone Number 6 §]- 25 -5 § Email Address M @g /"I&I"/ cCoON

Staffing Agency/Recruitment Partner

All offers of emplo ent are conditional upon satisfactory proof of identity and legal abilj to work in the U.S.A.
Are you legally authorized to work in the United States of America? COYEsS [ONo
Applicant Certification and Authorization

heenounn) 0 inumt Kapupyas 0. Ohas, 4/ / 2017
Name (Print or type) Applicant’s Signature = Date

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

For ESSG Office Use Only
DOH NHW -9 —_— | 8850 w4
Emergency Contact Info Background Release Form Background Resuits 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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) The exceptions don't a ly to supplemental es Nonwage Income. If you have a lange amount of
greater than $1,000,000. nonwage Income, such as Interest or ends,
rorm W-4 (2017 Than 83,000, SaEPY o supp R0 vags | oh a8 ntarast o ot
Baslo Instructions. if you aren’t exempt, complete gonsider making estimated iaxdnlagments using Form
Purpose. Complete Form W-4 so that your the Personal Allowances Worksheet balow. ‘?he 1040-EB, Esﬂgdag%d Tai(&llnf :als. Olhellwlae,
employer can withhold the correct federal Income Warlshests on page 2 further adjust your you "“‘3]’ owe °|’,‘°ub ot %",‘1‘ L b °’s',f" id
tax from your pay. Consider compleﬂnﬁ a new Form withholding allowances based on itemized annuL;‘lty nmv:v"ﬁhselceﬂ i Fo v{,‘ % W_’;‘;,'," ou
W-4 each year and when your persanal or financial deductions, certain crecits, wmh Incomie, adjust your oiding on Form W-4 or b
shtuation c%anges. or two-eamers/multiple jobs s ons, mr?d earners or mulﬁplt#gnbs. if ngg have ath
Exemption from withholding. If you are exem Complets all workshsets that apply. However, you treniing 8pouse ar more than one job, figure the
complets only fines 1, 2, 8, 4, and 7 and sign mp;' may clalpm fawer (or zeurgz anowa:ggéy. For rsgularyo m‘a'“""g‘s g‘;‘f ‘"“mm V?r"', Breie edg claim
form to validate R. Your exsmption for 2017 explres Wwages, withholding must be baged on allowances ‘%‘ ¥y 4" n V,"dl" u::;ls wﬁ g’;”r’n‘gg ""m
February 15, 2018, See Pub, 505, Tax Withholding you olaimed and may not be a fiat amount or : ‘1"" o\ding : ly the Fo a°3",’
andrg{lymated Tax, Percentage of wages, f‘g’ %‘aﬂmﬂgta"ﬁﬁg m%nall:wanr;nes a-rt
Note: If another person can clalm you as a dependent Head of household, Generally, you can claim head claimed on ma%?h"'m See Pub. 605 for detalls
on his or her tax 5 ﬂoan‘t clalm exemption of housshold filing status on your tax raturn untlg If Nonresident allen, If resident al
from withholding if your iotal Income exoesds 81,050 you are unmarried and pay more than 50% of the Ngtli‘ce 15 gu;giem%”gom% ) lnsekucﬂgnn'ssfgﬁ
and inaludes more $350 of uneamed income (for costs of lrc&easulgg mug; goma foryourself and your Nonresident. 'Aliens, before completing this form,

example, Interest and dividends) depends r ualifying Individuals, See
5 ) Pug. 501, Exemptions, Standard Deduction, and

Exceptions. An empl may be able to claim
ding.

Check your withholding. After your Form W-4 takes

ek = i NN e
18 age 85 or older, account In figuring your allowable number of axro.%g d%%e:&%b'(sﬁn g{sﬁgwmg“(ﬂ;ﬂ%'fgs
withholding allowances. for child or dependent g "
° Is blind, or care expenses and the child tax credit may be clalmed Future developments. Information about any futurs
Wl clsim acustments to Inoame; tax credis; or See B Eow o mowanoes Workaheet beiow, agllahin a5 ong o W-4 schzs "
itemized deductions, on his or her tax retum. gredits Into withholding aliowances, at www.irs.gov/iw4,
Personal Allowances Worksheet (Keep for your records.)
A Enter “1” for yourself if no one else can claim you as a dependent . o 5 . A 4,
» You're single and have only one job; 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 jess.

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 iittle tax withheld,) . °© ° o o o c
D Enter number of dependents (other than your spouse or yourself) you will claim on your tax retum . 5 o o D
E  Enter *1” if you will fle as head of household on your tax retumn (see conditions under Head of household above) E
F  Enter™1”if you have at least $2,000 of chiid or dependent care expenses for which you pian to claim a credit F

(Note: Do not include child Support payments. See Pub. 503, Chiid and Dependent Care Expenses, for detalls.)
G Child Tax Credit (including acdditional child tax credit). See Pub. 972, Child Tax Credtt, for more information.

® If your total Income will be less than $70,000 ($100,000 i married), enter 2" for each eligible child; then less “{* if you

have two to four efigible children or less “2” i you have five or more eligible children.

» If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligblechid. G
H  Add lines A through G and enter total here. (Note: This may be differsnt from the number of exemptions you claim on your tax retum.) B H

® If you plan to itemlze or claim adjustments to Income and want to reduce your withholding, see the Deductions
For accuracy, and Adjustments Worksheet on page 2.
complete ail ® If you are single and have more than one job or are married and you and your spouse both work and the combined
worksheets eamlnFs from all jobs exceed $50,000 ($20,000 i married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withheld.

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

Form w-4

Depariment of the Treasury
Intamnal Revenue Service

Separate here and glve Form W-4 to your empioyer. Keep the top part for your records,

Employee’s Withholding Allowance Certificate

OMB No. 1545-0074
P Whether You are entitied to claim a certain number of allowances or exemption from withholding is 2 @ 1 7
subject to review by the IRS. Your employer may be required to send a ocopy of this form to the IRS,

1

2e

1796 €T

Your first name and middie laﬂal Last name 2 Your social security number

MQL - - - Ly~ 5~ G583
Mr ‘#%S 3 & single Married LI Married, but withhold at higher Single rate,

Note: If mamied, but Ingally separated, or 8pouse is a nonresident alien, check the “Single” box,

[
(number and strest or rural route)
A

Home address

City or town, state, ant“ZIP code *

MN) $51/9

4 Hyour last name differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 for a replacement card, >

S7r th)'
5

6
7

Total number of allowances you are clalming (from line H above or
Additlonal amount, if any, you want withheld from each paycheck
I claim exemption from withholding for 2017, and | certify that | meet

g,

$

from the applicable worksheet on page 2)

o

If you meet both conditions, write “Exempt” here .

Under penalties of perjury,

Employee’s signature
(This form is not valid unless you sign it) »
8 Employer's name and address (Employer: Completé/lines 8 and 10 only if sem!lng tothe IRS.)

i declare that | have examined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete.

Date» Lf/ A1 /2077

10  Employer identification number EIN)

8 Office code (optional)

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 1?1?1115?;3047
U.S. Citizenship and Immigration Services Expires 08/31/2019

PSTART HERE: Read Instructions carefully before completing this form. The Instructions must be avatlable, aither in paper or electronically,
during completion of this form. Employers are iiable for errors In the completion of this form.

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

document(s) an employee may present to establlish 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 illegal discrimination.

Béotlon 1. Employee Information and Attestatlon (Empioyees must sompiote and sign Sealian 1 of Form 19 nq later
thar) the firat day of employment but not heere aagpting a job offer) _

Last Name (Family Name) First Name (Given Name) Mlddla Initial Other Last Names Used (if any)
Haapen_ 0 eN Ny

Address (Street Number and Name) Apt. Number | City or Town State' ZIP Code
(16 €adf  Magno) 5 [T, fav] Mn) | 8719

Date of Birth (mm/ddfryyy) | U.S. Social Security Number | Employee's E-mall Address

Employee's Telephone Number
LA/a8 /)47 114014" 193] “boldeD||heonannAOL @ 5enifccom |61 - 3€¢ -5978

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

| attest, under penaity of perjury, that | am (check one of the following boxes):
| 1. A citizen of the United States

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

|:] 3. A lawful permanent resident  (Allen Registration Number/USCIS Number):

|:| 4. An alien authorized to work  until (explration date, if applicable, mm/ddfyyyy):
Some aliens 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 compiete Form 1-9: m%m}fﬁ;’gﬁm
An Allen Registration Number/USCIS Number OR Form |-84 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number;
OR

2, Form 1-94 Admisslon Number:
OR

3. Forelgn Passport Number:

Country of Issuance:

i re of Employee

Today's Date (rmm/dd/yyyy)

, s WY )
[Péipare? Bndfr Trahélator UertMioatn (eheck bnel T =
[ it ot usa & prenares ortranlataf.  [] A greparoris) andor wansiater(s) dssieted the emaye in compiéling Sedtia 1.

(Fleids balow myst be oqninieled and signad whan preparers anelior transiators assist an gmployea in oomplsting Sagtioh 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/ddAyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form1-9 11/14/2016 N



Employment Eligibility Verification . uscis
Department of Homeland Security . Form L9
U-S. Cizonship and Immigration Services m‘:,;g‘.,z’*g':;’

T a0 e s

List A
Identity and Employment Authorization

Document Title Document Title
Issuing Authority lasuing gﬂ |
e T (5o
Expiration Date (¥ any){mmitidlyyyy) Expiration Date (¥ any)(mm/cdd/yyyy)
' N/A
Document Title ;
| Issuing Authority Additional Information fm'
Document Number 4
Expiration Date (¥ any)(mm/idsyyy)
Mm qu
Issuing Authority
Document Number
Expiration Date (¥ any)mmiidiyyyy) ;

Certification: | attest, under Penalty of perjury, that (1) | have aexamined the document{s) presented by the above-named employee,
(2)ﬂnahova-llsbddocmnmﬂa)appeuhhoganulmandtomlahtomnmployan named, and (a)tpthebmm‘my knowledge the
employee Is authorized to work in the United States,

The employee's first day of employment (mnvdd/yyyy): Y [z i % (See instructions for exemptions)

of Employer or Authorized Representative Today's Datefmmaddsyyyy) Tme of Employer or Authorized Representative
e _—_E_ b’h—l[iq nd Ver }
LastNamedEmplayarorAummRepMﬁva FirstNamofEmpbyararAuﬁnﬂzadRepreaentanva Employer's Business or Organization Name
| enie Son EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employer's Business or Organization Address (Street Number and Name) |Clty or Town [State - |z1p Code
7480 FLYING CLOUD DRIVE SUITE 200 MINNEAPOLIS MN . ,g“_
Last Name (Famiy Name) Firat Neme (Given Name) Middle Initia} | Date {mmfddyyyy)

1 attest, under penalty of perjury, that to the butofmylmnwbdp,mlnmploynbaumodzodtomrklnm Unitad States, and if
the emplayee presented documentys), the document(s) | have examined appear to be genuine and to relate to the Individual,

Signature of Employer or Authorized Representative Today's Date (mmiddiyyyy) Name of Employer or Authorized Representative

Form I-9 11/14/2016 N












~ employer solutions staff Ing group..
Leveraging Resources in a Changing Market

Wage Payment Method Anthorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,

If you do not pro 'deawﬁttenelecﬁon, wages will be paid b paper Check,
SLEHON T BN ENEO RN L O N

SSN# (last 4 digits) " Eﬁcns'e Date

IL(“ AL S & 4 3y
L

. . * 312).T(
SECTEIoN 2 PANROEL L EE R oN
ETA Direct Deposit (Please complete Sections 3 and 5 below) Nam;DbzaDepasﬂacmmmaytakeuptp7daystobeacavamd

R Payroll Debit Card (Please complste Sections4 and 5 below) __| Paper Check (Please complete Section 5 below)
SECTTON 3 DIREET DEpOSL

A\

o mpdm Bank Account

1 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,

win A0t e fo1/)3

Rot i Ledem|
18

V001 p BRYAG |G
pe: DEIChecldngDSavings Cother

—————

Except for the routing and account number, ESSG does not have access to any information regardin,
transactions. On your first payday, you will receive your new Payroll Debit Card, and a packet containing all of the termg and conditions. Yon will
then sign acknowledging that you i i i

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

First Name ML Last Name Date of Birth
Street Address porox NOT ACCEPTABLE) Social Security#
City State Zip Cell Phone (mobils)
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)
Payroll Debit Card Routing # Payroll Debit Card Account #

'E;V?mwi?re_—%%%h;?oﬂ Debit Card, welcome brochure, program

SECEHION 5 A FHLORIZNEION
I authorize ESSG to di ly deposit my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adj

Jjustmentsfor 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: M@Ml Date:_4{/ 2 / [ 20 7




i 4

Authorization

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 origj-
nal. You make this authorization to be valid for as long as You are an employee of ESSG.

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

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

Printed name: ' -
First Middie (CJ Last
none)

Other names used: j{ev\)t\}\]
Current county of residence: |

Current and former addresses:

Mot aati] 7 _curen B CacT  Mgapiolit ST.0wol /MN/ 851/
from Mo/Yr to Mo/Yr Street City, State & Zip

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 not use it for any other purposes,

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 by checking this box: [J.

Tonsins O, Drgis /24 /2017
Signatur Date




~_~ employer solutions staffing group.

Leveraging Resources in a Changing Market

STATEMENT OF CONFIDENTIALITY

This agreement made this\\ day of ﬂ?M\ , 2012, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as “employee”.

WITNESSETH:

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

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

presentative




- employer solutions staffing group.

Leveraging Resources in a Changing Market

Important/importante
LOST OR STOLEN PAYCHECKS

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

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

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. Si se puede verificar que el cheque no ha sido cobrado,
ESSG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35.

Si su cheque de pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copia de la denuncia a su reclutador de personal que el
cheque fue robado. Si el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitira un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde):

Signature/Firma: “meua/\/ 0. QWW/)
4 !
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8, - 8850 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1645-1500
Department of the Treasury
Intemal Revenus Service P> Information about Form 8850 and its separate Instructions is at www.lrs.gov/form8850.

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

Your name M 0 t H HMM Soclal security number P> 4 Zg—?fg = @gf?

Street addresswhereyouve 1§70 &, fkbgmdl R
City or town, state, and ZIP code g? ‘ ﬂﬂf MM gg [/ q
County _@m”,} Telephone number _@5 / }95 '—SC? 7?

If you are under age 40, enter your date of birth (month, day, year)

1 [ Check here if you received a conditional certification from the state workforce agency (SWA) or a participating local agency
for the work opportunity credit.

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

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

» | am a veteran and a member of a famiiy that received Suppiemental Nutrition Asslstance 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.

» | 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 ieast 3 of the past 5 months, but is no longer eligible to receive them.

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

« | received suppiemental security income (SS!) benefits for any month ending during the past 60 days.

s | 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.

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

8 [ Check here if you are a member of a famiiy 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 §, 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 could be made.

7 [0 Check here if you are in a period of unemployment that is at least 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Signature-All Applicants Must Sign

Under penalties of perjury, | declare that | gave the above information to the employer on or before the day | was offered a job, and i [s, to the best of my knowledge, true,
correct, and complete.

Job applicant’s signature )Myﬂd 0 { @'DW Date L/ / j/ / )0 / ]

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 22851L Form 8850 (Rev. 3-2016)
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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: Street Address: ﬁ% < City/State: Zip:
. 7
n €76 Lo ﬁ/@mm ST, Yud | /MN |E119
s Date of Birth: Age: Have You worked for | If yes, location:
= . this company before?
Upl - §8-6oe3 | 913 1 MG |y | s e
Please complete all questions, and sign and date the form. Yes No
1. Have you or has anyone living with yon received Temporary Assistance to Needy Families (TANF) |:| E
at any time since August 5, 1997? (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 you received Food Stamps (SNAP) at any time during the past 15 months? |:| 3¢
(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? D

Please note, this is not the same as Social Security benefits (SS) or Social Security Disability (SSDI) benefits.
*Ifyou 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:

I___l Vocational Rehabilitation Agency |:| Dept. of Veterans Affairs D 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.

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

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

O
=

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

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

7. Have you been convicted of a felony or released from prison for a felony conviction in the past 12 months?

O O 0.
™ O WO

Conviction Date: / / Release Date: / /
Was thisa D Federal or D State conviction? If State - County: State:
Additional Tax Credits
JEC (Native American): Are you or your spouse a member of a Native American Tribe? D IB

*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? Have you ever been convicted of a misdemeanor?

SC Residents: D Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of perjury, I declare the information above to be true and accurate to the best of my knowledge, and 1 hereby authorize any agency, organization, or

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

New Employee Signature: A/ dr @Wﬂ Date: q/ a\/ / 9‘0 / 7




sppesidhizts in Tar Crodit Admmistration

Qualified Long-Term Unemployment Recipient

ADDENDUM TO: IRS Form 8850 Pre-Screening Notice and Certification Request for the Work Opportunity Tax Credit

Client: Company:

Employer Solutions Group

Location: Employee Name: SS#: ’
JAeenoquny O, HAkjol - L)Y -§8- GS83

EMPLOYEE:

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

[0  Ihave been unemployed at any time during the last 12 months.

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

[0 Ireceived unemployment compensation during my unemployment.

If applicable, dates you received campensation - 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 Signat“"% A} 0' %W th;:/ 9‘/ / 20/ 7

RetroTax®
3730 Washington Blvd.
Indianapolis, IN 46205

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

www.retrotax-aci.com



employer solutions staff INg group.

Leveraging Resources in a Changing Market

Notification of Minnesota Law Re uirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

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

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

Hoervgn) O, Qg Y/ /3007
Employed Signature: Date:

M O Hanfed

Employee (please print your name here)

CMG_SM - Rev. 09.2013



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.

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: j/(wﬂ%z\) @F ;@M

Printed Name: Héﬂggqhz O. (2{@@0/1_




—

Acknowledgement of Receipt Antiharassment Policy

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

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

Employee Name (Please Print)
L_O._Hpapan

Employee’s Signature:

M"—M‘ Date: 4 /3 (201D




RECEIPT OF EMPLOYEE HANDBOOK AND EMPLOYMENT-AT-WILL STATEMENT

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

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

I also acknowledge that, except for the policy of at-will em ployment, ESSG reserves the right to
revise, delete and add to the provisions of this Em ployee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the company. No

employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

I understand the foregoing agreement concerning my at-will employment status and the

company’s right to determine and modify the terms and conditions of employment is the sole

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

PATE®R Y /2y /2010

EMPLOYEE
NAME ’Fe 0 O Hptpen

PLEASE PRINT
EMPLOYEE
SIGNATURE ol (s Qaséu/l
ESSG |
REPRESENTATIV LA !

23



M ACKNOWLEDGMENT

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

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time.

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. lagree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, efc.

4. |am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: Y7 /3017

Associate's Signature:

Associate's Printed Name:

Orientation provided by: B —

24




DRUG AND ALCOHOL

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

understand that this policy in any form, and any employee handbook including this .
policy, are not a unilateral employment contract or offer thereof.

individuzl’s Name i

4/ /2007
Date |

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



5] 1 AL 5 )
@ employer solutions staffing group | u@% ES N G gy
@ Levgraging Fesourss ina Changing Marke: P m s . )

Enhanced MEC Plan_Plan 1

Benefits Enroliment Form J New Em

Employeelinformation

Name (First and Last)

Rosnman) O Hezpen

[J Rehire Rehire Date

TN ORI w N a0y

Soclal Security Number

Y Jy-€f-
State

Benefit Plan Administrators, Jnc.

S$§3

NAME OF PERSON COVERED (FIRST, LAST):

City Zip Code
1676 & Mg PP 30S ST fod MN | ssig
Gender Male | Marital Status_E‘_Single Date of Birth . Date of Hire
[ Female | O Married [ Divorced ﬂm_bm_ %TVI }q76
Phone Number: E.mall Address: -
6S1- A85-59% heenwym) Q4@ Cunal ccopm
Please Select Desired Coverage:
D Employee Only - Employee+Spouse - Employee+Child(ren) - D Family -
$24.00/Week $38.00/Week $36.00/Week $63.00/Week
Social Securky # Birth Date | Sex Relationship
Eme e R
Social Security # Blirth Date | Sex Relationahip
. Child
Fiist Name M. . Last Name g m,a;e DSPI‘:"“‘eDoEemcpm
- i 7 Soclal éewﬂly# Birth Date | Sex _ Relaﬁonﬁp |
[Firet Name T, TastName | E ;f;; y O Spge Doemmg:rmﬂ
Othor |.:[j'-.ferage information ihcluding Medicare/Medicaicl

EFF. DATE

EFF. DATE

EFF. DATE
Employea Acknowledgement and Authorization - | hera

by apply for the group benefit{s) as indicated. | acknowle
any misstatoments or fallure to report information may

be used as the basis for cancellation of coverage for me
effective date. Further, | authorize my employer to make the Necasaary payroll deduction of premiums for coverages | have glected.

dge that all entries are true and complete and that
and my dependent(s), if any, from the original

Employes Signature

IF ENROLLING - YO?TUST SIGN HERE

Date

EMPLOYEES DECLINING
1 understand that I and/or my depemsent:

1 am DECLINING coverage

iny, waive any coverage and desire to participate In the
must meat the requirements defined I

(including my spouse) because of g
days after the other Goverage ends. In addition, if a new
of adoption, | may be able to en

plan
dependent relationship forms as a result of marriage, hirth, adoption,

IF DECLINING- YOU MUST SIGN HERE

plan at a later date. I'we may be considered a late enrollee and
artificate of Coverage for the company’s medical or dental

8. If | decline enroliment for myself or my dependents
Jverage, | may, in futura be able to enroll myself or my depend In this plan, provided | request enroliment within 31

placement for adoption of parting suit
myself or my dependent, provided | request enroliment within 31 days of the event.

Employes Signature f@,mm 6 ¢ %ﬂ/) bate /2 [/3017

Employer Solutions Staffing Group Health Benefits Team
7301 Ohms Lane Suite 405
Edina, MN 55439
Phone: 952-767-8519 Fax: 952-767-8515
Emaill: Health@employersoluﬂonsgroup.com



 savu suusuuuly viedical Senetits Plan 2

OFFICE USE ONLY

7 vs| 219301-ESG-1 LOCATION

Rehire Date __

_/

/

ENROLLMENT FORM

ESC CUU

NAC-MN) P1v18.2

' Social Security #
A I~ - 6587

INT USING BLACK or BLUE INK (Must Be Filled Out)
NEme

Home Phone

6S1 -85S -5%7%

Sex

i (e Handed
M6 Gt Magablin

Apt.#a?os .

{ State

Ci
& Z9]

*ssig

Date of Birth

YA

fl B. DO YOU OR ANY. OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DYSSDNO If Yes please continue.
Medicare Health Insurance Claim Number (HICN) | Medicare Effective Date

i\lame of Cover;gPerson {s):

Payroll Deducted Weekly Rates

1. | 2
C. LIMITED BENEFITS PLAN SELECTION
You MUST select a coverage level before any benefits in Section C, Your co

identical. The Fixed Indemhity Medical Plan, Dental Plan, Term Life Plan,

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL "‘EN"’E'ggi'l_"‘!‘"" DENTAL VISION
Employee Only l:] $20.25 ) $6.17 m $2.42 @
Employee +1 [ ] $41.10 $12.34 $4.92
Employes + Family [ | $54.88 $20.36 $6.56
. NO to ALL Benefits D l:l Yes D No DYes I:I No DYes D No

verage level for
and Short-Term Disa

TERM LIFE

the all benefits in Section C will be
bility plans are underwritten by BCS

SHORT-TERM
DISABILITY 2

se.20 (ED

DYes D No

' This coverage is not available to residents of NH, HI, or PR. 2STD is not

available to persons who work in CA, Hi, NJ, N-Y, orRI.

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

Name Relationship

your beneficiary information. Accidental Death &

D. REQUIRED DEPENDENT INFORMATION
N

ame Social Security # Date of Birth | Sex i Relationship
/7 @ [ ISpouse [Ichild [ ] Domestic Partner
e e . ._.4..—_.__.._._..%..__ = St o siars e samere varrrvsesvary g
Name [ Social Security #  Date of Birth | Sex Relationship
| it _____/ / @ ____ ] ] Spouse [] Child [ ] Domestic Partner .
Name Social Security # Date of Birth | Sex Relationship
et h seen el Mol TRl U M~ _Llspouse[] Child[ ] Domestic Partner
Name Social Security # ' Date of Birth | Sex Relationship
; et 0 | MICED | Clspouse [chia ] Domestic Partner

e S 0 i Sici AN AT

[

This is an Essential StaffCARE Enrollment Farm.



